
SIZE (outside dimensions): 
Length 16", Breadth 11" Depth 5|". 


The 

TARATUi’ 

1 iACTITIONER’S 
FITTED BAG 

Read§ at all times 
for immediate me 


PRICE; 3 GUINEAS NETT, CARRIAGE PAID BRITISH ISLES 
(EXPORT PRICE; £9 POSTAGE PAID) 


The arrangement of the contents is ms follows: 

I3D. 2 Artery Forceps 1 Combined Electric Throat Lamp and 

1 Dissecting- Forceps Tongue Depressor 

1 pair Scissors . > . 1 Hypodermic Syringe in Spirit-tight 

2 Stainless Knives in Steriliz- Case 

able Glass Tub© 1 Half Min. Magnifying Clinical 

„ 1 Tube Silkworm Gut Medium 

HBAR COMPARTMENT* Seven stoppered bottles in nickel screw-capped cases, 
each with contents engraved outside as follows; 

CHLOROFORM LYSOL 

TR. IODI METH. SPIRIT 

SOL. ACID PICRIC 5% SUTURE AND HYPODERMIC , . 

TABS. HYDRARG. PERCHLOR* NEEDLES IN ALCOHOL 

In front lies a thick glass tube with rubber cork, containing No. 8 Gum Elastic 
Catheter and a tube of Lubricant. 

CENTRAL COMPARTMENT. On one side a prescription note-book with pencil 
and on the other a nickel-plated case with clips for tubes of hypodermic tablets. 
Included also in this compartment is the new Rkid-Moliris stethoscope. 

FRONT COMPARTMENT. For sundries and dressings, with lid to keep the 
contents in place. 

2 oz, Compressed Boric Lint 3 Compressed Bandages, 2 inch 

2 oz. „ Plain ,, 4 „ „ 1 inch 

6 yds. „ „ Gauze 3 yds. Adhesive Plaster 8 in. wide (in roll) 

4 ozs. ,, Cotton Wool 6 Rubber Finger Stalls 

2 Compressed Bandages, 3 inch 6x1 c.c. Ampoules Pituitary Principle 

1 Sterile Throat Swab in Post Box. 

He whole case Is lined with glazed white waterproof material, easily cleaned with a wet sponge. 
_ PRICES ARE SUBJECT TO MARKET FLUCTUATIONS. _ 

R. SUMNER & CO. LTD., 

Surgical Instrument Makers, LIVERPOOL 







Valentine’s Meat-Juice 


In all Wasting, Acute or Febrile 
Diseases, where the Digestive Organs 
are Impaired, Valentine’s Meat- 
Juice demonstrates Its Ease of Assim¬ 
ilation and Power to Sustain and 
Strengthen 


When Other 
Food Fails 

The quickness and 
power with which 
Valentine’s 
Me at-Juice acts, 
the manner in 
which it adapts it¬ 
self to and quiets 
the stomach, its 
agreeable taste, 
ease of administra¬ 
tion and assimila¬ 
tion, have won for 
it the approval 
and endorsement 
of many medical 
men of Europe* 
America, etc. 



'^OiU M E _ l 4 /s bl ^gjggl 

i mm jmM M: 


• --- - 


’loot one H^spoonf^^e^ 


VALENTINE’S MEAT-JUICE CO, 

RICHMOND, VIRGINIA, U.S.A. 


316172 




° n ly3 OLT^P' 


10,000 International Benzoate 
Units (= 1,34mg.p. amp.) each are 
sufficient to overcome 

CLIMACTERIC 

DISTURBANCES 

even of severe character 

Full literature (and posologica! suggestions for 
any case of ovarian insufficiency if desired) gladly 
sent on request 



SCHEMING LIMITED, 188/192, HIGH HOLBORN, LONDON, W. C.1 
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high fidelity hearing aids 

FOR THE DEA p 

Here, at last, is a hearing aid which the medical pro¬ 
fession can recommend with absolute confidence, for it 
is sold only with a guarantee of satisfaction, and gives 
infinitely superior results to any other instrument. 

It has long been recognised that valve amplifier hearing 
aids give better results than other types, but they have 
suffered from the drawback of size and weight. The 
AMPL1VOX employs the new midget wireless valves and 
is only a fraction the size of previous valve amplifier in¬ 
struments, so that there is now no need to tolerate the 
distortion and poor results of the ordinary electrical aid. 

The quality of the amplified sound, the freedom from 
background noises, and the great distance at which it Is 
f | possible to hear make the AMPLIVOX the most helpful 

hearing aid obtainable; and the Joy of hearing is sus¬ 
tained by the great relief of strain, the splendid reliability 
and the low upkeep cost. 

The AMPLIVOX can be recommended for all types of 
deafness, on account of wide frequency range, which can 
be modified as necessary to suit individual cases. It is 
especially applicable to nerve deafness. 

The LANCET writes: “The apparatus gave ample vol¬ 
ume, a quiet background, good audibility at the length of 
the room, and a noticeable absence of distortion ; and 
r j it should be far more useful than the ordinary micro¬ 

telephone aid, and especially for use at board meetings, 
theatres and concerts.” 

Fully descriptive Literature can be obtained from 
the Manufacturers: 

AMPLIVOX LTD. 

A. EDWIN STEVENS, B.A. (Oxon.), B.Sc., Governing Director 

106 GEORGE ST., PORTMAN SQUARE 

LONDON, W.l Telepho : Wetheck 4095 
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SUMNER’S SPECIALITIES 

MOUTH GAG with shanks and handles shaped to lie alongside 
of the cheek, away from the operator. 



Price y chrome-plated , £i 12 6 each 

NASAL SPECULUM with three blades. Spring action. Is 
fitted with a set-screw for regulating the dilations. 



Price , chrome-plated , 12s. 6d. each 

PLACENTA PRAEVIA FORCEPS (Reid’s modification). A 
convenient weight is supplied with each instrument and fits over 
the bows (as dotted lines). 



Price , chrome-plated , 34s. 9d., rustless steel , 42s. 3d. each 


. SUMNER & CO. LTD. 

HANOVER STREET :: LIVERPOOL 
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The upper portion is a 

well-made sheet-metal ----—- 

cabinet with plate-glass | 

front and sides, and 

three shelves of plate- flSBl 

glass, below which are l@- r > 

eight compartments ■ 

fitted with strong J 

cardboard boxes for f — - — - - - t | ^ ; 

The lower portion has I 

a pull-out tray fitted ^ . | 

instruments, . and a ^ ^ |. j j 

There are provided a r 

in enamelled iron, a // \\ 

metal box for soiled 'll 

dressings, and a towel 1§P Sm 

rail. ” 

Mounted on easy-running castors and finished in either white cellu¬ 
lose, or the new silver cellulose. 

The hinges, lock-plate and handle, knobs, towel rail and swing fit¬ 
tings are chrome-plated. 


Price £10 ID 0 net 

Carriage paid in the United Kingdom 


R. SUMNER & CO. LTD. 

SURGICAL INSTRUMENT MAKERS LIVERPOOL 
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USE KODAK 

SAFETY X-RAY 


KODAK LIMITED 

(MEDICAL DEPT.), KINGSWAY, LONDON, W.C. 2, (TELEPHONE: HOLborn 7341) 
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(Philips Metalix Patents) 


During recent years, enor¬ 
mous advances have been 
made in the electrical effici¬ 
ency of X-ray apparatus. 
The mobile “Sunic Junior” 
Outfit, illustrated here, for 
instance, gives brilliantly 
successful results, and is 
ideal for use in the consult¬ 
ing room or the cottage 
hospital .* 

Large hospitals are realising 
the improvements brought 
about by the introduction of 
the “ Sunic ” Roentgen 
Power Unit, with its re¬ 
markable X-ray efficiency 
and greater all-round con¬ 
venience. The future will 
undoubtedly see the general 
adoption of this type of 
equipment, whilst the 
earlier non-shockproof ap¬ 
paratus will fall gradually 
Into disuse. 

Ask for literature dealing 
with apparatus suited to 
your needs. 

* The “Sunic” Junior Outfit is 
admirably suited to fracture work, 
and Sts use is advocated by Lorenz 
Bohler in his book “TheTreatment 
of Fractures,” 



By Appointment 



WATSON & SONS P§S2) LTD. 

Manufacturers of X-ruy and Electro-Medical Equipment 
SUNIC HOUSE, PARKER ST., KINGSWAY, London, W C 2 

Telephone : Hoiborn 3881 Telegrams : -Skiagram ” Westcenc London . 

Branches: MANCHESTER, BIRMINGHAM, EDINBURGH, BOMBAY, JOHANNESBURG 
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Branches in all Principal Towns 
EXPORT TO ALU PARTS OF THE WORLD 
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A New Instant-focus Multipurpose 

HEADLIGHT "■£? OPTICAL LENS 


Klinostik 

Regd. 


Gives Focus Ran ge from 
SPOT to LARGE FIELD 


British 

Made 



With battery handle 27/6 Fitted with pocket clip 


The Headlight is 
constructed on the 
BaSl-and-Socket 
principle, and it 
can be rotated 
through any angle. 
It projects a sharp 
field of light with¬ 
out shadows. 


Suitable for General Practitioner, Aurist, or 
Gynaecologist; for V.D. and other routine clinical 
work which demands shadow-free illumination. 


from all Surgical Instrument Makers 

JOHN SMITH & SON (Glasgow) LTD. 

Manufacturers of Electric Diagnostic Instruments 

26-30 Gibson St., Hillhead, Glasgow, W.2 

Established I75i Cable and Telegraphic Address : “ Kfinostik t Glasgow ” 
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New KLiNOSTIiC S FIYE-1S OBLONG 



May Electric Ophthalmoscope, Daylight Electric Auriscope 
with 3 Specula, Dilating Operating Nasal Speculum, Angled 
Laryngeal Rod with Lamp, Throat and Post-nasal Mirrors. 
Tongue Depressor and Holder for Wood Tongue Blades, 
Battery Handle with Rheostat. Spare Lamp 

From all Surgical Instrument Haker-s 

JOHN SMITH & SQM (Glasgow) LTD. 

Manufacturers of Electric Diagnostic Instruments 

26-30 Gibson st., Hillhead, Glasgow, W.2 

Established 1751 Cable and Telegraphic Address : " KUnostik, Glasgow *’ 
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A thoroughly dependable suture 
possesses at least six qualities 
vital to correct behavior.” 


D&G Sutures 


S UTURE ESS EXTIAI. 


CHAS. F. THACKRAY LTD., PARK ST., LEEDS ▼ 2$2 REGENT ST., LONDON, W.I 

O & G SUTURES ARE ISSUED FOR USAGE UNDER MINISTRY OF HEALTH LICENCE 032-C 

ELECTRIC THROAT 

LAMP 

All Metal 


Tongue Depres- | ■ 

Dry Battery 

sor and Lamp 

contained in 

Holder detach- j|! 

Handle 

able for sterilizing § I 


, Lamp recessed at /Sjli 


i end of Depressor * j| 

Convenient Screw 

! which acts as 0 

Button Switch in 

Reflector 

Handle 

CHROMIUM PLATED Price 1 6/6 each. Spare Battery 4d. each 

m /7) Cs^iLJvt* 

H 252, 

Medical School, / jJ ^ 4* J 

' Regent Street, 

LEEDS {JuiS- # 

LONDON, W.I 
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THACKRAY’S “THERMASEPT” 

electric rnsmmEm sterilisers 

British Made Throughout 

Heavy gauge copper, brazed seams. Fully protected by hand 
re-set automatic cut-out device. Nickel Plated finish. Suitable 
for use on A.C. or D.C. 

Guaranteed for One Year 


MODEL 



Model CC G,P.” 


Fitted with drop-over 
lid. Each Steriliser 
complete with pefor- 
ated tray with self- 
supporting handles 
(method of use as 
illustration), and lift- 
out hooks; 6 feet flex 
and patentlampsockel, 
2 -pin plug adaptor. 
Gamp on heater pro¬ 
viding rapid boiling. 


PRICES: £ s. d. 

Size No. I 8 in. X 4 in. X 3 in. .. .. 2 13 6 

*Size No. 2 io in. X 4 in. X2j in. .. ..2150 

Size No. 3 9 in. X 5 in. X 3 in. .. .. 3 § § 

Size No. 4 ix in.X 5 | in.X 3 in. .. ,, 3 8 6 

Midwifery Model, size 16 x 4 x 34 m. .. ..3150 

Carrying Case 15/- extra 

*No. 2 size is especially suitable for general use for sterilising 
Record Syringes and diagnostic instruments. 

STATE VOLTAGE token ordering 


Old 

Medical School, 

LEEDS 

Telegrams & Cables ; 
“Aseptic, Leeds” 
Telephone 20085 
(3 lines) 


Manufacturer of Hospital Furniture 
Equipment, and Surgical Appliances. 


252, 

Regent Street, 

L0ND0N.W.1 

Telephone, Telegrams 
and Cables: 

“ Regent 1884 
London ” 
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Suggested by 

Mr. A. G. ORD, F.R.C.S.E. 

Hon. Surgeon, ROYAL HOSPITAL, PORTSMOUTH 

Descriptive Circular and Catalogue of Splints 
and Orthopedic Appliances on application 


Manufactured by 


Old 

Medical School, 

LEEDS 

Telegrams & Cables: 
“Aseptic, Leeds." 
Telephone: 20085 
(8 lines) 


Manufacturers' of Hospital Equipment, 
Surgical Instruments, etc.* 


252 

Regent Street, 

LONDON,W.l 

Telephone, Telegrams 
and Cables: 

“ Regent 1884 
London" 
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The “COLONIAL” 

ALL STEEL ’ YARD LOCKER 



Strongand light, with Art finish 
In Pastel Green 

Made throughout of heavy gauge 
pressed sheet steely specially treated 
to resist the effects of corrosion and 
climatic conditions. Pressed sheet steel 
enhances the strength, and angled steel 
uprights with turned in feet ensure 
stability. Shelf at top, cupboard below, 
with strongly hinged door and closing 
handle. 12 in. Towel Rail at back. 

Gan be completely taken apart for ship - 
ping> as the top , cupboard , and uprights 
are rapidly dissembled or assembled , thus 
reducing freight charges. 

Cleanliness. Easily kept clean with 
a damp cloth. 

Finish. Stoved on undercoat and 
finished Cellulose enamel to give 
smooth clean surface in the following 
colours:—White, Silver Grey, Pastel 
Green (Standard Shade). 


Measurements : 

Top size 14 ins. x 15 ins. X 34 ins. high (35-i x 38 x 86 cms.) 
Cupboard size io| ins. x io| ins. X ioj ins. (26J x 2 61 x 26 j cms.) 
Shelf. Depth from Top 9 1 ins. (24 cms.) 


Price (Ex Works) Packing extra 
In lots of 25 (all one colour).. 
In lots of 50 (all one colour),. 
In lots of 100 (all one colour) 
White Vitrolite top 


£ 9. d. 

each 2 15 0 

.. each 2 10 0 

.. each 2 7 0 

.. each 2 3 0 

each extra 0 7 6 


Old 

Medical School, 

LEEDS 

Telegrams & Cables: 
“Aseptic, Leeds*’ 
Telephone: 20085 
(8 lines) 



Manufacturer of Hospital Furniture, 
Equipment, and Surgical Appliances. 


252, 

Regent Street, 

LONDON,W.l 

Telephone, Telegrams 
and Cables: 
“Regent 1884 
London “ 
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HEIDELBERG 

UNIVERSAL 

OPERATING 

TABLE 

WITH OIL PUMP 

2500 in use 


i ■ i :..l mj. 


ASK FOR THE FAMOUS 


HOSPITAL FURNITURE 

and Operating Tables for every position 
required and for every special purpose 

# ILLUSTRATED BOOKLET FREE OF CHARGE 

UNITED FACTORIES C. MAQUET, RASTATT 10, BADEN, GERMANY 
Representatives in Graat Britain and the Dominion® 
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A :j 

Tabie .... 


OPERATION AND 
ORTHOP/EDiC 

This new Emesay 
product serves the 
double purpose out¬ 
lined above 5 and 
Hospital Authorities 
considering the in¬ 
stallation of a new 
table are invited to 
write for a copy of 
the new descriptive 
booklet now ready. 


Write for New Catalogue of Sterilizing, Theatre , and General Hospital Equipment 



167-173, GRAY’S INN ROAD, LONDON, W.C.I; 

95, WIMPOLE STREET, LONDON, W.I 
Branches: 10-13, TEVIOT PLACE, EDINBURGH; 6-12, HOLLY STREET, SHEFFIELD 





A new instrument which entirely eliminates any corneal 
reflex and ensures a perfect image even through a small 
pupil. Such routine examination will often establish the 
existence of disease before other symptoms are apparent. 
This new ophthalmoscope allows the easy 
examination of recumbent patients. £5 5 O 

FULL DESCRIPTIVE LEAFLET ON APPLICATION . 


.NEW ALIGNMENT APPARATUS 
for SMITH-PETERSEN’S NAILS 


Described by Eric Lloyd in 
“ The LancetJuly 20, S93S 

@ Wire Guides dis¬ 
pensed with. 

# Technique sim¬ 
plified: 

# Accuracy assured 


Write for special Leaflet. 







167-173 GRAY’S INN ROAD, LONDON,W.C.I 
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ROGERS 9 Standard SPRAYS 


Have a WORLD-WIDE REFUTATION 
for Efficiency anil Reliability. 

They «ps made in many forms, scientifically designed for 

NASAL, PHARYNGEAL, POST-NASAL 
AND LARYNGEAL TREATMENT 


The standard of 
Perfection in medical 
sprays.” 








Rogers® ^HpjP / , T*\ 

(Adaptable) C 1 W 

AQUOL1C ATOMIZER 

lor nose or throat without alteration. 
Very useful for laryngeal and post nasal treatment. 

Rogers® ASTHMA 
feg Blip NEBULIZER 

SSsI'' l i§m lor oils or balsamic solutions. 


Produces the finest vapour for 
H»Br inhalation. 


Particulars of these and many other reliable 
spray Producers gladly supplied by the 
_ sole maker — 


FRANK A. ROGERS, 1, Beaumont St, LONDON, W.l 


DONALD ROSE 

Manufacturer of High-class Surgical Instruments 



36 

GEORGE ST., 
Manchester Sq. 
LONDON,W.I 
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Telephone - WELbeck 8549 


W. i. COl 


Late of 

J. H. Montague, 
♦ 69 New Bond St„ 
W.L 


Surgical Bek, Truss, and j 

SOCIETY, AND —“—— --— — I 

V HOSPITALS Applimice Makers : ; i 
lla Duke St. (1st Floor), Manchester Square, l 

(Two Doors from WIGMORE STREET ) LONDON, W.L I 


DENTAL EQUIPMENT 

Catalogues and Booklet containing 
Suggestions and Estimates for equipping 
various kinds of Dental Clinics sent post 
free on request 


MADE IN ENGLAND BY 



The DENTAL MFC. CO. Ltd. 

Brock House, 97, Great Portland St. 
LONDON, W.l 


Compute Set of 19 Sheets on tough cartridge paper, size 2 ft. 2 in. X 3 ft. 4 in., with Roller, 
&2/- net, Postage fid.; or mounted on Linen, 70/- net. Postage if - 


"I" 


FIRST 


AID" 

DIAGRAMS 


LARGE WALL DIAGRAMS 

J fully Illustrated Prospectus on application . 

"Will certainly save the Lecturer much trouble."— Hospital. 




Enlarod from the Mustratiom ** PI I?ST JIIO 99 TO TK5 

in Warwick and TunstaU’s ® SilO I AND SBCK 

An Advanced Ambulance Handbook, 

Edited by F. C. NICHOLS, M.C., M.B., Oh.B., L.R.C.P., L.D.S., late Capt. B.A.M.C. (T.). 
RECENTLY PUBLISHED. 15 th Edition. 172 nd Thousand. WUh 298 Illustrations, 
some of which are coloured. 2s. 9d. post free. 

"Has taken its place as a standard work”—British Medical Journal. 

** One of the most concise works on the subject ."—First Aid Journal. 


Bristol: JOHN WRIGHT & SONS LTD, 


London: SIMPKIN MARSHALL LTD, 
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Third Edition. Just Published. Crown 8vo. 352 pp. 5s. net. Postage 6 d. 


OR THE LAWS OF LIFE AND HEALTH 
By ALEXANDER BRYCE, MD„ C.M.(Glas.), D.P.H.(Camb.) 

BRISTOL: JOHN WRIGHT & SONS LTD. London: Simpkin Marshall Ltd. 


IMPORTANT 

H.B.T. VITAMIN 
HEALTH FOOD 

® Is prepared from the very highest 
quality materials procurable and is a 
combination that will unfailingly pro¬ 
mote the good health of all who use 
it. For children and adults of all ages, 
and specially for weakly children, this 
is the Ideal Food. 

It contains Cod Liver Oil, Halibut Liver 
Oil, Yeast, Oranges, Malt, Beef Juice, fresh 
Eggs, with additional elements designed for. 
the building up of the body tissues—bones; 
and nerves—so that everything necessary 
for health will be found in 




1-lb. Jars, 2/6 Of all Chemists and Stores 4- lb. Jars 7/6 

ILEX PRODUCTS, Glasgow, S.E. BCM/HBT, London, W.O.t 


To all 

Medical Men 
and Medical 
Institutions 








Price 3/- 


FOR THE TREATMENT OF 


Constipation, Headache, Indigestion, Bile, 
Haemorrhoids, &c., &c. 

1st valuable t&. Young Mothers as it does mot upset the Baby* 
Warranted to contain neither Mineral nor Drastic. 

Sold Retail by all Chemists & Druggists. Wholesale: 59 Southwark Bridge Rd.,S.E.l 


WHEN PRESCRIBING CHLORODYNE 

Medical men should be particular to specify 


UCollisBr 


Used with 
unvarying success by 
the Profession in all 
parts of the Universe 
for over 81 years 


19 Gold and Silver 
Medals J 


Makers to 
Principal 
Hospitals, j 
Etc. / 


>/ 


4 f WE SPECIALIZE IN / 
v/THE LATEST METAL / 
/and WOOD LIMBS / m 
LIGHTEST IN WEIGHT/ 




/ ^t/lightest in weight/^ 


W /SEND YOUR PATIENTS 
/ TO US. NO EFFORT J 
/IS SPARED TO MAKE / 
EACH CASE A SUCCESS/ 


V/ 


f £ *Phmu 
£' Museum 
f , 287(5 

Estab o over 
Half Century 


^£ 33 Museum St. 
/LOND., W.C.1 

Near the British Museum 


THE ORIGINAL AND ONLY GENUINE . 

RIGOLLOT'S MUSTARD LEAVES 

Adopted by the Paris Hospitals, the French Army and Navy, and the 
British Army and Navy. 

Cleanly,.'Efficient, Energetic* Portable, Sure- 
Sold Retail by all Chemists & Druggists. Wholesale; 59 Southwark Bridge Rd«, S.E.1 
9dL and 1/3 packets ; 2/- tins. 

BEWARE OF DANGEROUS IMITATIONS. 
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i hormoies 

OF HIGH STANDARD 


• 

“ Pabyrn ” 

m 


Brand 



Informative Booklet sent on Request 


PAINES & BYRNE LTD. 

Manufacturers of GLANDULAR PRODUCTS > 

Perivale, GREEN FORD, MIDDLESEX 


DUNCAN, FLOCKH; 

Manufacturers of 

Pharmaceutical 

Products 

Organo-Therapeutical 

kET&Co. 1 

Galenicals,, 

Tablets® 

Capsule®. 

. Pills, etc® 

Thyroid. 

Pituitary. 

Ovarian. 

, Suprarenal etc. 
f CMorcsform. 

Ether. 

Ethyl Chloride, 
t Ethyl Bromide, 

Products 

Anaesthetics 


Descriptive Literature and Prices 
of the Preparations on application , 


EDINBURGH and LONDON 

( 1 S 5 Farringdoo. Road, E.C.1.) 









THE CROOKES LABORATORIES 

(BRITISH COLLOIDS LTD.) 

PARK ROYAL - LONDON • N-W IO 


ADVERTISEMENTS 


This informative treatise describes the 
various tests employed in the evaluation of 
Vitamin A and assesses their relative merits. 
AVitamin chart is included showingthecom¬ 
parative vitamin content of different foods 
and the vitamin-containing products of The 
Crookes Laboratories. Copies are available 
upon applicationtoThe Crookes Laboratories 
(British Colloids Ltd.), Park Royal, London, 
N.W.10. 
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PE RCA 

Tra.de Mark Registered 

“CIBA” 

The Loca! Anesthetic 
for Regional, Infiltration, 
Surface and Spinal Anesthesia 

Acts in extreme dilution (0*5—2 :1000). 

Produces anaesthesia of hitherto unattained intensity 
and duration* 

Mot a narcotic. Economical in use. 

Belongs chemically to a class entirely different from 
cocaine and its derivatives. 

Packages available: 

Percain© (Hydrochloride) Crystals. Percain© Base. 

(For solutions) (For ointments and oily solutions) 

5 grin. 5 grin. 

Percain© Tablets (for the preparation of solutions). .■ 

Tubes of 20 x 0*05 grm. Tubes of 10 x 0*1 grm. 

Percain©-Adrenalin Tablets. 

Tube* of 10. 

Percain© Solution 2% (exclusively for surface anaesthesia in E.N.T. work). 
Stoppered bottles of 30 c.c. 

Percain© Ampoules. 

Boxes of 5x 5*5 c.c. Solution - - 1 : 1000 (with Adrenalin). 

Boxes of 2 x 30*5 c.c. Solution - * 1 : 1000 (with Adrenalin). 

Boxes of 10 x 30*5 c.c. Solution - - 1:10oO (with Adrenalin). 

Boxes of 10 x 2*3 c.c. Solution - - 2: 100o (with Adrenalin). 

Boxes of 10 x 2*3 c.c. Solution - - 3; 1000 (with Adrenalin). 

Boxes of 12x20 c.c. Solution - - 1:1500, for Spinal Anaesthesia. 

Boxes of 10 x 2*3 c.c. Buffered Sol. X : 200, for Spinal Anaesthesia. 


Full reports and samples on request. 



CIBA LIMITED, 

40, SOUTHWARK STREET. LONDON, S.E.l 

Telephone : Hop 1041. Telegrams : Cibadrugs Boroh London. 
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4 Prc ' ' . Is of Note 


BENZEDRINE brand INHALER 

The volatile vasoconstrictor. Exhibits in vapour phase a potency 
greater than that of ephedrine without irritation or undesirable 
secondary reactions. Each tube is packed with benzyl methyl 
carbinamine *325 gm., 01 . Lavand. -097 gm., and 1 -p-Menthan- 
3-0I. *032 gm. Indicated for shrinking the nasal mucosa, sinus 
infection, hay fever, etc., and for relieving the symptoms of 
asthma and treating so-called nasal catarrh. (Per Inhaler, 2/-.) 

CALSIOD 

Calcium ortho-iodoxybenzoate (tablets 0*5 gm.). Safe and non¬ 
habit-forming. Extensive laboratory and clinical tests have 
shown that Calsiod orally administered provides the practitioner 
with a valuable agent for the relief of pain, swelling and muscle 
spasm in arthritis and rheumatoid conditions generally. (In 
bottles of 30 Tablets, 4/6.) 

NEURO PHOSPHATES (ESKAY brand) 

Presents the acid glycerophosphates of calcium, sodium and 
strychnine in a stable, readily assimilable and markedly pal¬ 
atable form. Indicated in defective nerve-cell nutrition, in 
neurasthenia and nerve weakness, in debility due to excessive 
mental or bodily fatigue, in all stages of convalescence, and as 
a general tonic. (In bottles of 8 fluid ozs., 4/6.) 

PENTNUCLEOTIDE 

A mixture of the sodium salts of pentose nucleotides, prepared 
under the direction of the committee on nucleotide therapy of 
the Harvard Medical School. Indicated in agranulocytic angina 
and in cases of extreme leucopenia with neutropenia associated 
with infectious conditions. Issued in units of twelve ioc.c. vials 
for intramuscular injection. (60/- net.) 

Literature sent on request to Medical Practitioners only . 

MENLEY & JAMES, LTD. 

64 HATTON GARDEN LONDON, E.C.i 
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MODERN TR 4 MENT 

BIARSA#IIB E 

A combination of Bismuth and Trypar- 
samide for use in the treatment of 
neurosyphilis. 


FORMADERJII4E 

Antiseptic powder for the treatment of 
ulcers, abrasions and blisters, and for 
prevention of these conditions. 


MYOCRISIN 

Sodium Aurothiomalate for the 
intramuscular treatment of pulmonary 
tuberculosis, lupus erythematosus and 
rheumatoid arthritis. 

PLANACRINE 

Lozenges for the treatment of affections 
of the mouth and throat. 
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STELLIDI 

A solution of Histidine Hydrochloride 
for subcutaneous or intramuscular injection 
in the treatment of peptic ulcers. 

THORAGEL 

An association of Acriflavine and 
Gelatine for the treatment of pulmonary 
tuberculosis by gelatinothorax. 

URAZINE 

A combination of the solvent action of 
piperazine on uric acid and the analgesic 
and antiseptic action of citric and salicylic 
acid renders Urazine a highly efficient 
remedy for rheumatism. 

VINYL ETHER 

A new inhalation general anaesthetic. 

PHARMACEUTICAL SPECIALITIES 

(May & Baker) LTD. 

Dagenham " London 
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Telephone* : TEMPLE BAR S99S 
(Four Hues) 


Telegrams s £s TUBERCLE, RAND 
LONDON.” 


THE 


Clinical Research Association 

LTD, 

Offices^ Laboratories , and Considting Room : 

WATERGATE HOUSE, 

YORK BUILDINGS, ADELPHI, LONDON W.C.2. 

(Nearest Stations „ Charing Cross.) 


The object of the Association is to provide a complete 
laboratory service to assist the Medical Profession , 
Public Health Authorities, Hospitals and similar 
institutions in the prevention, diagnosis, and treatment 
of diseases . 


By handling la rge numbers of specimens, and through the well-organized team 
work of highly trained experts, the necessary investigations are carried out 
expeditiously, accurately, and at a moderate cost. 

The prices for the various examinations have recently been thoroughly revised and 
are at the lowest reasonable rate consistent with the high standard of the technical 
work involved and the expert opinion supplied. 

The Directors of the Laboratories are highly qualified and experienced, and are 
prepared to afford every possible assistance to .Practitioners, whether Members or 
Non-members, in London or in the Provinces, in all branches of work within the 
scope of the Association. 

Reports are NOT supplied direct to the patient unless specific instructions are 
received from the Medical man in charge of the case. 

Arrangements can be made for the personal attendance of patients at the 
CONSULTING ROOMS of the Association or at a West End NURSING HOME 
for the collection of material. 

CARDIOGRAPHIC AND X-RAY EXAMINATIONS are made and, if necessary. 
Cardiograms and Radiograms can be taken at the patient’s home. 

MEMBERSHIP OF THE CLINICAL RESEARCH ASSOCIATION. 

OVER 7,000 PRACTITIONERS, HOSPITALS AND PUBLIC BODIES ARE 
MEMBERS OF THE ASSOCIATION. 

THE FEE FOR LIFE MEMBERSHIP IS A SINGLE PAYMENT OF £1 Is. 
THERE IS NO ANNUAL SUBSCRIPTION. 

For this SINGLE PAYMENT of One Guinea the following advantages are 
•obtained: 

1. A greatly reduced scale of charges. 

2. A Member’s Cabinet containing an assortment of collecting apparatus, in 

suitably addressed containers approved by the Postmaster-General for the 
transmission of pathological specimens by post. 

3. The immediate replacement of collecting apparatus. 

4. Regular receipt of the Association’s Publications, including the current edition 

of the 200-page, cloth-bound PRACTITIONER’S GUIDE TO CLINICAL 
RESEARCH, the quarterly JOURNAL OF CLINICAL- RESEARCH, 
containing original articles, reviews and abstracts of subjects connected with 
Clinical Pathology, together with a handbook of GENERAL INFORMA¬ 
TION AND LIST OF CHARGES. 

Members are free to visit the Pathological Laboratories in order to see the con¬ 
ditions under which work is done, and they are invited to discuss any case, from a 
pathological point of view, with one of the Association’s Medical Stall. Enquiries 
by letter or by telephone will always receive a reply, 

THE LABORATORIES OF THE CLINICAL RESEARCH ASSOCIATION ARE 
OPEN DAY AND NIGHT FOR THE RECEPTION OF SPECIMENS. 
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Literature on request 
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A few 


B. D. H. 

Special Medical Products 
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r ■' St SS ' 5 ) tS (Fleet) 

SALINE APERIENT 

CHOLAGOGUE 

BILIARY STIMULANT 

Phospho-Soda (Fleet) is a pure, stable, 
highly concentrated solution of primary 
sodium phosphate, differing from the ordinary 
sodium phosphate, and existing in solution as 
a definite salt. Unlike other salines it has a 
marked effect on the hepatic system as well 
as the gastrointestinal tract and possesses a 
buffering action against acidity. 

Phospho-Soda (Fleet) is very acceptable to 
a sensitive stomach and does not irritate the 
intestinal mucosa. It is effective in cutting and 
eliminating excess mucus.; it eliminates toxic 
material, expels flatulence, cleanses and 
empties the intestines and favourably In¬ 
fluences the natural functions of the fiver, ft 
markedly increases the biliary flow, and In 
duodenal drainage it will be found more 
effective than magnesium sulphate or other 
agents. 

Supplied in bottles of 2|, 6 and 16 ounces. 

Samples for trial in hospital or private practice obtainable 
on request from 

THE ANGLO-FRENCH DRUG CO. LTD. 

N-12, GUILFORD STREET, LONDON, W.C.I 
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For Pernicious Anaemia 

«k P E P S A C BBAND 

DESICCATED STOMACH SUBSTANCE 

PEPSAC Is thoroughly tested on patients with Pernicious 
Anaemia and the reticulocyte response and blood-counts 
obtained on many patients show that it is a very active 
preparation and contains an exceedingly high proportion 
of the necessary intrinsic factor. 

Every batch is examined bacteriological!/ for freedom 
from pathogenic bacteria. 

Supplied in 12 ©z» Tins 

H E PASTAB BRAND 

INTRAMUSCULAR LIVER EXTRACT 

HEPASTAB is a sterile solution containing the ants- 
anaemicfactor of liver specially prepared for intramuscular 
injection. 

Every batch that is issued for general use has been 
clinically tested under the most rigidly controlled 
conditions and shown to be haemopoieticaliy active. 

Supplied in lex. and 4 c.c. Ampoules 


WHOLESALE AND EXPORT DEPARTMENT 

BOOTS PURE DRUG CO. LTD 


NOTTINGHAM - ENGLAND 
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'T'HE STANDARD of excellence and reliability* 
A resulting from pioneer investigation and ex¬ 
haustive tests—biological and chemical—has gained 
for all products issued under c Bayer 3 Trade Marks 
the confidence and approval of Clinicians through¬ 
out the World. 

‘ ADALIN 1 

Mild Sedative and Hypnotic. 

* AVERT! M ’ 

The new Basal Anesthetic for rectal adminis¬ 
tration. 

4 BAYER ’ ASPIRIN 

The First and Original. 


* BIOFEROL ? 

Nutrient Tonic for Children and Adults. 

I ‘ CAMPOLOW 9 

J Liver Extract for intramuscular injection. 

- ‘ CYCLOFORM * OINTMENT 

Analgesic* Antiseptic* Astringent. 

< DEVEGAN 9 

For local application in Leucorrhoea* even 
the type due to Trichomonas vaginalis . 

< EL1TYRAN 9 

Standardised Thyroid Preparation. 

4 EVIPAN 9 

A somnifacient of medium strength. 

* EVIPAN ’-SODIUM 

For intravenous c Short 3 anaesthesia. 


* HYDRONAL* 

Indicated in Hyperacidity and its consequences. 
Literature and Samples on request from : 


BAYER PRODUCTS LTD. AfricaHoust.Kingsway,LondonW.C2 
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‘ LACARNOL’ 

Nucleosidic preparation for Angina Pectoris. 

< LUMINAL ’ 

The Original Product. 

« NOVA LG IN 9 

Antirheumatic. 

‘ PADUT1N ’ 

Circulatory Hormone for Gangrene, Raynaud's 
Disease,, Etc. 

* PER-ABROBIL’ 

For X-ray diagnosis of the urinary tract ; 
intravenously. 

* PHANODORM’ * 

The hypnotic for General Practice. 

* PROLAN * 

Acts upon the ovarian tissue as primary hor¬ 
mone producing oestrus. 

4 PROM1NAL 9 

c Luminal 5 with reduced hypnotic effect. 

* SALYRGAN * 

Mercurial Diuretic. 

4 THEOMINAL 9 

For High Blood-pressure. 

EHRLICH’S ORIGINAL 

< SALYARSAN 9 PREPARATIONS 

4 Behring * Venule. ‘Behring* Senile, 

4 Yatren * Vaccines. 

TROPICAL MEDICINE 

4 Atebrin * and 4 Plasmoquine* 

4 Yatren * 105 
4 Spirocid * 

4 Bayer * 205 
4 Neosalvarsan * 

Literature and Samples on request from : 


BAYER PRODUCTS LTD. AfricaHouse. Kingsway. London W.C.2 
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Where Cod Liv e r Oil comes from* 


In Northern Norway, with its cold and healthy 
climate, the great annual Cod Fisheries are carried 
on. It is here that Cod Liver Oil is produced* 

Within a few hours of the Cod being caught the 
liver is on its way to the refineries for the pro* 
duciion of Norwegian Medicinal Cod Liver Oil. 

Norwegian Medicinal Cod Liver Oil is con* 
sidered by medical men to be one of the most 
effective weapons for combating an impaired 
organism and illness. 

Norwegian Medicinal Cod Liver Oil 
cures and prevents rachitis, builds 
strong and healthy teeth, strengthens 
bonefformation, and affords pro* 
tection against bronchitis and other 
infections. 

for Quality, 



World* famous 


NORWEGIAN COO LIVER OIL 
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cc After 

ears of Rese 


“ A FTER years of research 55 in connection with 
Parke - Davis products is no idle advertising 
phrase. It connotes the verifiable results of more 
than a quarter of a century of scientific investigation, 
recorded, as it proceeded, in the medical and chemical 
press, and, especially, in publications devoted to 
technical progress in biochemistry. During the period 
mentioned over four hundred papers on research work 
in the Parke, Davis & Co. Research Laboratories 
have been published. 

In the early days of the firm, their scientific in¬ 
vestigations involved, firstly, the systematic clinical 
testing of little-known drugs, and secondly, the 
application of the principle of chemical standardiza¬ 
tion to all drugs amenable to this method of assay. 
Later, physiological assay had its origin in the firm’s 
laboratories. 

Another and even more extensive line of research 
involved the investigation of new chemical com¬ 
pounds, and led to the introduction of important 
therapeutic agents. Other additions to the materia 
tnedica , such as Adrenalin, Pituitrin, Pitocin, 
and Pitressin, were born of the same 
spirit of research. The firm’s re¬ 
search activities' are being 
vigorously continued. 


PARICE, DAVIS & COMPANY 

50 , Beak Street, London, W. i 
Inc. U.S.A., Liability Ltd. 

LABORATORIES: HOUNSLOW, MIDDLESEX. 
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For SYPHILIS 

ARSPHENAMIWE PREPARATIONS APPROVED 
BY THE MINISTRY OF HEALTH AND CLINIC¬ 
ALLY TESTED BEFORE ISSUE 

STABILARSAN — ■ 

ARSPHENAMINE DIGLUCOS1DE 

Supplied so solution ready for use 
Usually administered by intravenous injection 

vm novostab 

NEOARSPHENAMINE 

Administered by intravenous injection 

%< SULPHOSTAB ,A,D 

SULPHARSPHENAMINE 

Administered by deep subcutaneous or intramuscular injection 

BISMUTH PREPARATIONS 

5T B I S M OSTAB 

INJECTION OF BISMUTH B.P. 

20 per cent suspension of bismuth metal in isotonic glucose 

SK? CHL O RO STAB - 

BISMUTH OXYCHLORIDE SUSPENSION IN ISOTONIC 
GLUCOSE 

BS? QUIN OSTAB brand 

IODO BISMUTHATE OF QUININE IN OLIVE OIL 
Literature on any of the above products will be sent on request 

WHOLESALE AND EXPORT DEPARTMENT 

BOOTS PURE DRUG CO. LTD 

NOTTINGHAM - - - - ENGLAND 






THE OLDEST AND STILL THE BEST. 

■*Tlv«i VlVi f m-.£I 
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The greatest living ^authorities have for more than 30 years testified to the indubitable 
superiority of NOVOCAIN over all other methods of Local Anaesthesia. Conclusive proof 
of the efficacy of NOVOCAIN is now to be found in every standard work on local Anaesthesia. 
The low toxicity of NOVOCAIN permits of large doses being given with absolute safety. 

COCAINE FREE LOCAL AN/ESTHETIC 
Does not come under the restrictions of the Dangerous Drugs Act. 
WRITE FOR LITERATURE. 

(Sold under Agreement) 




72, Oxford Street, London, W.l. 

Telegrams. “SACARINO, RATH, LONDON.” Telephone: MUSEUM 8096. 

Australian Agents : Neu) Zealand Agents: 

l L. BROWN & CO. The DENTAL & MEDICAL SUPPLY CO. Ltd., 

4, Bank Place, Melbourne, C.l 128, Wakefield Street, Wellington, 











A D VERTISEMENTS 


The National Children 
Adoption Association 

President and Chairman of the Executive Committee ; 

H.R.H. PRINCESS ALICE, COUNTESS OF ATHLGNE. 



Is prepared to receive applications from would-be Adopters requiring 
Children, or from Parents or Guardians of Children who need adoption. 
No charge of any kind is made either to Adopters or to Parents or 
Guardians. Over 5000 Children have been adopted to date. From 60 to 
70 Children can be accommodated in the Association s Hostels at a small 
charge for maintenance. Full particulars and application forms from : 

The Secretary, National Children Adoption Association* 

71 Knightsbrldge* LONDON, S.W.l 


for Health 
and Holiday 

FALMOUTH 

The mildest climate 
in Great Britain. 

COOLEST IN 
SUMMER 

WARMEST IN 
WINTER 



ON THE SEA FRONT. The Finest Hotel on the 
Cornish Coast. Due South* in beautiful grounds 
facing the sea. Private Suites of Rooms. Central 
heating throughout. Lift. Own Garage. 

WT MODERATE INCLUSIVE TERMS 

Manager - R. J. S. FIELDS 

Telephone : Telegrams : 

Falmouth 18 cc Falmouth Hotel,” Falmouth, 



For Scale of Charges for Advertisements , apply to The Advertisement Manager , 
JOHN WRIGHT & SONS LTD., 
u The MEDICAL ANNUAL 99 Offices , Stonebridge Houses BRISTOL, 
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POINTS ABOUT ‘ASPRO’ 
OF INTEREST TO THE 
MEDICAL PROFESSION 

The superiority of 'ASPRO s Tablets over all other forms of Acetyl- 
salicylic Acid tablets is based on three factors. 

1 A modern process which enables the 2 4 ASPRO ’ does not come in contact 
tablet to be produced without a trace O with the human hand, and reaches the 
of free Salicylic Acid. consumer in its original pure state. 

2 The Sanitape method of packing pre- We make the following positive 
vents the development of hydrolysis claims for 'ASPRO® Tablets, 
in the tablet. It is a known fact They are made from the purest 
that Acetylsalicylic Acid tablets when Acelylsalicylic Acid known to medi- 
packed loosely or in bottles frequently cal science, and conform to the tests 
develop free Salicylic Acid through of all known authorities. They are 
coming in contact with the atmos- made by processes which ensure that 
phere. The Sanitape system of pack- they are of the same standard of 

ing prevents this as it hermetically seals purity as the original drug, and con* 

each tablet in a separate compartment. tain no free Salicylic Acid. 

Extract from Doctor s Letter 

* ASPRO 5 is VASTLY SUPERIOR to ORDINARY ASPIRIN 
ESPECIALLY VALUABLE TO PATIENTS WHO 
SUFFER FROM DIGESTIVE DISTURBANCES. 

Dear Sir-In most cases I have found ‘ ASPRO ’ VASTLY SUPERIpR 
TO ORDINARY ASPIRIN, especially in patients who, in addition to varying 
conditions for which ‘ASPRO * was given, also suffer from some form of digestive 
disturbance. 

One case in particular is worthy of mention. A NURSE (age 39), engaged in 
public health and infant welfare work, since coming to Manchester four years ago 
has suffered from sub-acute attacks of Rheumatism. She COULD NEVER 
TOLERATE SALICYLATE IN THE FORM OF ASPIRIN OR IN MIX¬ 
TURES. I gave her several of the sample boxes of ‘ASPRO,’ and she is genuinely 
delighted with the results, viz., alleviation of pain : undisturbed sleep and complete 
freedom from ill after-effects in the shape of depression and indigestion. 

Yours faithfully.(M.R.C.S., L.R.C.P.) 

Name withheld for Professional Reasons. 

‘ASPRO ’ consists of the purest Acetylsalicylic Acid that has ever been 
known to Medical Science , and its claims are based on its superiority. 

Made in England by ASPRO LTD,, SLOUGH, BUCKS. 

Phone: SLOUGH 608 

iVo proprietary right is claimed in the method of manufacture or the formula. 

SAMPLES FOR CLINICAL TESTS FREE TO 
MEMBERS OF THE MEDICAL PROFESSION 

on application to 

‘ASPRO ' LTD., SLOUGH, BUCKS. 
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cc No other surgical work can be compared to 
--r Post-Graduate Surgery.”— Med. Press & Circ. =r=zrzrr: 

JUST PUBLISHED 

" This new work is urgently needed. ... It gives full and detailed information 
as to indications for operations, pre-operative preparation, and post-operative care of 
the patient, and precise details of operative procedures. . . . Such a choice of authors 
has been made as will ensure that their teaching is representative of the best this 
country can show.”— Lord Moynihan. 

Post-Gr miuate Surgery 

VOL. 2 PUBLISHED EARLY 1936. 

VOL. 3 IN ACTIVE PREPARATION. 

Edited by RODNEY HA 1 NGOT, F.R.C.S, (Eng.) 
Introduction by LORD MOYNIHAN, K.C.M.G ., C.B. 3 M.S.,F.R.C.S. 

The set of 3 vols. with index to each £9 95. o or at 
£3 105. per vol. singly 

There are about i 5 Soo pages, and i,ooo illustrations to each vol, 
CONTENTS OF VOL . /. 

Part I. Anaesthesia . Part II. Abdominal Surgery. 

Part III. Rectum and Anus Part IV. X-ray Diagnosis 
Part. V. Radium Treatment of Malignant Disease 

CoJitributors to VoL I. 

E. Finochietto W. Ernest Miles 

C. Langton Hewer A. M. A. Moore 
A. F. Hurst H. E. S. Stiven 

R. Sleigh Johnson J. Ewart Schofield 

F. A. Knott (the late) H. Tyrrell- 

Walter M. Levitt Gray 

Rodney Maingot Cecil P. G. Wakeley 

A. Dickson Wright 

THESE VOLUMES COVER COMPREHENSIVELY 
THE WHOLE FIELD OF SURGERY . 

They give detailed descriptions of modern methods of investigation, operative 
technique, and pre- and post-operative treatment. There are nearly fifty contributors, 
all recognized as authorities in their subjects—and many of them are examiners, 

PROFUSE UP-TO-DATE ILLUSTRATIONS DEPICT THE PATHOLOGICAL 
LESIONS AND ACTUAL OPERATIONS STEP BY STEP 


THESE ARE VALUABLE REFERENCE WORKS—FOR 
ALL SURGEONS — GENERAL PRACTITIONERS — 
RESIDENT MEDICAL OFFICERS, and all SENIOR 
STUDENTS STUDYING FOR HIGHER DEGREES. 


Write for detailed. 8 pp. Illustrated Prospectus to 

MEDICAL PUBLICATIONS Ltd. 

25 SOHO SQUARE, LONDON, W.l. 


Hamilton Bailey 
H. Cecil Bull 
Stanford Cade 
A. J. COKKINIS 
P. M. Deville 
Malcolm Donaldson 
W. Howel Evans 
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THE 

WORLD-WIDE ORGANIZATION 


OF THE 



TRANSACTING 

ALL CLASSES OF INSURANCE 

EXISTS TO SERVE YOU, WHEREVER YOU 
RESIDE, TRAVEL, PRACTICE OR PLAY. 

Branches or Agencies are established in every part of the 
world, and their services and advice are at your disposal. 

PHCENIX ASSURANCE CO. LTD. 

Head Office: Phoenix House ? King William Street, London, B.C.4 


NORTHWOODS, 

WINTERBOURNE, BRISTOL. 


Telephone & Telegrams: 
WINTERBOURNE 18 


This beautiful mansion in fifty acres of secluded grounds was built specially 
for the TREATMENT OF MENTAL AILMENTS. 


Certified, temporary, and voluntary patients of Thorough clinical, bacterio- 
both sexes. A few voluntary patients also logical and pathological 
received in the Medical Superintendent’s examinations, 
house. . Terms from Visiting Consultants. 

Separate bedrooms. Private suites. . . Occupational therapy. 

Private golf course. q gu “ e * s Garden and dairy produce 

Ample facilities for Amusement. <.. a week from farm on the estate* ' 


For further particulars and prospectus, apply to JOSEPH ' CATES, M.D. 


DORSET 

HOUSE 

CLIFTON DOWN 
BRISTOL 


A RESIDENTIAL CLINIC providing 
treatment for cases of Mild Nervous 
Disorder and other illness occurring 
in women and girls. Approved by the 
Board of Control for the reception of Vol¬ 
untary and Temporary Patients. A special 
feature is made of Occupational Therapy* 
High situation overlooking Clifton Downs. 
Large gardens. Patients can attend at the 
House for daily treatment. 

Terms from £5 5 s. a week. 

Apply, Elizabeth Casson, M.D., D.P.M. 
Telephone & Telegrams: 35195 Bristol, 
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THE MEDICAL PASfESSlON 

HAS ITS 

OWN INSURAI CE COMPANY 


PERMANENT SICKNESS INSURANCE 
LIFE ASSURANCE 

FAMILY PROVISION for 14 gns. a year 

HOUSE PURCHASE LOANS at 4|% 

PRACTICE LOANS without guarantee 
premiums 

Write for full particulars and leaflet 
"M.A.” to the Manager and Secretary 

The Medical Sickness Annuity 
and Life Assurance Society, Ltd. 
300, High Holborn, LONDON, W.C.I 


Tel. HOLborn 5722 
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THE H-R 

KOROHEX DIAPHRAGM 

(DUTCH CAP PESSARY) 



; j' A reproduction of one of the illustrations from the 
:;i “IMPROVED GUIDE FOR FITTING H-R 
iji KOROMEX DIAPHRAGMS,” which is supplied 
; j without charge, to medical practitioners only, on request. 

I J 

ji An illustrated booklet 

|| “A HEW STANDARD li CONTRACEPTIVES” 

J | incorporating a Price List ofPrentif” goods and showing 
1 11 in detail the “Prentif” method of testing condoms, etc., 
j|} will be sent to any interested Doctor or Clinic. 

j j | 

II j From the Sole Agents for Holland-Ranios Products — 

| PRENTIF LIMITED 

j! {Contraceptive Specialists) 

11 Long’s Court, St. Martin’s Street, 

ij London, W.C .2 

I | ;.*.-.-j 

j' | Generous Medical Discounts are allowed^ and special quotations l 

j 5 are given to Clinics and Institutions, for both cc Holland-Rantos** \ 
i! I and “Prejitif” products ! 
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MEDICAL BOOKS 


Ik Co® Ltd® 


AND BOOKSELLERS 

gg [ESTABLISHED 1844 

■ Textbooks and recent Literature 

is of MEDICINE, SURGERY, 



CORNER OF GOWER STREET AND 
GOWER PLACE 


Prompt attention to orders and 
enquiries* 

BOOKS SENT ON APPROVAL IN 
THE BRITISH ISLES. 

MEDICAL STATIONERY 

Card Index Cabinets, Case-books 
(loose-leaf or bound), Case Sheets, 
Diagram Stamps, Temperature Charts, 
Diet Charts, Etc, (see page 36 

Hours: 9 a.m. to C p.m. 

Saturdays : 0 a.m. to 1 pan. 


MEDICAL AND SCIENTIFIC 
LENDING LIBRARY 

ANNUAL SUBSCRIPTION, Town or Country, from ONE GUINEA. 
Detailed Prospectus on application. 

The Library includes all the Standard Works in every branch of 
MEDICINE, SURGERY and GENERAL SCIENCE. 

ALL NEW WORKS and NEW EDITIONS bearing on the above subjects 
are added to the Library on Publication. 

LEWIS’S BI-MONTHLY LIST OF ADDITIONS TO THE LIBRARY, giving 
net Price and Postage of each book, will be sent free regularly to 
Subscribers or Book-buyers on receipt'of name and address, 

SECOND-HAND BOOKS 

Large Stock always available at 140 GOWER STREET 
Catalogues Post Free on application. Telephone: Museum 4031 


136 GOWER STREET, LONDON, W.C.I 


Telegrams : Publicavit, West cent, London. 


Telephone; Museum 7756 (3 lines) 
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NATIONAL INCORPORATED ASSOCIATION, 
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NO DESTITUTE CHILD IS EVER TURNED AWAY 

from these Homes, and that is why the Barnardo family of children 
always numbers more than 8,000, and why, too, in the past 70 years 
over 118,000 such children have passed through the Homes from 
poverty and despair to hope and opportunity. 


Medical men will he interested to learn that the death-rate in 
the Homes for 1934 was only 3*70 per 1000. 


LEGACIES greatly assist this National work 

Cheques and Orders payable cs Dr. Barnardo’s Homes,” and crossed “Barclays Bank Ltd., a/c 
Dr, Barnardo*® Homes,” should be sent to Dr. Barnardo’s Homes, 221, Barnardo House, 
Stepney Causeway, London, E.l. 
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UNIVERSITY COLLEGE HOSPITAL 

540 Beds MEDICAL SCHOOL Session 1935-36 

School of Advanced Medical Studies in the University of London 

TEACHING STAFF 

MEDICINE. Medical Unit— Director, Prof, T. R. Elliott, F.B.S.; Assistants, E. A. Blake* 
Pritchard; H. P. Himsworth; C. L. Cope. Clinical Medicine— Sir T. Lewis, F.R.S.; J. w. 
McNee (Holme Lecturer); Kenneth Harris; P. D’Arey Hart; 3. C. Hawksley. Dermatulogy 
and Si/philolo{/y-A . M. H. Gray:, W. N. Goldsmith. Psychiatry— B. Hart; A. F. Tredffold. 
Xeurologv—P- M. R. Walshe. Children*s Diseases —W. J. Pearson. 

SORCERY. Surgical Unif—Acting Director, W. Trotter, F.R.S.; Assistants, R. s. Pilcher* 
E. A- Devenish; W. H. G. Jessop. Clinical Surgery— W. Trotter, F.K.S.; Gwynne Williams 
(Holme Lecturer); E. K. Martin; Julian Taylor; A. J. Gardham; C. W. Flemming. Ophthal¬ 
mology— H. Neame; C. Dee Shapland. Laryngology, Rhinology and Otology— H, A. Kisch; 
p, W. Watkyn-Thomas; M. L. Formby. Dental Surgery— J. L. Dudley Buxton. Radiology— 
r. W. A. Salmond. Anesthetics—C, W, Morris; S. Hutchinson; H. N. Webber; Freda Kelly. 

OBSTETRICS and GYNJECO i ,OGY. Obstetric Unit—Di rector, Prof. F. J. Browne; Assistants, 
J* D. S. Flew; Miss G. H. Dodds; J. G. H. Ince ; Miss F. C. Kelly; It. J. Kellar. Obstetric 
Surgeons—VllftorA White; N. L. White. 

PATHOLOGY. Director, (vacant). Morbid Anatomy— G. R. Cameron. Bacteriology— Prof. 
0. 0, Okell; F. If. M’enle; D. Embleton. Chemical Pathology— Prof. 0. R. Harington, FJt.S. 
Clinical Pathology— M. Maizels. 

STATE MEDICINE. Hygiene and Public Health—Prof. M. E. Del afield. Forensic Medicine— 
Sir Bernard Spilsbury. _ 


The School is for Final Studies only. Students are prepared for the Degrees of the 
Universities of London, Oxford, Cambridge and Durham, and for the qualifications of the 
Conjoint Board and other Examining Bodies. 

FEES.— Inclusive fee to cover complete Clinical Course, £45 per annum for three years. 
Oxford and Cambridge students who have completed their Course in Pathology, £40 per ann. for 
three years. There are no extras as these fees include: (1) Courses of instruction in Pharmacy, 
Vaccination, and Fevers; (2) Life subscription to the Medical Society or Women’s Medical Club. 

CLINICAL UNITS IN MEDICINE, SURGERY, AND OBSTETRIC MEDICINE ARE 
IN OPERATION. The whole-time Directors of the Units are concerned with the organisation 
of the teaching generally, but the honorary staff are responsible for the largest share of the 
teaching in the wards and Out-Patient Department of the Hospital. 

RESFjARCH WORK.—Ample facilities are provided for research work in the Graham 
Laboratories, under the Graham Professor of Pathology, and also under the Directors of the 
Medical and Surgical Units. 

HOUSE APPOINTMENTS. There are 28 vacancies each year for House Physicians, etc. 
The appointments are given by competitive examination and are held for 6 months each. 
There are also 8 senior posts for Registrars, etc., paid from £150 to £250 a year each. 

SCHOLARSHIPS, EXHIBITIONS and Prizes of the value of over £1000 are awarded 
annually. Among the more important are:— 

Two Goldsmid Entrance Scholarships, entitling the holder to the Final Course of Medical 
Study, offered for competition annually, and open to Students who are preparing for the 
Degrees of the Universities of London, Oxford, Cambridge, Durham, or other British 
Universities, or for the Diplomas of the Royal Colleges of Physicians and Surgeons. 
Goldsmid Entrance Exhibition (value £80), entitling the holder to a reduction of £80 of the 
fees due for the Full Course of Final Medical Study. 

Fslliter Entrance Scholarship in Pathology (value £52 10s.), entitling the holder to a 
reduction of £52 10s. of the fees due for the Full Course of Final Medical Study. For this 
Scholarship Students need take Pathology alone. 

Subjects oe Examination: Any two of the following—Anatomy. Physiology, GeneralPathologv, 
and Bio-Chemistry. 

Feiuuere Scholarship, awarded annually, value £25, 

Bucknill Scholarship.— Of the value of 160 guineas, tenable for the earlier Medical 
Studies at. University College and for the Final Studies at the Medical School 
Graham Scholarship in. Pathology, £800 per annum. 

Radclifnk Crocker Travelling Scholarship in Dermatology, awarded every five 
years, value about £280. 

Leslie Pearce Gould Research Scholarship in Surgery, awarded every two years, 
value about £2l>Q. 

Magrath Scholarship in Clinical Medicine, about £160. 

Percival Alleyn Prize, about £110. 

Atchison Scholarship, about £55 per annum, tenable for two years. 

Atkinson Mobley Scholarship, £45 per annum, tenable for three years. 

Bilton Pollard Fellowship, £650 per annum, tenable up to a maximum of three years. 
Btlton Pollard Loan Fund. 


DENTAL STUDENTS can obtain a complete curriculum at University College, University 
College Hospital audits Dental School (The National Dental Hospital, Great Portland St., W.l), 

RECREATIONS.—The School is equipped with a Gymnasium and two Squash Racquet 
Courts, which are open to all members of the Students’Medical Society. Members may also 
use the asphalte Tennis Court, the Fives Court and the Racquet Court at University College, 

The Athletic Ground, shared with the Union Society of University College, is 'situated at 
Perivale, near Ealing, and consists of 28 acres. There are facilities for Cricket, Rugby and 
Association Football and Hockey, and the Hospital runs its own teams. There are twenty- 
three Tennis Courts and a modern and well-equipped Pavilion. 

STUDENTS’ HOSTEL.—Adjoining the Medical School is a specially equipped Hostel 
solely for the use of students in the School. Large, airy and handsomely furnished bed-sitting 
rooms are available as well as Common Rooms. All Meals are provided in the School Refect¬ 
ory, which adjoins, and service In the Hostel is under the Control of an efficient Steward and 
Staff. A member of the Staff is always in residence at the Hostel. 

All further information, nnd the Prospectus, can be obtained from the Secretary, and the 
Dean and Vice-Dean can be interviewed at any time by appointment. 

Dean ; GWYNNE WILLIAMS, M.S., F.R.O.S. 

Vice-Dean: W. J. PEARSON, D.S.O., M.C., ME, F.R.C.P. Secretary: R. SLOLEY. 

Sub-Dean for Dental Students: J. L, DUDLEY BUXTON, L.M.S.S.A., L.D.S. 
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ADVERTISEMENTS 


FIDDINGTON 

HOUSE ' 

MARKET LAVINGTON, DEVIZES, WILTS. 

TMs old-established Home for the care and 
treatment of Ladies and Gentlemen suffering 
from Nervous or Mental Disorders is situated 
in very healthy surroundings, and stands in its 
own grounds of over 15 acres. The House is 
centrally heated and is lighted by electric light, 
and is specially suited to Infirm and Senile cases. 
Voluntary Boarders received without certificates. 

For Terms , -which are very moderate : apply to the Medical Proprietor. 

Railway Stations : Lavington, G.W.R.; Devizes, G.W.R., 6 miles, Westbury, 8 miles. 
Fast Trains under two hours from Paddington. 


Telegrams: st Benson,” Market Lavington. 


Telephone : Lavington 11. 



the Sea 


Late 

WEST 

KIRBY 

HYDRO 


Telephone : HOYLAKE 86 

f 

C OMFORTABLE and HOMELIKE HOTEL, 
with First-class Chef and best of Food, 
Indoor Badminton Court, Tennis Courts, 
Putting Lawns, Two Billiard Tables. Hot 
and Cold Water in all Bedrooms. Gas Fires 
in some Bedrooms. Special Dieting for 
Invalids and Convalescents. 

^ THE FAMOUS 

% HOYLAKE GOLF LINKS 

^ are only 5 minutes by Gar. 

^ Meteorological Office Reports shou that West 
Kirby has more hours of SUNSHINE than 
any other resort in Merseyside, Deeside, or 
North Wales. 

95% of our Visitors return to us. 







RUTHIN CASTLE 

NORTH WALES 

(.formerly DUFF HOUSE, Banff, SCOTLAND) 


A PRIVATE HOSPITAL 
for INTERNAL DISEASES 

- Except Mental or Infectious Diseases 


The Hospital is equipped for the investigation and treatment of 
DISORDERS of THE STOMACH and INTESTINES, DIABETES 
(including Insulin Treatment), NEPHRITIS, MALNUTRITION, 
OBESITY, TROPICAL DISEASES, HEART and ARTERIAL 
DISEASE, ANEMIAS and NERVOUS DISEASES 

and other complaints which need skilled chemical, bacteriological and 
protozoological investigation, and dietetic, physical, or other special 
treatment, or daily supervision. The Castle is fitted with Laboratories, 
X-ray Department, Electrocardiograph, Medical Baths, and Lifts. A 
special equipment is installed for the treatment of glandular swellings, 
inoperable growths, etc., by X rays. The Staff includes Physicians 
who have had special experience of Chemical and Bacteriological 
Pathology, Dietetics, and X-ray Work, Analytical Chemists, Bacterio¬ 
logists, Radiographers, a Matron, trained Nurses, experienced Masseurs 
and Masseuses. Operating Surgeons, Gynaecologists, and Specialists 
for Diseases of the Eyes, Nose, and Throat visit the Hospital when 
desired. The climate is mild, and the neighbourhood beautiful. 











A t> VERT I SEMEN TS 


CLINIQUE MEDICALE 

HATEAU DE SARCHE 


2 5 Grande Rue et ll bi % rue de' la Porte~Jaune, 

GARCHES^ near Paris (S.-et*0.) 

Telephone: Val D 5 Gr 00-55. 

Medical Director: Dr. GARAND* late Chief Clinical Director at the 
Faculte de Paris. 


DISORDERS OF THE NERVOUS SYSTEM, OF 
NUTRITION AND OF THE DIGESTIVE TRACT 


Detoxification Treatment. Open-air and Rest Cures. Convalescents. 

DIET TREATMENT — PHYSICAL AND BIOLOGICAL TREATMENTS 
PSYCHOTHERAPY-LABORATORY 

MODERN INSTALLATIONS—GREAT COMFORT 
BEAUTIFUL PARK OF FIFTEEN ACRES. 


“LA COLLINE” 

S AI NT-ANTOINE-NICE 
CAlpes-Maritimes), FRANCE. 

Diseases of the Digestion. Nervous Affections (not 
Mental). Arthritis and Heart Diseases. Overwork. 
Rest and Convalescence. Diet, Air, and Sun Cures. 
Every comfort. Two Resident Doctors ; Nurses 
and Masseurs. 

Terms from 65 fr. per day, including medical 
attendance. Prospectus on application. 

Ideal situation, 750 feet above the sea, in large 
grounds of about 10 acres, three miles from 
the centre of Nice. 



HYDROTHERAPY, HELIOTHERAPY, AND ELECTROTHERAPY. 


Director - - Dr. Perski. 


The Dr.GARRETT MEMORIAL HOME 
for Sick Children 

Min-y-don, Morfa Drive, CONWAY, N. WALES. 


200 beds, 86 open air, 
for Boys and Girls, 
from ages 2 to 14, for 
periods of not less 
than three months. 


Unsectarian. Church of England* Roman Catho¬ 
lic, and Jewish services. Visiting Doctors* and 
full staff of Resident Trained Nurses and Lady 
Attendants. No domestic work done by the 
children. Unofficial schools under Head Master. 


Proprietress: Mrs. G. E. M. GARRETT. Terms: 35/- weekly. 
TELEPHONE - 27 CONWAY 
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ST. DUNSTAN’S CHARTERED MASSEURS 
AND BIO -PHYSICAL ASSISTANTS 

St. Dunstan's Chartered Masseurs and Bio-Physical Assistants are not only 
fully qualified but have long experience in treating all types of cases sent them by 
Medical Men. The list below indicates that practically all districts are covered. 

ESTABLISHED IN LONDON AND * HOME COUNTIES 


ADDISCOMBE 

Mr. J. H. Mellor, 123. Shirley Road, 
i Tel. : Addiscombe 3534) 

KECKEXHAM 

Mr. C. R. Bclmax, 5, Crescent Road. 
<Tel. : Beckenham 2474) 

BEDFORD PARK, W.L 

Capt. F. Hume Crowe, 5, Rusthall 
Avenue. {Tel. : Chiswick 5064) 
BLACKHEATH, S.E. 

Capt. RAT. H. Callaghan.28, Beacons- 
lie!d Road. (Tei. : Greenwich 1SSS t 
UARSHALTON 

Mr. E.W. Savage, 51, Strawberry Lane. 
CITY MASSAGE CLINIC 

Mr. F. Winter, Room 501, 4th Floor, 
Mansion House Chambers, Queen 
Victoria Street. (Tel.: City 2989) 
CROYDON 

Mr. W. Collins, 60, Park Lane. 
fTel. : Croydon 2089) 

CRICK LEW 00 F), N.W.2 

Mr. G. A. Brown, 98, Gladstone 
Park Gardens. (Tel.: Gladstone 6110) 
DULWICH 

Mr. S. C. Mackey, 16, Elsie Rd., Grove 
Vale, S.E.21. iTel. : New Cross 0293) 
and at 12 Park Crescent, W.l 
KALI NR, W.5 

Mr. A. R. ALDRIDGE, 9, Brunner 
Road. (Tel. : Ealing 5933) 
FINCHLEY, N.3 

Mr. H. Pugh, “ The Croft,” 14, 
Hervey Close. Church End, N.3. 
(Tel. : Finchley 1837) 

HAMPSTEAD, NYW.o 
Mr. R, Graves, 31, Inglewood Road, 
N.W.5. »Tel.: Hampstead 5652) 
HIGHGATE, N.6 

Mr. C. Bregazzi, 4, Hornsey Lane 
Gardens, N.6. (Tel.: Mountview 7166) 
LEATHERHEAD 

Mr. E. Bates, 43, Highlands Road. 
(Tel. : Leatherhead 509) 
LEYTONSTON’E, E.ll 
Mr. A. J. Woollen, 38, Fulready Rd. 
Mr. S. Kelly, 46, Harrington Road. 
(Tel. : Leyt oust one 3021 * 

LINGFIELD 

Mr. G. R. Smith, M.C., Penystone. 
(Tei: Lingrfleld 300) 


LUTON 

Air. J. AI. Colley, 14, Cardiff Grove. 
(Tela : Luton 562) 

MAIDENHEAD 

Mr. J. Ingram, 60. Norfolk Road. 
(Tel.: Maidenhead 733) 
MARYLEBONE and ST. JOHN’S WOOD 
Mr. M. J. Doyle, 28, Manchester 
Street, W.l. (Tel. : Welbeek 7039) 
Mr. E. Toft, 3, Ckandos St., Caven¬ 
dish Sq., W.l. (Tel. : Langhain 3952) 
Mr. N. Warren, Flat. 3, Berkeley Court, 
Baker St., W.l. (Tel.: Welbeek 7668) 
NEW MALDEN 

Mr. F. Jackson, 32 Mount Pleasant 
Road. (Tel. : Malden 0226) 

PINNER 

Mr. W. M. Millard, “ Enslow,” 
Cuckoo Road. (Tel. : Pinner 68) 
READING 

Mr. A. A. H. Brown, “ Holm wood,” 
15, Denmark Rd. (Tel. : Reading 2026) 

RED II ILL 

Mr. W. Collins, ** Clevedene.” 
Hatchlands Road. (Tel. : Redbill 538) 
ST. ALBANS 

Mr. D. Gray, 8, Upper Marlborough 
Road. (Tel. : St. Albans 541) 

STB EAT HAM 

Mr. W. T. Scott, 46, Leigham Avenue, 
S.W.l6. (3 mins, from Streatham Hill 
Station.) (Tel.: Streatham 6524) 
WANDSWORTH 

Mr. S. C. Tarry, 64, East Hill, 
S.W.18. <Tel.: Battersea 4181) 
WATFORD 

Mr. D. K. Peacock, *‘ Thorn borough 
House, 0 Clarendon Road. (Tel. : 
Watford 3846) 

WEMBLEY PARK 

Mr. T, G. Roden, 54, Manor Drive. 
'Tel. : Wembley 1731). And at 11, 
Park Crescent, W.l 
WEST KENSINGTON 

Mr. M. C. Westwick, 47, Gwendwr 
Rond. W 14. (Tel. : Fulham 2009) 
WIMBLEDON 

Mr. H. Kirby, 159, Worple Road. 
(Tel.: Wimbledon 1151) 

WIXCHMORE HILL 
Mr. F. Channing, 34, Hillfield Park. 
(Tel.: Palmers Green 4760) 


ESTABLISHED IN 

ASHFORD, KENT 

Mr. I. Nicholas, 17, High Street 
AYLESBURY, BULKS. 

Mr. D. B. Chapple, 36, Great Western 
Street. (Tel.: Stewkley 30) 

BIRMINGHAM 

Mr. F. P. Best, 114a, Gough Road. 

Kdgbaston. 

Mr. S. A. Chambers, 139, Northfield Rd., 
King’s Norton. iTel.: King’s Norton 
1513) 


THE PROVINCES 


and at 256 Alcester Road. Moseley, Bir¬ 
mingham. (Tel. South 0388.) 

Mr. R. Middle. iss 3 3, Wellington 
Hd., Handsworth Wood. (Phone: Noj 
0094) 


sor. 


Mr. S, Nixon. 64, Robin Hood 
Lane. Hall Green. (Tel. : Shirley 
1321) 


BOLSOVER 

Mr. J. H. Smith, Rosebery Villa, 54. 
Welbeek Road. 
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ST. DUNSTAN’S CHARTERED MASSEURS AND 
BIO-PHYSICAL ASSI ST ANTS —continued 


PRO VINCES — contd. 

BOLTON 

Mr. H. Vickers, 29, Charley Old 
Road. (Tel. : Bolton 2450) 
BOURNEMOUTH 

Mr C. J. R. Fawcett .1, Poole Road. 
Tel.: Bournemouth 40) 

BRADFORD 

Mr. H. Febrand, 1, Grantham Road 
Ltetcr Rills. 

BRIGHTON 

Mr. J.W. Mahoney, St. Dunstan’s Mass¬ 
age & Electro-Therapy Dept., Portland 
Place, Kemptown. (Brighton 5277) 
BRISTOL 

Mr. 0. W. Taplin, 112, liedland Road 
Redland. (Tel. : Bristol 45115) 
CANTERBURY 

Mr. W. E. Carlton, 64, Whitstable 
Road. (Tel.: Canterbury 261) 
CARDIFF 

Mr. A- J. Caple, 117, Clare Road, 
Grangetown. (Tel. : Cardilt 5293) 
CHELTENHAM 

Mr. S. Gobourn, “ Segrave,” Park 
Place. (Tel.: Cheltenham 3606) 
CREWE 

Mr. R. GrPFiN, 44, Brooklyn Street. 
(Tel. : Crewe 2800) 

DOVER 

Mr. A. Bennett, 264, London Road. 
(Tel. : Dover 488) 

EASTBOURNE 

Mr. J. Crawford, 13, Burlington 
Place. (Tel. : Eastbourne 2084) 
EXETER 

Mr. A. G. Peto, l, Mount Radford 
Crescent. (Tol. : Exeter 3249) 
FOLKESTONE 

Mr. I. Nicholas, 93, Cheriton Road, 
(Tel. : Folkestone 2784) 

<3OTHERINGTON, GLOS. 

Mr. A. V. Law, “ Weetover.” (Tel.: 
ClevehilJ 94) 

GRIMSBY 

Mr. P, J. Sparkes, 408, Hainton 
Avenue. (Tel. : Grimsby 3265) 
HALE 

Mr. E. W. Benton, 26, Albert Road. 
(Tel. : Altrincham 917) 

HALIFAX 

Mr. R. Fitzgerald, 22 Manor Drive. 
(Tel. : Halifax 352) 

HARROGATE, YORKS 

Mr. It. Neivens, 64, King’s Road. 
(Tel.; Harrogate 3640) 

HAYWARD’S HEATH 

Mr. L. Howell, Heathflcld, Perry- 
mount Road. (Tel. : Hay ward V 
Heath 162) 

HOVE 

Mr. L. R. Kino, 08, Osbourne Road. 
Brighton, and c/o Messrs. A. Lewis A 
Co., 1, Preston Circus, Brighton. (Tel.: 
Preston. 4171) 

Mr. J. W. Mahoney, “Faliner,” 15 
Crarimer Avenue, Old Shoreham Road 
(Tel. : Hove 3534) 

IPSWICH 

Mr. G, A, Jolly, 11a, Ivry Street. 
LEIGHTON BUZZARD, BEDS. 

Mr. D. B. Cn apple, Stewkley. 

(Tel. : Stewkley 30 


LIVERPOOL 

J} 1 '- Y - P, Jones, 51, Queen’s Drive, 
LLANDUDNO ' (TeL ° Wavertree 2523) 

F* W. Jarman, Kenton,” St. 
David’s Rd. (Tel, : Llandudno 0533) 
MANCHESTER 

Mr. W C. Scott, 65® Claremont Rd„, 
Alexandra Park. (Tel.: Moss Side 1251 
NEW CA ST LE-ON-TYNE 
Mr. W Scott Pearey, 3, Victoria 
Square. Jesmond. (Tel. : Jesmond 877 ) 
NORTHAMPTON 

Mr. F. Mathewman, 8, Bostock Avenue. 
(Tel.: Northampton 758) 

NORWICH 

Mr. F. H. Hughf. , 72 London Terrace, 
St. Stephens Road, Norwich. 
PETERSFIELD 
Mr. P. Ross, 70, Station Road. 

ST. LEONARDS 

Mr. F. J, Gibbxns, 49, Eversfield Place. 
SHEFFIELD 

Mr. C. Greaves, 58, Bower Road, 
Crookesmoor. (Tel. : Bromhill 170) 
SITTING!! O URNE 

Mr. D. H. Luck, Albion House, 
London Road. (TeL: Sittingbournel53) 
SOUTHAMPTON 

Mr. J. H. Burt, 4, Carlton Road. 
(Tel.: Southampton 2559) 
SOUTHBOURNE, HANTS. 

Capt. F. Ogg, Nngent House, Nugent 
Road, Southbome, Bournemouth. 
(TeL: Southbourne 1611} 
TEW’KESBURY 

Mr. A. V. Law, 124, High Street. 
WALLASEY 

Mr. A. Caldwell, 25, Sea Bank 
Road. (TeL : Wallasey 2210) 

Mr. H. Cook, 5, Cambridge Road. 
(TeL : Wallasey 2240) 

WESTCLIFF-ON-SEA 
Mr. J. S. Whitelam, 94, West bourne 
Grove. (TeL : Southend 3148) 
WOKING, BERKS. 

Mr. A . A. Biggs, “Rosedene,” Claremont 
Avenue. (TeL: Woking 896) 
WORTHING 

Mr. E. G. Thomas, 112, Heene Road. 
(TeL: Worthing 2140) 

SCOTLAND 


EDINBURGH 

Mr. W. Kerr, 17, Lansdowne Crescent. 
(TeL: Edinburgh 62519' 

GLASGOW 

Mr. A. G. Fisher, The Eastern Therapy 
Clinic, 6, YVhitehill Gardens, Armadale 
Street, Dennistoun. (Tel-: Dennistoun 
1406) 

Mr. T. Irvine, 7. Wiimot Road, 
Jordan Hill, Glasgow, W.3. dJFel. 
Scotstouu 1342) 

MOTH Eli WELL 

Mr. W. Strachan, “ Campfield,” 
Cad/ow Street. 

SALTCOATS, AYR 

Mr. A. Gordon Fisher, St. Dunstan’s, 
Caledonia Road. (TeL : Saltcoats 151) 


IRELAND 

BELFAST 

Mr. J. Boyce, 50, Mount 
(TeL : Belfast 2300 


Charles. 
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S MPLE . 

■ : i: . 

for Pension & Life Assurance 

A scheme created after study of the doctor’s exact 
needs, and providing both protection and a means 
of saving. It has four distinct advantages :— 

1. A good interest yield. 2. It can be used as 
collateral security. 3. A new option for married 
men, or for single men when they marry. 
4. Full Life Assurance from the start. 

A number of interesting examples of this scheme, 
together with a full account of its advantages, are 
given in our booklet “ Simple Prescriptions for 
Pension & Life Assurance.” We shall be glad 
to send you a copy. 


THE HALL MARK OF 
STERLING QUALITY IN 
MUTUAL LIFE ASSURANCE 


London Offices West End Office; Fleet Street Branch; 

28 CORNHILL, E.C.3 17 WATERLOO PLACE, S.W.l 107 FLEET ST., E.C.4 

Tel : Mansion Mouse 9066. , Tel, ; Whitehall 6041. Tel.: Central 5400, 


Write to the Secretary 
Head Office : 

9 ST. ANDREW SQUARE, EDINBURGH 2 



THE 

MEDICAL ANNUAL 



advertisements 


Convincing proof of the value of 

“HOGASTRIN” 

in the treatment of 

PERNICIOUS ANEMIAS 


On the 5th April, 1934, a patient, whose 
blood-count was 1,500,000, was given “ HOGAS¬ 
TRIN,” and was treated exclusively with this 
preparation for a period of three months. 

On the 5th July, 1934, examination of the 
patient’s blood gave the following results : 


Size and Shape of Red Cells—Mostly quite regular. 




Differential count 


Total number of | 

4,460,000 

Polymorphonuclear 


Red Cells ... \ 

per cmm. 

Leucocytes 

56% 

Haemoglobin ... 

90% 

Lymphocytes 

32% 

Colour Index ... 

x.o 

Large Mononuclear 


Total number of) 

5,125 

Cells . 

00 

-.0 

o'- 

White Cells .. \ 

per cmm. 

Transitional Cells... 

2% 

I lalo of Red 


Eosinophile Cells... 

2 o/ 
2 -0 

Cells. 

4*4 

Basophile Cells ... 

— 

No abnormal cells of 

any kind are seen. 



The figures continue to improve in a very satisfactory 
manner, and they can now be said to be normal. 


“HOGASTRIN ” is a palatable liquid extract of 
the freshly killed hog's stomach. 

DOSE.—One to two teaspoonfuls diluted, three times a day, 
after meals. 

Packed in 4-oz., 8-oz., and 16-oz. bottles. 
Manufacturers : 

I GILES, SCHACHT & CO., Clifton, Bristol 8 







THE 


MEDICAL ANNUAL 

A YEAR BOOK OF TREATMENT 
AND PRACTITIONER’S INDEX 


'BUtOlB ; 

H. LETHEBY TIDY, m.a., m.d. (oxon.), f.r.c.p. 
A. KENDLE SHORT, m.d., b.s., b.sc., f.r.c.s. 

Contributors: 


HAMILTON BAILEY, F.R.C.S. 

JOSEPH BLOMFIELD, O.B.E., B.A., M.D. 
JAMES F. BRAILSFORD, M.D., M.R.c.p., M.R.c.S. 
L. S. T. BURRELL, m.a., m.d., f.u.o.p. 
STANFORD CADE. F.R.C.S. 

MACDONALD CHITCRLEY, M.D., F.R.C.P. 

Sir WELDON DA LR YMPLE-OH AMPNE YS, 
Bart., M.A., D.M., D.P.H., F.R.C.P. 

STANLEY DAVIDSON, B.A., M.D., F.R.C.P. 
IVOR J. DAVIES, M.D., F.R.U.P. 

HENRY DEVINE, O.B.E., M.D., F.U.O.P. 
ARTHUR H. DOCTIIWAITE, M.D., F.R.C.P. 

SIR STEWART DUKE-ELDER, M.A., D.SC., 
PH.D., M.D., F.R.C.S. 

A. TUDOR EDWARDS, M.U, M.D., M.CEIUL, 
F.R.C.S. 

JOHN FRASER, M.G., M.D., F.R.C.S.B. 

J. F. HASKELL, M.A., M.D., F.R.C.P., D.P.H. 

A. G. GIBSON, M.A., M.D., B.SC., F.R.C.P. 

A. M. H. G-RAY, O.R.E., M.D., F.R.C.P., F.R.C.S. 
ERNEST W. HEY GROVES, M.S., M.D., D.SC„ 
F.R.C.S., F.R.A.C.S. 

PHILIP HAMILL, M.A., M.r>., D.SC., F.R.C.P. 

W. SAMPSON HANDLEY, M.D., M.S., F.R.C.S. 


L. W. HARRISON, D.S.O., M.B., CH.B., F.R.C.P.E., 
BREV.-COL. R.A.M.C. (Retd.) 

GEOFFREY JEFFERSON, M.S., F.R.C.S. 

SIR WALTER LANGDON-BROWN, m.C, m.D., 
F.R.C.P. 

J. P. LOOKHART-MUMMERY, m.a., M.B., R.CH., 
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— pharynx and larynx, radloiserap; 

— recto-sigmoid junction 

— reeramlto? lieetum) 

— renal pelvis 

— stomach . 

—- — X-ray aspect ., 

— testis (Figs, 08-453) 

— thyroid 

— tonsil, diathermy In 

— trachea 

— sterns, radiotherapy in .. 

Cannabis ir.lica, addiction to 
Cannula, Dadd's pattern (Fig. 00) 

Canian, indications, etc. 

Capes, waterproof, with spring collar (Fig. 1S2) 

550, 

Capillary resistance test in scurvy .. 

Oar Larson e in amoebiasis 
Carbolic acid iniectlcns in piles 

-rectal prolapse . 

Carbon dioxide concentration, of blood in 
emphysema 

-and oxygen inhalation in resuscitation 

-post-operative use . 

— monoxide poisoning, na/thyleu* blue in 

— tetrachloride poisoning . 

Carbonaetyl, indication?, etc. 

Carbonyl chloride in warfare 

Carbuncle of kidney. 

— X-ray therapy in .. 

Carcinoma (sec Cancer) 

Cardiazol in poisoning by analgesics, etc. .. 
Cardiospasm, sympathectomy for (Plate 

LX VUI) . 

Carpal scaphoid, fractures of (Plate XX V) .. 
Carpus, traumatic osteoporosis of (Plate 

LX XVI) . 

Carte’s (£.), mastoid gouge and mallet (Pigs. 
114,115) 

Oartonia indicators for waiting-rooms, etc... 
Castle’s intrinsic factor In pernicious anosmia 
Castration by radiation in breast cancer .. 
Cataract .. 

— endophthalmitis phaco-anaphylactica .. 

— glaucoma following operation for 

— pre-operative preparation of conjunctival 

sue .. .. .. .. 

— sutures In section of (Figs, 12-16) 

— and vitamin 0 
Catgut, sterility of 

Catheter adaptor (Fig. 90). 

— In injuries of ureter . 

— tube, unbreakable. 

Cattle, Brucella Infections and 

Cauda equina, compression by herniation of 
nucleus pulpasus 

--tumour of (Fig. 64). 

Cavern ohs sinus thrombosis 

Cellulitis, acute spreading. 

— treatment.. 

Cerebral (see alw Brain ,* Intracranial) 

— fat embolism .. .. .. ' ., 

— symptoms in mushroom poisoning 313, 
Cerabrosplial fever .. 

--diagnosis ., . 

— — epidemiology.. 

-following factor© of skull 

— — prophylaxis and treatment 

■-In pnerperiora .. 

-recurrent or relapsing form .. 

— fluid (m also Lumbar Puncture) 

— — contaminated by blood, diagnosis in 
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-intestinal worms .. .. .. 511 

Chest injuries. X-ray aspect.519 
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GUlldren (see also Infants) 

— abdominal pain in .. .. ., 9 

— anaesthetics for .. .. .. 27, 31 

— anxiety states and .. .. - .. ., 41 
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— empyema in (Plate XXIII) .. ., 175 
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— dietetic deficiencies in.157 
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— haemoglobin level in (Fig. 7) .. .. 67 
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— tuberculosis in .. 481 
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—* in warfare.124 
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Cleft palate.[ 130 

-Dieffenbach-Warren operation .. 130 

-gas for operations on (Fig. 102) .. 553 

-pharyngopJasty in. ,131 

-‘push-back 5 operation (Plate XXI) 130 

— — veau operation in .. ,, r . 130 











































GENERAL INDEX 


Ixxv 


PAGE PAGE 
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LXXI) . 496 Cyclopropane as an anaesthetic .. .. 25 

Colt’s umbrella in aortic aneurysm .. .. 34 Cystectomy, total, in cancer of bladder 
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— small-pox.420 


— small-pox.420 
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Constitutional effects of radiation .. .. 626 — life insurance and.146 

Continuous intravenous infusions (Figs. — in motor-car drivers .146 

52„54) .. ., . 355 — otosclerotic ..147 

Convalescent serum in typhus .. .. 491 — prenatal medication causing .. .. 149 

Convulsions due to ether .26 — progressive, corrective measures .. .. 148 

Copper, colloidal, in septicaemia .. .. 436 — schools for.406 

Ooramine in poisoning by analgesics, etc. .. 469 — social aspects .146 
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— — prognosis .154 
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Diarrhoea, abdominal pain in children and .. y 
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56) 363 
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Gangrene, gas.198 

— diabetic . 153 , 197 

— of extremities: arteriography (Plates F, 

VI) .. 

— following fractures (Fig. 21 , Plate XXIV) 189 
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Gout _.; . 219 
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265, 266 

— suprarenal, adrenalectomy in .. .. 14 

— uterine, radiotherapy in.527 

Haemorrhagic glaucoma .214 
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Huemo therapy in pertussis.509 
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— sign in vesical calculus of childhood .. 58 
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— technique of prostatectomy .. .. 362 
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Hog’s stomach in pernicious anaemia .. 23 

Homoplastic akin-grafting ,. ., .. 419 

Hookworm disease ., 35 

Ho«aone(s). 336, 413 

— adrexiotropic ,. 333 

— antihormones .. 339 

— antithyrotxopici .. 339 

— cortical, extraction of .. ., 11 , 534 

— - diabetogenic ..338 


j 


I 


PAGE 

Hormoue(s), gonadotropic .. .. 336, 413 

-preparation of .. .536 

— growth . 336, 339 

— lactogenic .. .. ..338 

— maidescent of testis treated by.. 448, 451 

— (Estrogenic, carcinogenesis and .. .. 415 

— parathyrotropic.338 

— pregnancy tests and .. . . .. 413 

— preparations containing 

532, 534, 536, 538, 539, 540, 542 

— prostatie enlargement and .. .. 361 

— sex. *.41B 

-treatment by.414 

— test for malignant testis (Fig. 67) .. 449 

— therapy in haemophilia. 70 

— thyrotropic.338 

-Graves’ disease and .. .. .. 461 

Hormonie regulation of mammary activity 84 

Hot-water bottle, improved .. .. 554 

Housing Act, 1935 323 

Howell’s (G.) retractor for nasal sinus opera¬ 
tions (Fig. 131) .. .. .. 562 

Hmnero-scapular peri-arthritis .. .. 339 

Hurst’s rectal bougie (Fig. 130) .. .. 562 

Hutchinson’s tumour of adrenal glands .. 12 

Hydramnios, diabetic pregnancy and .. 359 

Hydrocele, lilariai .. 186 

Hydrochloric acid in rosacea .. .. 394 


-sprue. .. .. 428 

Hydrocyanic acid gas for control of bed¬ 
bugs .52 

— *-poisoning .. .. 53, 350 

Hydronal, pharmacology, etc. .. .. 537 

Hydronephrosis .262 
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— whooping-cough .. .. ,. 

, Leukaemia .’ 

Leukemic retinitis.! 

: Lewisite in warfare 
Life insurance, ear disease and 

-7 —• heart disease and . 
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Melanin reaction in malaria .1 *. ] ’ 287 
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Merfenil, pharmacology, etc.538 

Mersalyl as a diuretic.458 

— in pulmonary oedema, etc.225 
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— thrombosis.312 
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LXXVI) .523 
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Metastases in adrenal glands.13 

— cancer (Plate XIV ) 80 

-bladder.58 

-kidney.260 

-testis (Fig. 69). 450 

-thyroid.. .. .. 470 

Metastatic tumours of brain.82 
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Micturition, frequency of .55 
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— secretion, hormones and .. .. ,. 338 
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(Fig. 120) 559 
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Miotics in glaycoma.. .. 212 

Moccasin snake venom in haemophilia ,. 70 
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-pneumonia .850 
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— aspirin ,. .. .. .. 351, 457 
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Polyposis of rectum and colon .. ., 132 
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Post-operative complications and treatment 354 
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Figs. 55) . .. 357 

— hernia .. .. 40 

— pulmonary complications ., ., 357 
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-acetylcholine in.501 

— shock . 357 

— treatment: prevention of pulmonary 

embolism .. . 371 

Postural drainage in bronchiectasis .. 93 

— foot-strain .. .. .. 183 

— treatment of abscess of lung .. .. 277 

Potassium arsenite in Boeck’s sarcoid *. *. 281 

— citrate in pyelitis.501 

— iodide in bronchitis .103 
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Pyelonephritis, nephrostomy in .. ,. 265 
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Pyloroplasty in peptic ulcer .. 202 , 204 
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-gonorrhoea .. .. .. .. 215 
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tis and. .. .. 337 -mouth.104 

Pseudarthrosis in osteo-artkritis of hip -pancreas .320 
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ditions .. .. .. .. .. 304 -trachea .. .. .. .. .. 274 
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— at the Berlin 1’sycho-analytie Institute.. 305 —in Hodgkin’s disease .. .. .. 59 
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—* functional, war service a,ml .. .. 319 — thyroid lesions .. .. 462, 463, 470, 527 
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Psychotherapy in anxiety syndrome .. 39 390, 391 
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— Tavistock Clinic .. 368 cartilages.272 

Puerperal mental cases .311 — therapy (see Radiotherapy) 

-— scarlet fever . 397 Ragweed dermatitis.150 
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— cancer of .. 373 
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-— operative treatment .. .. .375 
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Recurrent empyema .. ,. .. .. 173 

— erythema nodosum .179 

— facial paralysis ..170 

— laryngeal paralysis in heart failure .. 223 
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Reflexes in diphtheria"*’ .. .. 162 
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Begargitafcion duodenal .199 
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—" — pyelitis.372 

— efficiency tests. 380 i 
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Riedel’s struma .. .. .. *. 464 
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Ringworm of feet .. .. .. .. 416 
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Round-worms .. .. .. .. 511 
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— administration of .. .. .. .. 465 
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-bacteriology .. .. .. 388 
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— in urine, etc. (tee Diabetes Mellitus) 

Sugar-folemnce tests. 152 

Suicide, use of barbiturates for .. .. 17 

SuKaxsenol in erysipelas .. .. ., 177 

Sulphate clearance, inorganic, in renal 

disease. 3 &! 

— of sodium intravenously as a diuretic 1 sou 


PAGE 


; Sulphur dioxide for control of bed-bugs .. 52 

; Supersaturated ether anaesthesia (Fig. 1) 26 

1 Suppression of urine.263 

— ’—sodium sulphate in .. .. 500 

| Suprarenal glands (see Adrenal Glands) 

Surgical and medical appliances (Figs. 

; 74-156). 543 

! Sutures in cataract section (Figs. 12-16) .. 114 

i Swann-Morton scalpels and blades (Fig. 142) 506 
; Swimming baths, conjunctivitis and .. 13 7 

i -and health .436 

--ringworm of feet and .. .. .. 416 

1 Svmpathectomv for cardiospasm (1'late 

| " LX VIII) .437 

1 — megaiocolon .301 

i — renal (Plate XLVll) .l63 

j — in traumatic osteoporosis .. .. .. 523 

! Sympathetic nervous system, surgery of .. 437 

| Syphilis 438 

. — ursenobeuze preparations in, treatment of 

toxic effects .. .. .. .. 445 

| — bismuth treatment .444 

i — Gheviak’s blood-test in .. .. .. 440 

I — congenital, and cutaneous diphtheria .. 161 

; — infectiousness of semen in .. .. 439 

| — inherited.446 

j — iodides in .. .. .. .. .. 444 

j — neo-olesal in . .. 539 

— pneumonia and .. .. .. .. 347 

— prevention of headache following lumbar 

puncture . 119, 446 

— pyrogenic treatment .443 

— treatment schemes .. .. .. 440 

— Wassermanntestin sypldlis .. .. 439 

— without chancre .. .. .. .. 438 

Syphilitic cardiac pain .34 

Syringe, hypodermic, improved patterns 

(Figs. 106, 107) 554 

— outfits, improved (Figs. 143-145) 566, 567 

Syringomyelia.427 

Systole, vesical, oliguria due to persistent .. 263 


T iENJA, infections with.511 

Tannic acid in burns.303 

-hemophilia .70 

-jelly (Duncan) .541 

l-ase in skin-grafting (Flak LX VJ1) .. 418 

. Tape-worms. .. 511 

i Tarsorrhaphy lid damp (Fig. 146) .. 567 

j Tartar emetic in granuloma inguinale .. 220 

j-oriental sore .. . j .. ., 321 

.-schistosomiasis .. .. 400, 401 

Tear gases . .. ., 124 

i Tebetren in malaria.289 

! Teeth (see Dental) 

Teletracfcor in deaf-mutisin.150 

Terry’s antitoxin in cerebrospinal fever .. 1.19 

Test-meals in rosacea. 393 

Testis, neoplasms of (Figs. 66 - 6 S) .. .. 449 

— surgery of.448 

-cysts of epididymis.448 

-staining of human spermatozoa .. 451 

-thrombosis of pampiniform plexus ,, 449 

— torsion of, diagnosis from epididymo- 

orchitis. 449 

— tuberculosis of.] 448 

— undescended . 451 

-endocrine treatment .. .. 448, 451 

-gonadotropic hormone and .. .. 337 

Tetanus. ,. .. 452 

— avertin in ., .. ,. ," ' 28 

— curare in. ' 452 , 453, 456 

— evipan in.. 

Tetany, parathyroid .. .. ,. . 328 

Tetrachlorethylene in ankylostomiasis . *. 36 

— tape-worms .512 

Tetra-ethyl lead encephalitis.. .. .. 453 

Theelin in involution melancholia .. .. 40 

— raastopathia .... 87 






































GENERAL INDEX 


XC1 


PAUJi 

Theobromine and its salts in vascular disease 50 

Theotone tablets, indications, etc.542 

Therapeutics (see also Urinary Thera¬ 
peutics and under various drugs) .. 455 

— action of drugs at nerve endings .. .. 450 

— analgesics and hypnotics.458 

— antipyretics .. .457 

— aspirin .. ■ • * • * ■ • • 457 

— dinitrophcnol .. .. * - .. 457 

— diuretics .. .. • • • - .. 458 

— dosage and susceptibility .. .. 455 

— fluids . • • • • • • - ■ * 455 

_methylene blue .. .. .. ., 458 

— oxygen .450 

Thiersch grafts (Plate LX VJJ) .. .. 418 

Thiosulphate in gold poisoning . . .. 389 

— pellagra and pemphigus.332 

_ to prevent ringworm of feet .. .. 416 

Thoracic injuries, X-ray aspect .. .. 519 

__ wall, changes in, in emphysema, etc. 98 

Thoracolysis in phthisis .4S5 

Thoracoplasty in bronchiectasis ., 94 

_ extrapleural, in phthisis.486 

_in tuberculous empyema .. .. .. ,174 

Thoragel and thoragel (J, indications, etc. .. 542 

Thorium dioxide in arteriography (Plates 

V, VI) . 74 

Thorotrast injection of ventricles of brain 

{Plate LXXIIP) .518 

— in urethrography .498 

Thread-worms .. .510 

Threatened gangrene.49 

Throat conditions, School Medical Service and 405 

— lamp (Fig. 147) .. .. .. .. 568 

Thrombo-angiitis obliterans .. 14, 49, 50, 75 

— __ typhus fever and .491 

Thrombocytopenia, arspkenaniines causing.. 446 

Thrombocytopenic purpura, bone-marrow in 61 
Thrombosis oi cavernous sinus .. .. 117 

— coronary.143 

-oxygen therapy in .. ‘ .. .. 224 

— femoral', following varicella .. .. 128 

— mesenteric .. .. .312 

■— of pampiniform plexus, spontaneous .. 449 

— pulmonary, X-ray diagnosis .. .. 280 

Thymol, iodine crystals, etc., in ringworm of 

scalp .. .. .. .. .. 416 

— for tape-worms .. .. .. .. 512 

Thymus gland .459 

Thyroid cartilage, abscess of.272 

— gland (see also Goitre ; Hyperthyroid¬ 

ism) .. .. .. .. .. 46U 

-cancer of .. .. .. .. 469 

--bone metastases in (Plate XI V) 80 

-cretinism .. .. .. .. 460 

- — lesions of, radiotherapy in .. .. 527 

— — sarcoma of ., .. .. .. 470 

— - surgery .463 

-- — end-results .. .. .. .. 469 

— -exophthalmos after .. .. 465 

— -in iutra,thoracic goitre (Plate LXX, 

Fig. 69) .. '.465 

— medication in myxoedoruu, effect on heart 228 

•— — post-operative .. .. .. 372 

Thyroidectomy, auricular fibrillation and .. 48 

— in heart failure .. .. 226, 463, 467 

—- recurrent laryngeal nerves in (Figs. 70, 

71) 469 

— subtotal, for hypertension in thyrotoxic 

patients .. .. .. .. 240 

— superior laryngeal nerve and superior pole 

in (Plate LXIX) .465 

Thyroiditis .464 

Thyrotropic hormone.338 

-Graves’ disease and.461 

Thyroxine in otosclerosis .. .. ,. 148 

Tobacco amblyopia.471 

Todd’s (A. H. ) operation in pes eavus .. 184 

Toes, painful conditions of (Figs. 19, 20) 183, 185 
Tongue depressors (Figs. 147,148) .. .. 568 


PAGE 

Tonsil(s), affections of .. .. ., 472 

-diathermy in. .. 47 s 

— enucleator (Fig. 149) . . .. .. 509 

— evert,or and tongue depressor .. .. 568 

— guillotine, Miller's (Fig. 150) .. .. 569 

Tonsillectomy and adenoideetumv in scarlet 

fever. 399 

— asthma and . 51 

— indications ,. .. .. ., 472 

— lung abscess following . . .. .. 277 

Tonsillitis, renal manifestations in .. . 383 

Toop’s portable attache case (Fig. 128) .. 501 

Torch, medical (Fig. 116) 557 

Torsion of gall-bladder (Plate XXIX) .. 195 

— testis, diagnosis from epididymo-orchitis 449 

Totaquina in malaria.289 

Tourniquet for evipan injection (Fig. 127) 561 

Toxaemia due to deflation in intestinal 

obstruction .246 

— pregnancy, nephritis and.•. 384 

Trachea, malignant tumours of .. .. 273 

Tracheotome, improved pattern (Fig. 151) 570 

Trachoma .. ,, .. .. .. 130 

— ‘ genital ’.138 

Trade directory .. ., .. .. 609 

Training, diet during. 160 

Transformer, barrel type, for cautery and 

light .. *.546 

— for galvanocauteries, etc.57U 

Transfusion of blood (see Blood Transfusion) 
Transillumination of bladder (Figs. 17, 18, 

Plate XXII) .145 

Transperitoneal nephrectomy in renal 

tumours (Piute XL VI) .. .. 261 

Transurethral resection of prostate (Fig. 56) 363 

Trauma in etiology of bone sarcoma .. 77 

Traumatic foot-strain.183 

— osteoporosis (Plate LXXVF) .. .. 523 

Trendelenburg test in varicose veins.. ,. 504 

.Tri-ethyl lead poisoning ..453 

Triboulet test in phthisis .479 

Trichinosis .474 

Trichocephalus dispar , infection with .. 513 

Trichomonas vaginalis frequency of micturi¬ 
tion due to . .. 55 

Tridestrin, pharmacology .542 

Trigonitis areata alba " 55 

Trimethylene as an anaesthetic .. .. 25 

Triortkocresyl phosphate, polyneuritis due 

to .‘ .. ..353 

Trophic ulceration, adrenalectomy in .. 14 

Tropical rheumatism.393 

— typhus fever .491 

— ulcer .475 

Trypaflavine in schistosomiasis .. .. 401 

Trypanosomiasis .. .. .. ,. 475 

Tryparsamide in trypanosomiasis .. .. 476 

Tuberculin in phthisis .. ,. .. 478 

— P.P.D. 478, 542 

— tests in chicken-pox .127 

— — Hodgkin’s disease . 59 

Tuberculosis of bladder (Fig. 5) .. .. 55 

— Boeck*s sarcoid and .. .. .. 280 

— of breast .. .. .. .. .. 87 

— chicken-pox and .. .. .. .. 127 

— effect of whooping-cough on .. .. 509 

—* of epididymis .. .. .. .. 448 

— erythema nodosum and ., .. .. 178 

— granuloma annulare and .. .. .. 220 

— Hodgkin’s disease and. 59 

— of kidney .. .. .. .. .. 265- 

— lymphatic glands.477 

— pulmonary.478 

-adhesions in.483 

-artificial pneumothorax in .. .. 482 

-blood picture in .. .. .. 482 

*— — in children .. .. .. .. 481 

■-climatic treatment.484 

-evipan anaesthesia in.31 

-extra-fascial pneumolysis in .. .. 487 





















GKXEBAL 2STXH3X 


PAGJJ 

Du&jrrHods. y lUx^ry, estrApteusu tkora- 

— — sumiccrh for.594 

-surgical iresimeni.4U. 

-- inVoung w^.vn’ ’ !! *.’/ 481 

— iinsvcla, Ur . “ .. 594 

— ski:, rrtr.lua u\ l:i acnrie:i>v* .. .. 398 

— cl spine, mcaphrin in t7V,n\ ? «I£/J, 

::u:f rij. . .254 

— tytm'hlmv'jr with .. .. ..488 

Tu!w^uU.i;>; '*nip7i .173 

Xol&rsemia .7 .. ,. .. .. 4b7 

Twin forceps for squint ri>. rut ions (Fig. 152) 570 
Tympanic mu-cies. tunttn.*., ul '.. .. 165 

Typhoid fever .. .. .. ..488 

- vjhtiaL-uvtf .! .7 .* 488 

— — ntpititis iuiiu'Ung.489 

— —— ItlOfiSitfS T>‘itLi . . ,. , , , , 4gy | 

— — prophylaxis.4gy ! 

-reii&xws in .489 1 

-rwr.pi.ri in .488 1 

-s.mnvr fever coexisting with .. .. 398 

fc .. ^ tu-beccUiOSiS :tii .. .. .. 488 i 

Typhus fever ..490 , 

;-tropica!. .. .. 491 : 

TyTonoriaan therapy In hyperthyroidism .. 462 i 

T TXUERiy) in erysipelas.177 1 

v,/ — gastric and duodena] (u'e Gastric : 

and Duodenal UJeerj 

— gastrojejunai .209 

~~~ induleut, negative pressure treatment iii*49, 50 i 

— of oesophagus, peptic .521 1 

•—tropical .. .. .475 

— Varicose . . . . . , . , , _ 5];.; : 

laceration, i*orue;d. 'jhiiiuciit in .! j i\ 

— of foot with :u<‘us!«s, jani/renois .. ;>mj | 

— trophic, utlrtiuuicct.cny in jp 

Ulcerative colitis ., .. .* * iz-j 

— granulomatous InlLimHiatJcu of ileum .. 521 1 

Ultra-violet radiation of conjunct iv;ii sac, 

pre-operative .. .. .. jyy 

— — in urogenital tuberculosis < Fig. 5 ) 55. 448 
Umbilical hernia (see Hernia) 

Itadalast fewer ..492 

-agglutination test in .. .. ." 494 

-atypical forms. ,. 4.45 ; 

-blood-count in ,. ,. ,, ’' 434 : 

-culture of organism .. .. j [ 4y g j 

-infection by direct contact .. , . 493 1 

-intracataueoas reaction in .. .. 494 

-- melltine injections in .. .. ". 49g : 

prevalence of Brucella abortus m cattle ■ 
and milk ,. .. ,. , # 492 : 

— — nS-ls of milk in transmission to man . ] 493 i 

— —■ true incidence in England and Wales 493 : 

urea ratio of blood, renal efikiencv and .. 280 i 

Ureansleaxance test, Van Slyke’s .. .. 330 ; 

Ureter, accidental injuries ”.497 ■ 

— action oi morphia on .. . [ ' ’ 5 

— calculi of.* * * 4 up, • 

— surgery of .. ] j; Jg I 

;--in pytlitia .. .. ., 4m 

ureterectomy, complete {Mate IXXl) 4 y 4i i 

uretmmjifesuirn] anastomosis .. . 49^ ; 

ffretero-pelvie Junction, obstruction it " ! 

(ilf. *2) .. . . , , It.? I 

Ureterostomy, cutaneous .. ,, _ 


PAGE 

Urethane and quinine injections in varicose 

veins.505 

Urethra, anaesthesia of .. .. .. 498 

— mature of deep, stricture following 

(Fig. 78} 498 

— sphincter of, transplantation of gracilis 

muscle to make (Plate LZH) .. 500 

— stricture of (Fig. 73) 498 

— surgery of.498 

Urethral bougie, Dodd’s (Fig. 153) .. .. 571 

Urethritis, granular, in women ., .. 499 

Urethrography.498 

Uric acid in blood, effect of diets on ., .. 219 

Urinary infections, mandelic acid in .. .. 538 

-sodium mandelate in .. .. .. 541 

-stricture of .498 

— therapeutics .. .. .. .. 500 

-acetylcholine in post-operative reten¬ 
tion .501 

-acidification of urine with nitrohydro- 

chloric acid.500 

-action of morphia on ureter ,. .. 501 

-intravenous sodium sulphate as a 

diuretic .500 

— — mandelic acid.501 

-picocbrome as an antiseptic .. .. 501 

— — prevention of recurrence of urinary 

calculi .501 

-treatment of acute pyelitis .. .. 501 

Urination, frequency of . 55 

Urine, acidification of, with nitrohydro- 

chloric acid .. 500 

— albumin in (see also Nephritis) 382, 383 

— analysis, diagnosis of vitamin 0 sub¬ 

nutrition by.507 

— blood in. 265, 384 

— chyle in .263 

— hormones in . 337 

— incontinence of, operative treatment 

(Plate LZXII) .500 

— pregnancy, in 'treatment of hyperthy¬ 

roidism .• 462 

— retention of, in diabetes. 153 

— — post-operative. 55 

-acetylcholine in.501 

— suppression of .263 

— — sodium sulphate in.50 1 ) 

— test for atebrin in.288 

-malignant testis (Fig. 67) .. .. 449 

- pregnancy .. .. .. .. 413 

-for quinine in.289 

-7 -in scurvy .410 

Urological complications of spinal lesions .. 424 

Uterus, action of ergot preparations on .. 456 

— cancer of, radiotherapy in ,. ,. 108 

— radiotherapy in benign lesions of .. 527 


T VACCINATION . 421, 502 

V — against typhus . 491 

-whooping-cough .509 

-yellow fever .. .. .. ,. 530 

— in cholera -. 129 

—- duration of immunity to small-pox .. 502 

— encephalitis following .503 

— epidemiology . 5 Q 2 

— ringworm of skin following .. .. 504 

Vaccine therapy in bronchitis .. .. 103 

-cancer of colon . 133 

-gonorrhoea .. .. .. ,. 215 

~~ — lymphogranuloma inguinale .. .. 284 

— — oriental sore .. . 32 ) 

Vaccines, dissolved (Q-. L.) .. .. ” 534 

Vaccinia, generalized. 503 

Vagina, vesieo-vagmal fistula (Plate IV) 1. 54 

Vaginal specula, improved patterns (Figs. 

„ 135, 136) . .. 564 

Vaginismus, mental aspect .. .. .. 302 

Valsalva’s test. 549 

Van Siyke’s clearance test .. .. ” ggQ 



















GENERAL INDEX 


xciii 


Varicella . 

Varicocele, lymphatic, filarial 

Varicose ulcers . 

— veins * • . • • 

Vasodilators m toxic amblyopia 
Vasomotor changes causing painful feet 

— rhinitis, benzedrine inhaler in (Fig. 83) 

— system in etiology of otosclerosis 
Vasoneurotic anxiety .. 

Vaughan’s fourfold pocket instrument 

(Fig. 154) . 

Veau’s operation in cleft palate 
Veins (see also Blood-vessels) 

— varicose • • •• .. 

Ventilation to prevent silicosis 

Ventral hernia after colostomy 

Ventricles of brain, thorotrast injection of 

(Plate LXXIII) . 

Ventricular fibrillation . 

Verhoefi’s (F. H.) instrument for corneo¬ 
scleral sutures (Figs. 12-16) 

Verminous houses, disinfestation of .. 

Vesical (see Bladder) 

Vesico-vaginal fistula (Plate IV) 

Vesiculitis (see Seminal Vesicles) 

Vince brand powder 

Vincent’s antistreptoccal serum 

Vinyl ether (vmethene) as an anesthetic 26. 

Viper venom in hemophilia. 

Viperine venoms . 

Virginal hypertrophy of breasts 

Virormone, pharmacology. 

Virus infection, conjunctivitis and 

Viscopaste bandages. 

Vision, defective, School Medical Service 

and . 

Visiting case, improved pattern (Fig. 155).. 


Vitamin(s) (see also Diet). 

— A. 

— — common cold and . 

-content of human livers 

-in hyperthyroidism. 

-rdle in nutrition . 

— B in adrenal insufficiency 

-secondary pellagra. 

— 0. 410. 

-cataract and .. 

— in colds . 

— deficiency, infection and .. 

— ulcerative colitis and 

— in pellagra . - . 

— pharmaceutical preparations containing 

531, 533, 535, 537, 538, 539. 

Volvulus . 

Vulvo-vagmitis in children, gonorrhoea! 

-oestrogenic therapy 



542 


435 

ictic 26, 

542 


70 


421 


85 


542 

1 lift 

Service 

low 

515 


404 

jr* 155)11 

571 

11) .. 

99 


506 


506 


506 


507 


462 


506 


12 


607 

410, 

507 


111 


131 


157 


132 


332 


T T TALKER’S (0.) catheter 
VV (Fig. 90) 

Walking stirrup, Holder's 


Wang’s (S. L.) method of ultra-violet 
radiation in tuberculosis of bladder 

(Fig. 5).65 

War neuroses': their persisting effects .. 318 

Warfare, chemical, civilians and .. .. 123 

Warren-Dieffenbach operation in cleft palate 130 

W assermann test in syphilis .. ,. .. 439 

Water suction valve (Fig. 156) .. .. 572 

Waterproof capes with spring collar (Fig. 122) 

559, 572 

Watson’s (E, M„) plastic repair of deep urethra 

(Fig. 73) . 498 

Weil's disease.252 

Wever-Bray experiments on ear .. .. 165 

Whip-worms .. .. .. .. .. 513 

Whooping-cough .. ., .. .. 508 

— in adults .. .. .. .. .. 508 

— diagnosis .. .. .. .. \. 509 


W hooping-cough, effect on tuberculosis 

— estoform in . 

— leucocytosis in .. . 1 ] ‘ ' ’ 

— maternal blood Injections in .. ] 

— pertussis antigen in .. .. ' 

— prognosis 

— radiological appearances in 
Williams’s (H.) transurethral resection of 

prostate (Fig. 56) 

Wiring of aortic aneurysm .. 

‘ Witch’s milk ’ .. .. , ] * * 

Wolf-Schindler gastroscope . „ .. ] * 

Woody thyroiditis 

Worms, intestinal, In children .. *! 

-flagellate worms .. 

-round-worms .. .. ]. 

-tape-worms 

-thread-worms .. . „ ] ‘ 

-whip-worms 

Wounds, superficial, dressing of .. 

— and wound infections (see also Burns; 

Skin-grafting). 

-bed-sores 

-cod-liver oil treatment .. 515 

-eleetrosurgieal aspirator in 

-germ-proof masks and 

-maggots in treatment of .. 

-principles of treatment .. 

— -sterility of catgut and 

-superficial wounds 

— --trivial hand injuries and .. 

Wright’s vaccine in typhus .. 

Wrigloy’s midwifery forceps (Figs. 117) 
Wrist, traumatic osteoporosis of (Plate 

LX XVI) . 

Wucheraria bancrofti infections of male 

genital tract 


*'V r -FAY apparatus, improvements in .. 572 

_Z\_ — appearances of post-operative 

conditions of alimentary canal .. 526 

-in whooping-cough.508 

— diagnosis (see also Lung, Radiography of) 

-in acute abdomen .520 

-ante-natal radiography (Plates 

LXXIV, LXXV) .. .. .. 522 

-of appendicular conditions .. .. 521 

-basilar impression .518 

-Boeck’s sarcoid .280 

-bronchiectasis.519 

-calcification of cardiac valves .. 519 

-calcified arteries (Plate XXIV) .. 190 

-cardiac mensuration .. ,. .. 519 

-of chest injuries .519 

-chondroma of intervertebral discs .. 524 

-chronic abdomen .520 

-coarctation of aorta.519 

— — cystieercosis.518 

-diverticula of bladder.55 

-of co i on .521 

-- gall-bladder conditions .. .. 521 

-granulomatous inflammation of ileum 521 

-intracranial tumours.618 

-— intrathoracic lymphogranuloma and 

lymphosarcoma .519 

-kymography.518 

-of kyphosis (Plate LXXV III) .. 624 

-laryngeal and hypopharyngeal tumours 524 

-march fracture (Plate LXXVIF) .„ 524 

-multiple chondromata (Plates LXXIX- 

LXXXT) . .. 524 

-nov-umbrose barium cream for .. 539 

-peptic ulcer of oesophagus .. .. 521 

-perinephric abscess.265 

-peripheral nerve lesions .. .. 524 

-prostatic calculi ..361 

-pulmonary thrombosis .. .. 280 

— — — tuberculosis .. .. 479, 482 

-" pyelography (see Pyelography) 

































GENERAL INDEX 


xei v 


I'A'iL PACJE 

X-r.-.y dia gnosis o! sarcoma of bone (Plates X-ray therapy in Graves’ disease 4G2, 405 

F//, £-XIII) ,. .. 77, 7it-keratitis bullosa . 142 

-silicosis ., ,. -. .. .. 720 ■-leukaemia ■. .. .. ,, eo 

• — — skeletal dystrophies (Plays LXXIX- - pituitary tumours .. .. 248, 437 

LXXI]' .. .. .. 524 ;-salivary fistula? .. .. .. 394 

— — sr.ir.ju tumours (Fig. 64; .. •. 425 --sarcoma of bone (Plates VIII , IX) 78, 79 

— — moretrust injection of ventricles of X-rays, stereoscopic, manipulative surgery 

train (Plate LXXIII) .. .. 518 • and .. .. .. .. .. 299 

-"rvurnatie osteoporosis (Plate LXX VI) 525 . 




and emphvsema .. .. 97 

.. .108 

1 .345 

.498 

r diseases (Plates V, VP, .. 74 

yus and other structures of 


XJATES’S (Lowndes) pump in chronic 

1 sinusitis .315 

Yeast in pernicious anaemia , . 23, 24 

Yellow fever.528 


~~ rh'-rapy yrc also Radiotherapy) r V 1X0 chloride and iodoform in chancroid 122 

. ‘arr -uncles .. .. .. .. 32S /j Zincoi, pharmacology .. .. 542 

- - — chronic mastitis ,, .. SO, 89 ' Zipp dressings in tropical ulcer .. 475 

-in-ep, progress In .. .. .. 527 ■ Zondek-Aschheim test of pregnancy 337 







ADVERTISEMENTS 


xcv 



During Pregnancy 


Interference with free elimination from the bowels 
always presents a special menace to the well-being 
of the patient. 

In these circumstances AGAROL is an ideal 
evacuant that promotes intestinal elimination. 

Agarol is the original mineral oil and agar-agar 
emulsion with phenolpli thalein. It mixes thoroughly 
with the bowel contents. The oil softens and lubri¬ 
cates the faecal mass, the agar-agar retains moisture 
and the phenolphthalein gently furnishes the 
impulse that stimulates the peristaltic wave. 

Agarol is palatable and easily taken. It exerts no 
effect upon the uterus, nor does it interfere with 
lactation. Agarol can, therefore, be safely used at 
any stage of pregnancy. 



In 6oz. and 14oz. bottles. 


A supply for clinical 
trial sent on request 
to Members of the 
Medical profession . 


WILLIAM R. WARNER * Co. Ltd., 300 GRAY’S INN ROAD, LONDON, W.C.l. 





THE MEDICAL ANNUAL, 1936 

A Review of the Year’s Work in the 
Treatment of Disease 


INTRODUCTION 

BY THE EDITORS 


A text-book of medicine, said Osier, must not be a year-book. A text¬ 
book must state views which have stood the test of time, or at least 
have received widespread support and little opposition. For treatment 
it must not record a long list of drugs for the value of which there is 
only shadowy evidence. A practitioner who turns to a text-book 
should be able to find some definite and reasonable line of treatment 
if such exists, or a statement of its absence if this be the position. 
A text-book should be so framed that a reader can accept its state¬ 
ments without unduly employing his own judgement. 

But Osier was not speaking in a derogatory sense of year-books. He 
was indicating that their functions differ from those of text-books. A 
year-book must record the proceedings of the previous year like the 
minutes of a meeting. Minutes contain no implication that the opinions 
expressed by the speakers are justified or that the conclusions arrived 
at are correct, although some discretion is used as to what is inserted. 
The next meeting may produce further evidence for consideration and 
reverse the previous decisions. 

The fate of the matter recorded in our year-book varies greatly. Some 
new discovery may be accepted instantly. Within two years of Minot 
and Murphy’s original work, it would have been useless for anyone to 
publish an article simply to support the ‘liver diet’ for pernicious anaemia. 
In other subjects we watch from year to year a slow increase in know¬ 
ledge, such as in the treatment of tetanus with curare. The clinical 
material and the remedies are not in everyone’s hands. There may be 
nothing to record for a year, but each article marks an advance. In other 
subjects again year by year there appears to be merely a repetition 
without conviction. The articles in 1925 on the treatment of pernicious 
anaemia might equally well have been written in 1900. On the treat¬ 
ment of leukaemia or the curative value of vaccines, and on many other 
subjects, we read now the same articles as we did in 1910. The key 
is somewhere lacking. 
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The Medical Annual for 1930 presents the minutes of the proceedings 
for 1935. They are as accurate an account of what took place as the 
recorders can make them. Many questions will arise from reading them. 
Some, perhaps, may be solved in 1936, while others will defeat our 
successors. 


MEDICINE 

School Medical Service.-— It is in the highest degree important to 
the nation that its children should be healthy. Children suffer from 
many defects, such as dental and ocular, which may not he observed 
even by a reasonably careful mother, but which can be remedied by 
medical care. Attention was directed to this towards the end of the 
nineteenth century by the realization that many children, owing to 
physical defects, failed to obtain the full benefit of the education which 
had recently become compulsory. School Medical Officers began to be 
appointed by the Local Education Authorities, and at first had to cope 
with an enormous mass of arrears and some opposition. Gradually 
there has evolved the present School Medical Service linked up with 
Maternity and Child Welfare Service and other Social Services. The 
work could be better done by family doctors, who would have the advan¬ 
tage of the personal friendship of the child and the family, but to a 
considerable extent the family doctor would not be given the necessary 
opportunity. The special article on the School Medical Service by an 
experienced medical officer of the Board of Education gives a welcome 
account of its origin and activities. 

Athletes and Diet. —The correct diet for athletes in training is a 
matter concerning which the medical profession is rarely consulted. A 
team of athletes are young men under the control of some senior who is 
often entirely ignorant of all principles of dietetics. Many of us must 
have been in training at some time and can remember the monotonous, 
ill-balanced boil-bringing diet which we consumed under injunctions. 
Matters have somewhat improved, but the old traditions still linger. 
A summary is given of an article by a physician of exceptional experience 
in the training of athletes. 

Bronchiectasis. —Surgical procedure is advancing rapidly in the 
treatment of bronchiectasis, and the mortality of lobectomy has fallen 
from 80 per cent ten years ago to about 14 per cent to-day. The proper 
selection of cases and their adequate pre-operative treatment must not 
be overlooked, and the co-operation of the physician and surgeon is 
essential. This also applies to other conditions in which thoracic 
surgery is becoming a practical method of treatment. 

Disorders op the Blood. —Knowledge of blood conditions still 
continues to advance in important directions. 

Haemophilia, though a rare disease, has always attracted the special 
interest of the lay public. It is a tragic experience to watch a hemophilic 
slowly oozing to death from some inaccessible site in the nasal mucous 
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membrane. Hitherto blood transfusion lias been our only specific method 
of treatment. This undoubtedly reduces temporarily the length of the 
coagulation tune of the blood, but it may still leave it so prolonged 
that the haemorrhage continues. MacFarlane and Burgess have now 
introduced the use of snake venom as a local coagulant. It has long 
been known that the venom of certain snakes is anti-coagulant and the 
venom of other snakes coagulant to blood. MacFarlane and Burgess 
find that the venom of Russell’s viper is highly coagulant and is locally 
effective in checking haemophilia oozing. This is a discovery of the 
highest importance. There is some evidence that it will cheek haemor¬ 
rhages in other circumstances. 

The study of megalocytic anaemia has been further clarified by 
Wilkinson by the separation of achrestic anaemia, in which the defect 
is in the storage mechanism of 'the liver. 

An extensive study of anaemia among a working-class population in 
Aberdeen has recently been carried out by a team of workers, and illus¬ 
trates the relations between wages, diet, and anaemia. 

The Gall-bladder and Heart Disease. —The connection between 
gall-bladder disease and heart disease has recently attracted considerable 
attention. It is now recognized that gall-bladder disease may closely 
simulate angina, but there is also evidence that it may aggravate heart 
disease, especially disease of the coronary arteries. Many heart cases 
have lost their cardiac manifestations after operation on the gall-bladder, 
but this is not invariably so, and it must not be promised that this will 
necessarily follow. In some cases the electrocardiogram has been normal 
throughout, in others an abnormality has disappeared after operation, 
while in some it has persisted, no doubt owing to simultaneous disease at 
both sites. Further study is called for. The subject is dealt with in 
the review on heart disease. 

Intestinal Worms in Children. —The treatment of intestinal para¬ 
sites in children is constantly before the general practitioner. Mothers 
are always very anxious at their presence, but usually believe that a 
bottle of medicine or an enema will rapidly get rid of them completely. 
More commonly the child’s general health, diet, and surroundings need 
as much attention as the contents of the colon. 

Malaria. —Malaria is undoubtedly the most widely spread disease in 
the world, and must continue to be the outstanding problem of health in 
affected zones. The recent exceptional epidemic in Ceylon led to a 
death rate which caused considerable criticism. It is now known that 
the local medical service was aware that an epidemic was inevitable 
when the south-west monsoon rains failed, but had no facilities to 
prevent it or to cope with it immediately it developed. 

The relative value of atebrin and quinine is still being investigated, and 
new compounds such as atebrin musonate are being tested. Numerous 
other problems of malaria are referred to by the reviewer. 
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Neuroses of War. —The question of neuroses was a serious problem 
during the War, and a cause of friction between military authorities and 
psychological experts. But it became accepted that a physically healthy 
man might be reduced by neurosis to a condition in which his military 
value was nil. The Ex-Services Welfare Society recently held a Con¬ 
ference on the persisting effects of war neuroses. The passage of time 
has thrown a clearer light on some of the questions which caused differ¬ 
ences of opinions during the War between the doctors and soldiers, and 
also on some of the problems which arose when the financial value of 
disabilities had to be evaluated by the Ministry of Pensions. 

The Pituitary Gland. -The advance of knowledge of the functions 
of the pituitary gland ha* led to the view that it is the driver of the 
team of internal secretory glands. More and more functions have been 
discovered for the anterior pituitary and each has been ascribed to a 
separate hormone. Now a revulsion of feeling lias taken place and 
authorities are inclined to view the action of the anterior pituitary as a 
whole rather than as a series of unrelated hormones. 

Pneumococcal Serum. —The early claims for the results of pneumo¬ 
coccal serum in acute pneumonia were scarcely supported by fuller 
examination, but the value of the serum in Type 1 infections is now 
established beyond doubt. The difficulties of typing and of the expense 
of the serum have not yet been completely overcome. An extensive 
report has been published during the past year and is summarized by 
the reviewer. 


SURGERY 


General Surgery. —It has been said that however surgery may 
progress in the future, it is not likely to be in the way of bigger opera¬ 
tions, but reference is made to successful cases of amputation of the 
leg with part of the innominate bone with the aid of blood transfusions 
and nerve blocking. A method of arteriography for the limbs, useful 
in eases of senile gangrene, is described. Injections of hypertonic salt 
solution appear to cheek thrombo-angiitis obliterans. A treatment 
for burns with a dressing of tannic acid and dettol is well spoken of. 
Secondary parotitis clears up well on treatment with LugoPs iodine. 
Attention is called to the frequency with which suppurative pericarditis 
is overlooked, and a method of drainage is described. Salivary fistula 
may be treated by drying up the secretion of the parotid gland by X rays 
for a time. It is pointed out that persistent pain in the arm and hand 
is often due to pressure of the scalenus antieus on the brachial plexus ; 
the condition may be incorrectly diagnosed as cervical rib ; division 
of the muscle gives relief. The opinion is expressed that skin-grafts 
taken from another person are invariably a failure. Total thyroidectomy 
is again well spoken of for the relief of certain cases of angina pectoris 
and congestive heart failure. In the treatment of cellulitis and other 
septic conditions, more and more reliance is being placed on absolute 
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rest with pressure-bandages or plaster-of- Paris. The healing of chronic 
sores is said to be greatly expedited by a dressing of cod-liver oil, and 
of bed-sores by elastoplast. 

The Breast. —Chronic interstitial mastitis in patients under forty 
may well be treated with X rays. Ovarian extract may be given by 
mouth or hypodermically. 

Abdominal Surgery. —Attacks of arterial hypertension may be 
due to a tumour of the medulla of the suprarenal gland, removal of 
which gives very good results. When a gall-stone is left lodged in the 
ampulla of Yater, it may be dissolved by injecting ether through the 
drainage tube in the common duet. A writer comments on the cases 
of sudden collapse and death a few hours after deflation in cases of acute 
intestinal obstruction, and discusses pathology and prevention. Opinion 
on the Continent seems to be steadily setting in favour of medical rather 
than surgical treatment in cases of acute pancreatitis. Cancer of the 
head of the pancreas has been made to disappear by radium needling. 
The review of the results of a collective investigation on the subject of 
gastro jejunal ulcer is well worth perusal; the condition is very serious ; 
probably a partial gastrectomy is the best treatment. In cases of irre¬ 
movable cancer of the pylorus, an exclusion operation gives greater 
relief than gastro-enterostomy. 

Diseases of the Bones and Joints. —In the section on bone surgery 
there is a valuable review of the difficult subject of bone tumours ; 
amputation or excision, followed by irradiation of the stump and of the 
chest, is recommended, with or without Coley’s fluid. Another useful 
article deals with painful feet; there is a common variety, often missed, 
in which wrenching of the foot promptly cures. Persistent pain from 
fractured carpal scaphoid may be relieved by drilling the bone to obtain 
a better blood-supply, and refreshing the fractured surfaces. Opinion 
has changed as to the causation of paraplegia in cases of spinal caries ; 
it is usually due to interference with the blood-supply of the cord ; 
sometimes there are tracking abscesses, and occasionally partial disloca¬ 
tion with bony pressure ; drainage of an abscess is better obtained by 
costo-transversectomy than by laminectomy. For osteo-arthritis of 
the hip, in early cases, manipulation is advised ; for later eases, a walking 
plaster spica. For flail shoulder, the choice lies between arthrodesis 
and muscle transplantation. 

Manipulative Surgery. —We include, for the first time, a long 
special article on this subject, with a careful discussion on the choice 
of suitable cases. 

Chest Surgery. —Chest surgery becomes more ambitious, and even 
total removal of one lung is now quite practicable, or the root may be 
ligatured and the lung left to slough off. Certain cases of new growth 
of the lung respond well to radiation. 
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Surgical Ailments of Children. —The reviewer of surgical ailments 
in children points out that practically all cases of empyema require 
aspiration as a first treatment; thoracotomy is reserved for the patients 
with a localized collection of pus. A school of opinion is arising which 
teaches that acute osteomyelitis should not be operated on. More exact 
study shows that the term 41 congenital hypertrophy of the pylorus ” 
is a misnomer : it is not the pyloric muscle that is hypertrophied but 
that of the prepyloric part of the stomach ; there are extraordinary 
differences in the operation mortality in different clinics, as though the 
type of disease treated were not always the same. A treatment with 
pituitary extract, which may be isolated from the urine of pregnant 
women, sometimes gives remarkable results in cases of undeseended 
testis. 

Diseases of the Rectum.— In the article on diseases of the rectum, 
■\ve are informed that a new substance for the injection treatment of 
pruritus and of anal fissure has been introduced called ‘proctocaine’ ; 
it has the advantage over A.B.A. that it causes less pain. At operation 
for anal fissure it is no longer considered necessary to cut into the 
sphincter ; it is sufficient to stretch it and to excise the fissure. It now 
appears that anal fistulas are often lined with epithelium derived from 
intramuscular glands ; it is therefore not enough to lay them open ; 
they must be excised. Diaphragm strictures of the rectum are treated 
by internal proctotomy followed by dilatation ; for tunnel strictures 
a new operation is described, in which a longitudinal incision into the 
bowel is sewn up transversely. 

Surgery of the Central Nervous System. —Operative treatment of 
abscesses of the brain must be accurately timed to obtain success ; it must 
not be too early or too late; excision, when possible, is better than drainage. 
Facial nerve paralysis is best treated by repairing the nerve or grafting 
it with a piece of cutaneous nerve that has already undergone Walierian 
degeneration ; this can be done even in the bony canal; if the nerve is 
beyond repair, the symmetry of the face may be restored with the aid 
of strips of fascia lata. It is now recognized that a succession of epileptic 
fits may be due in certain patients to cerebral tumour without any of the 
classical signs thereof being present, and especially to a meningioma. 
Sharp pain referred along a spinal nerve root when a patient coughs or 
strains is a symptom suggestive of a posterior-root neurofibroma. Cases 
of paraplegia with retention of urine are apparently best treated without 
the catheter, unless they get bladder discomfort; the bladder is allowed 
to fill till it overflows, or it may be emptied by regular manual pressure. 
Certain cases of pressure on the spinal cord are due to protrusion back¬ 
wards of the nucleus pulposus of the intervertebral discs ; low backache 
is, as a rule, the most prominent symptom; removal by operation is 
indicated. 

Genito-urxnary Surgery. —In the review of genito-urinary diseases 
it is mentioned that a case of Addison’s disease was relieved by adrenal 
grafting. There is a variety of frequency of micturition in women, 
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without cystitis, which responds well to instillations of silver nitrate. 
As mentioned last year, for extensive carcinoma of the bladder total 
cystectomy is coming into favour ; the ureters may he diverted by 
skin-implantation and catheters tied in permanently to keep the patient 
dry. Radium, unfortunately, is not very successful for treatment of 
epithelioma of the penis. The urine, or, better still, the hydrocele fluid, of 
most cases of malignant testis gives a positive Zondek-Aschheim reaction 
in price, and if the test becomes positive again after removal of the 
tumour, it has probably recurred. An operation is described in which 
the gracilis muscle is used to make a new sphincter in cases of incontinence 
of urine. A very promising method of treatment for B. coli pyuria 
appears to be the administration of mandelic acid. 

Venereal Diseases .-—Those interested in venereal diseases will find 
an account of a remarkable method of treatment for gonorrhoea by 
£ roasting 1 the patient in a special chamber, or, in females, by pelvic 
diathermy. One author advocates epididymectomy for gonorrhoeal 
epididymitis. There is a discussion of measures to prevent the spread 
of vulvo-vaginitis in homes for children. It appears that BO per 
cent of female patients with gonorrhoea also have an infection of the 
rectum, which calls for treatment. Evidence is accumulating that the 
unfamiliar disease lymphogranuloma inguinale, mentioned in this 
preface last year, is really not uncommon. [A case of my own, in the 
pre-suppurative stage, responded excellently to radium.—A. R. S.] 
Evidence is also accumulating that syphilitic infection without a primary 
chancre is not very rare. A very interesting comparison is given of the 
prognosis of treated and untreated syphilis. The ‘roasting’ treatment 
referred to above appears to be curative for interstitial keratitis. 

Diseases of the Ear, Nose, and Throat.— Any help in dealing with 
such an unpromising complaint as deafness due to otosclerosis is very 
welcome, and a plan of treatment with thyroxine, injected locally, is 
described. An operative technique for drainage of the ethmoidal and 
frontal sinuses is referred to, but a warning is given against meddlesome 
surgery in not-severe cases ; in children, alkaline douches and argyrol 
are very useful, with puncture and lavage of the antrum. Diathermy 
of the tonsils comes in for vigorous criticism; it is insinuated that the 
instrument maker, anxious to create a market for his goods, has had a 
hand in extolling the virtues of the treatment. 

Ophthalmic Surgery. —Eye surgeons should take precautions before 
operating for cataract to be sure that the patient is not sensitive to lens- 
protein, or a severe iritis may follow enucleation. A variety of con¬ 
junctivitis caught in swimming-baths is discussed. A method of cleansing 
the conjunctival sac before operations by means of ultra-violet light is 
mentioned. Corneal opacities may be improved by the application, of 
quinine. In cases of acute glaucoma relief may be obtained by retro¬ 
bulbar injections of novocain-adrenalin, or by intravenous hypertonic 
saline. In a few cases with embolism of the central artery of the retina, 
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the embolus has been shifted to a less important area by injecting 
acetylcholine beneath the conjunctiva. Sodium nitrite often improves 
a tobacco amblyopia. 

Obstetrics and Gynaecology. —It is not often nowadays that a good 
new method of obstetric delivery is introduced, but an author brings 
forward what appears to be a valuable procedure in delivering a breech. 
An interesting medico-legal discussion as to the justifiability of steriliza¬ 
tion is reported. A new method of diagnosis, called eysto-diaphanoscopy, 
is illustrated. The value of X-ray examination in antenatal work is 
referred to below. 

Cancer. —The radium bomb, carrying a massive dose, was not at 
first very successful in this country, but recently it has been found of 
great value in the treatment of certain eases of cancer of the larynx, 
pharynx, metastatic glands of neck, and bone sarcoma. A method 
of using radium for cancer of the rectum is explained. 

Radiology. —Advances are recorded in the X-rav elucidation of 
diseases of the heart. The importance of having a skiagram after 
accidents is emphasized by a ease in which the door handle of a motor-car 
was found quite unexpectedly in a boy’s chest. Now that portable 
X-ray apparatus is readily available, the opinion is expressed that every 
patient with an “acute abdomen’ should have a radiological examination ; 
it may yield most valuable information ; for instance, it will show a 
basal pneumonia, which may simulate appendicitis, before it produces 
the ordinary clinical signs in the chest. Antenatal radiography, also, 
can be very helpful : it will reveal the presentation, placenta praevia, 
the relative size of the maternal pelvis and foetal head, etc. The condi¬ 
tion of traumatic osteoporosis, referred to last year, is again discussed. 
X-ray treatment of fibroids is nowadays very successful. 

Ax .esthetics. —Perhaps the most promising of the new anaesthetics 
is cyclopropane. A subject which has occupied attention during the 
year is the danger of explosions due to anaesthetic vapour ; some necessary 
precautions are suggested. Rectal paraldehyde or avert in as a pre- 
ansestlietie medication for children is praised. Evipan has come to stay, 
at any rate until a better equivalent is found. 

As one looks through the material. gleaned by our contributors from 
another year's medical literature, an outstanding impression is that 
there have emerged an unusually large number of comparatively simple 
methods of new treatment, for a great diversity of ailments, well worthy 
of the attention of every practitioner who desires to relieve his patients 
safely, quickly, and pleasantly. 
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ABDOMINAL PAIN IN CHILDREN, John Fraser , Ch.MF.R.C.S.Ed. 

A, Ren die Short 1 draws attention to the all too prevalent fallacy that when 
a child complains of abdominal pain there must have been some indiscretion 
in diet, and that therefore the appropriate remedy is a dose of aperient medicine. 
There is a true and tragic significance in his words, “ the routine use of an 
aperient in such cases kills hundreds of children every year in this country ”, 

Considering the question on a general basis, Professor Short recognizes the 
significance of two questions : Is diarrhoea present or absent ? and, Is the 
child over or under five years of age ? The case of abdominal pain associated 
with diarrhoea is not considered in any detail, lor the reason that, with the 
exception of pneumococcal peritonitis, the syndrome is unlikely to have a 
surgical significance. Proceeding to discuss cases of abdominal pain without 
diarrhoea, he recommends that particular note should be taken of the age 
incidence. In the lirst group—that of cases below T the age of five years—he 
places two relatively common conditions productive of abdominal pain— 
intussusception and the colic associated with ileocolitis, and he has many 
interesting things to say regarding the differential diagnosis between these 
two diseases. Of rarer occurrence in this group he mentions Henoch’s purpura 
and acute intestinal obstruction from causes other than intussusception. 

The peculiar value of this paper, however, lies in the description of the 
causes of abdominal pain in children older than five years. In this class the 
author discusses a number of conditions—appendicitis, pneumococcal peri¬ 
tonitis, pneumonia, influenza, inflamed mesenteric glands, abdominal tuber¬ 
culosis, spinal disease, and muscular strain. He lays particular stress on the 
fact that indiscretions of diet arc rarely the cause of abdominal pain, and that 
no aperient medicine should be given if there is the least suspicion of a local 
inflammatory lesion. 

Reference - l Brit . Med. Jour. 1935, i, Juno 8, 1X57. 

ABDOMINAL SURGERY, MISCELLANEOUS. 

A. Ren die Short , M.D., FM.C.S . 

The Lateral Abdominal Incision.—For all surgical procedures in the 
right or left side of the abdomen, or for pelvic operations, H. Costantini and 
K. Marill 1 advise an enlarged and modified McBurney incision, which avoids 
division of nerves, muscles, and vessels, and gives good exposure. They start 
at the lowest point of the ninth or tenth costal cartilage and curves downwards 
and inwards to reach the middle line two-thirds of the distance from the 
umbilicus to the pubes. The external oblique is then split from the top of 
the incision as far as the fusion with the anterior sheath of the rectus. The 
internal oblique and transversalis are then split in the line of their fibres, and 
the anterior sheath of the rectus is cut transversely to the mid-line. The 
rectus can then he retracted inwards. ( Plate I.) 

Burst-open Abdominal Incisions.—The tale of woe from New York 
referred to last year is now continued from New Orleans, where U. Maes, 
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F. F. Boyces and E. M. McFetridge® report 44 cases of post-operative eviscera¬ 
tion. They comment on the fact that no English surgeons seem to write on 
the subject. Of the 44 cases, 13 died, but some of them were already very 
ill before the catastrophe. AH kinds of operations contributed; the patients 
were not usually suffering from, malignant disease ; in fact most of them had 
appendicitis. Six of the cases followed the McBurney incision. All the primary 
incisions had been closed in layers, usually with catgut. In more than half, 
the sutures had been removed before rupture occurred, and often this removal 
was too early. They agree with Freeman that the most frequent cause is 
Insinuation of omentum between the edges of the peritoneal closure. 

Splanchnic Anaesthesia.—H. Finsterer, of Vienna, and P. Thorek 3 refer 
to the dangers of high spinal anaesthesia, such as is necessary for upper-abdomen 
surgery, and of paravertebral anaesthesia, which needs 12 to 18 punctures and 
introduces a large dose of novocain. In 5895 cases of splanchnic anaesthesia 
by the Kappis technique (dorsal route) the mortality was 1 in 1474. Finsterer 
used the anterior approach, Braun’s method ; there were 2 fatalities in 10,000 
cases, one being due to grave overdosing. The needle is inserted through the 
open abdominal cavity on to the anterior surface of the 12th dorsal vertebra 
between the aorta and inferior vena cava; in stout patients or in the presence 
of adhesions a little gas or ether may be necessary to place the injection 
painlessly. A £ to £ per cent solution of novocain is used, and 70 c.c. is usually 
enough. A little adrenalin is added. The abdomen is opened under a local 
anaesthetic, the stomach drawn down, and the hepatic artery felt for near its 
origin ; above this the lesser omentum is pressed against the body of the 
vertebra. It is well to inject 10 c.c. of novocain into the lesser omentum to 
anaesthetize it. The finger now separates the aorta from the vena cava. The 
injection is made with a needle 15 to 20 cm. long, and of course great care 
must be taken to avoid entering veins ; if on aspirating back blood appears 
in the syringe, the method must he abandoned and a general anaesthetic given. 
Anaesthesia is complete in 90 per cent of upper abdomen cases, but it is not 
suitable for splenectomy or for intestinal obstruction. For stomach and gall¬ 
bladder surgery the method is excellent. 

Fat and Thin Patients.—We have heard a surgeon amongst his colleagues 
say that there are only two real enemies of surgery—“ 1 Fat and Physicians.” 
[We are not to be understood to subscribe to the doctrine!—A. R. S.] An 
article by E. Siefert, 4 of Wurzburg, emphasizes the former danger, as the 
following tables show :— 


The Pat The Turn 
Died after Operation for — Per cent Per cent] 

Appendicitis . 10 2 

Cholecystitis .. .. .. .. 23 6 

Gastric ulcer .. .. .. .. 17 8 

Cancer of stomach .. .. .. 23 10 


Complications after Abdominal Operations — 

Suppuration of the incision 
Bronchitis 

Thrombosis or infarct .. 

Pneumonia 
Collapse 

Truly a lamentable indictment of “ this too, too solid flesh”! The surgeon 
will not agree with Julius Caesar’s desire, “ Let me have men about me that 
are fat, sleek-headed men, and such as sleep o’ nights.” 

Omental Grafts,—H, F. Graham, 5 of Brooklyn, speaks in favour of free 
omental grafts to stop oozing from deperitonealized surfaces and to prevent 
adfeesions * He maintains, and so do others, that they do not die, but. become 
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vascularized and later absorbed, leaving their endothelium intact. The thinnest 
and most vascular piece of omentum available should be used, and the detached 
piece should be larger than the area to be covered, its edges being folded under, 
and fixed on with fine catgut sutures. The grafts will resist infection. [The 
evidence for Graham’s opinion is not very conclusive.—A. R. S.] 

Auaniotie Fluid in Abdominal Surgery,—H. L. Johnson® believes, on 
the strength of animal experimentation, that amniotic fluid introduced before 
operation into the peritoneal cavity produces a defence mechanism which 
protects against infection at or after operation, especially colon-anastomosis. 
It may be obtained in a sterile and concentrated form from slaughtered cows, 
about one in live of which are pregnant. From 100 to 200 c.c. may be introduced. 

Duodenal Fistula.—This uncommon condition usually follows operations 
on the duodenum, or less often the gall-bladder or kidney. V. Hurley, 7 of 
Melbourne, reporting two cases, points out that if the discharge is continuously 
aspirated by a suction apparatus, the wound carefully protected with zinc- 
oxide and castor oil, and plenty of fluids and chlorides are given to maintain 
body weight, the fistula will often close. If it does not, jejunostomy is 
indicated ; local attack on the duodenum will probably fail, and gastrojejuno¬ 
stomy still allows stomach contents to reach the fistula. (See also Kidney, 
Surglry or.) 

References ~~ x Rev deChu 1034, lm, 497 , 2 Ann of Surg 1934, Nov , 968 , *Amer 
Jour. Smg 1934, Sept, 481, 4 Munch med. Woch 1934, Doc, 1917; & Ann. of Surg 
1934, Nov., 960 , 6 New Eng Jour. Med 1935, March, 557 , 7 Austral andN.Z Jour 
Surg. 1935, Jan , 264 

ACNE ROSACEA. (See Rosacea.) 

ACNE VULGARIS. A. M. H. Gray, M.D., F.R.C.P., F.R.C.S. 

H. Goodman 1 has treated several hundred patients with acne vulgaris and 
other pustular conditions of the skin with physiological sodium chloride solution 
both intravenously and locally into the pustules. The first intravenous injec¬ 
tion was 100 c.c., which was increased by 50 c.c. until a maximum of 250 c.c, 
was reached. If the patient had only one or two pockets of pus, the solution 
was injected locally, directly into the mass of pus. Injections were made 
round the inflammatory base as well. The amount varied with the quantity 
that could he injected. The pustular elements had always receded under this 
type of treatment. The large pus pockets of the condition sometimes called 
‘cystic acne’ cleared up and remained clear. Furuncles were also amenable 
to this form of therapy, and it seemed to make no difference whether the 
furuncle was in the frank pustular stage or in the stage before ripening. 

Reference.— l Arch. of Dermatol . and Syph. 1935, xxxi, June, 828. 

ADDISON’S DISEASE. (See Adrenal Glands.) 

ADRENAL GLANDS. Sir Walter Langdon-Brown, M.D., F.R.C.P. 

The Cortical Hormone.—J. M. Rogoff, 1 who, in conjunction with G. N. 
Stewart, made the original observations on the cortical hormone, is of opinion 
that its extraction in a purified crystalline form has not yet been achieved. 

Chronic Adrenal Insufficiency.—M. Packard and H. E. Wieksler 2 give 
this name to a clinical syndrome of which they had previously reported one 
instance and now describe four more. The outstanding clinical features are 
extreme emaciation with complete loss of body fat, asthenia, anorexia, poly¬ 
neuritis, trophic ulcers, and a high level of non-protein nitrogen in the Moo#, 
Pigmentation and hypotension are, however, absent, the condition therein 
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differing from Addison's disease. A degenerative lesion of the adrenals was 
found at necropsy. They claim encouraging results from cortical extract and 
a diet rich in vitamin B. It should be noted, however, that in one of their 
cases a bronchial carcinoma was found with metastases in both adrenals. 

Treatment of Addison’s Bisea.se.—Maranon and others, 3 reporting on the 
treatment of 12 eases of Addison's disease by common salt , come to the conclusion 
that in most eases it gives good and occasionally surprising results. In their 
experience no other treatment, even by cortical hormone in large doses, is as 
effective, though they would still use this if intercurrent infections, attacks of 
ketosis, or other complications, supervened. The symptoms -which have been 
most favourably affected are loss of weight and appetite, digestive troubles, 
and pigmentation. They find that in doses of from 2 to 10 gmi. of sodium 
chloride (usually 4 to 0 grm.) the treatment is well borne. To avoid gastric dis¬ 
turbances the salt can be given with milk or with bicarbonate of sodium. This 
method appears to remedy the disturbed sodium and potassium balance, the 
intense dehydration, and the liability to ketosis. 

Loeb and others 1 also have come to the conclusion that if adrenal insufficiency 
is not relieved by salt, it will not be relieved by commercial adrenal extracts 
given in the usual dosage. 

€. Stanton Hicks and M. L. Mitchell, 5 on the other hand, advocate treatment 
by 3 grm. daily of minced and dried fresh adrenal tissue , deprived of its fat. 

Adrenalin-like Grises due to a Paraganglioma.—This is perhaps the 
most suitable place in which to record an interesting case described by J. Bauer 
and R. Leriche.® A man of 40 had for a year previously had attacks of hyper¬ 
tension, in which the diastolic pressure was not affected, accompanied by pallor, 
sweating, tremors, epigastric discomfort, and precordial pain. The attacks 
always came on at about the same hour, and, at first infrequent, soon occurred 
daily. In the attacks both the red and white cell-counts increased and there 
was marked hyperglycemia. They recalled the symptoms produced by an 
overdose of adrenalin, but no pressor substance could be detected in the blood, 
nor did pyelography reveal an adrenal tumour. Exploration showed normal 
adrenals, but a paraganglioma the size of a cherry close to the aorta. The 
tumour was removed. Five months later the patient reported that he had had 
no attacks since the operation, but that he had a sense of fatigue even greater 
than before, when the crises were occurring. 

References.— l Jour . Amer. Med. Assoc. 1934, ciii. Bee. 8, 1764 ; 2 Arch. of Internal 
Med . 1934, )iv, July, 18 ; 3 Presse. mid. 1935, xliii, March 30, 505 ; 4 Jour. Amer. Med. 
Assoc. 1935, June 15, 2150 ; 5 Proc. Boy. Soc. Med. 1935, xxviii. May, 932 ; G Presse mid. 
1934, xlii, Sept. 5, 1385. 

ADRENAL GLANDS, SURGERY OF. (See also Sympathetic Nervous 
System, Surgery of.) Hamilton Bailey , F.B.C.S. 

Tumours of the Adrenal Glands.— 

Tumours of the Cortex. —These are more common in females. Often 
the adrenal syndrome of Kraus is seen. This consists of precocity, virilism, 
and hirsutism. The trend is towards masculine characteristics. 

Tumours of the Medulla. —These are of four varieties :— 

3. Neuroblastomata occur nearly always in children under one year of age ; 
they are very malignant. 

2. Neurocytomata are often divided clinically into three sub-groups : 
(a) Pepper’s tumour occurs usually on the right side and is characterized' by 
metastases in the liver and Mdneys ; ( b ) Hutchinson’s tumour occurs more 
frequently on the left side, and metastasizes chiefly to bones, especially those 
of the orbit and skull; (c) A group which is associated with early and profound 
anemia. 
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3. Gangliomata vary in malignancy and occur usually in females and youths. 

4. Paragangliomata are derived from the chromaffin cells. They are rare, 
and, in contra-distinction to the other medullary tumours, occur only in adults. 
These neoplasms are essentially benign and are associated with permanent 
or paroxysmal hypertension. 

Several tumours of the last type which had been removed successfully were 
shown at the Forty-sixth Annual Meeting of the American Association of 
Genito-Uiinary Surgeons (H. Culver and M. Davison 1 ). The diagnosis of 
tumours of the adrenal is extremely difficult. Most of them are discovered at 
necropsy. Pyelography is sometimes helpful. According to F. Hin rnan, 3 the 
kidney is nearly always displaced laterally and its pelvis is rotated. 

Metastatic Growths in the Adrenals. —The adrenal medulla is a com¬ 
mon site for a metastatic tumour invasion. Among 371 cases of malignant 
tumours coming to necropsy there were secondaries in the adrenal glands of 49. 
These included cases where the primary growth was situated in the breast, 
oesophagus, stomach, testicle, and penis. Melanomata appear to have a special 
tendency to metastasize in the adrenals. (E. M. Burke. 3 ) 

Sub-total Adrenalectomy in Hyperadrenalism. —J. L. De Courcy and 
his associates 4 have performed subtotal adrenalectomy for hyperadrenalism in 
six cases. Over-activity of the suprarenals is, they say, analogous in every way 
to over-activity of a thyroid. Partial adrenalectomy in hypertension gives 
results comparable to thyroidectomy. 

Addison’s Disease.—S. L. Simpson 5 believes that 75 per cent of cases of 
Addison’s disease are due to tuberculosis, 20 per cent to atrophy, and 5 per 
cent to other causes, such as syphilis and neoplasm. 

A. E. Payne 6 reports three cases of Addison’s disease in which the X-ray 
examination suggested calcification of the suprarenals. He states that demon¬ 
strable calcification of the suprarenals occurs in many cases of Addison’s 
disease and in some instances an X-ray examination may be the deciding factor 
in the diagnosis. 

H. Bailey 7 describes a case of a woman with advanced Addison’s disease 
treated by adrenal grafting. The grafts were obtained from an infant who 
died three hours after birth, and they were placed on the deep surface of the 
rectus sheath on either side. Before operation the blood-pressure was SO or 
under. Four months later the blood-pressure was 124, the pigmentation was 
not so deep, and the patient had so far improved that she was able to attend to 
her household duties. It is impossible to say how long the grafts will function. 

Hepeiu'JNCES. — x Tran ft. Amer. Assoc. Gen.-Urin. Surgeons, 1934, xxvii, 139; z lbid. 
155 ; Ai mar. Jour. Cancer, 1934, xx, 338 ; 4 Jou,r Amer. Med. Assoc, eii, 1118; h Proc. 
Roy. Soc. Med. 1934, xxvii, 383 ; 0 Hr it. Jour. Radiol. 1933, vi, 747 ; 7 Practitioner, 1935, 
(‘xxxv. 538. 

A. llendle Short , M.D., F.R.C.S. 

Adrenalectomy.—A French Surgical Congress 1 in October, 1934, considered 
the subject of adrenalectomy. The operation, according to M. Strieker, of 
Mulhouse, has been performed for the following conditions :— 

I. Epilepsy .—Yalueless. 

2. Arterial Hypertension. —This may be permanent or paroxysmal, associated 
with a tumour called paraganglioma of the medulla. Seven cases, more or less 
successful, are reported in the former group. Excellent results are obtained 
in the second group. The patients have acute attacks of hypertension, which 
sooner or later prove fatal if not operated on. The growth is sometimes (2 
out of 7 cases in the experience of Mayo and Leriche) outside the suprarenal, 
in other cases no growth is found. “ Adrenalectomies carried out for para¬ 
gangliomas count amongst the finest results of endocrine surgery.” 
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3 . Obliterative Arteritis — Oppel, of Leningrad, has been practising adrenal¬ 
ectomy for this condition for many years, and he and Ms fellow-workers speak 
of 200 eases* The theory is that there is an underlying spasm of the arteries 
and of their vasa vasorum which can be relieved by cutting off the source of 
adrenalin. Unchecked, the condition goes on to degeneration of all coats of 
the artery and obliterative thrombosis (Buerger’s disease). Lericbe in France 
has operated on many of these cases. The results are variable, occasionally 
very successful, but often there is no marked improvement. [I have seen one 
of Leriche’s cases in which the benefit was striking.—A. R. S.] 

4. Raynaud's Disease .—Too few to judge. 

5. Ill-defined Vascular Troubles. —Leriehe has had some successes in a few 
cases with permanent cyanosis and tropMe ulceration. 

4. Suprarenal Tumours. —Paraganglioma of the medulla has already been 
referred to. Tumours of the cortex are more frequent, and may give rise to 
endocrine disturbances of three varieties : (a) Hypertension; (b) Adrenal 

insufficiency; (e) Gexiito-suprarenal syndrome. The patient shows signs of 
pseudo-hermaphroditism or of virilism, associated with cortical tumour, 
congenital and often bilateral. A few eases (about eight) of successful removal 
and amelioration are reported. The growths are often malignant, (d) Some 
suprarenal tumours produce no endocrine symptoms. 

7. Suprarenal Haemorrhages .—These may be found at operation, and may 
be bilateral. Probably most perinephric haematomata are suprarenal in origin. 
Large haemorrhagic cysts may follow if the patient survives. Crile’s operation 
of denervation of the suprarenal was also referred to ( see Medical Annual, 
1935, p. 15). 

In the discussion which followed, Leibovici quoted Silbert, of New York, to 
the effect that of 247 cases followed for five years, with no special treatment, 
192 had to be amputated. He analyses the published results of adrenalec¬ 
tomy, and finds that it does not appear to lead to a permanent lowering of 
blood-pressure, nor to reduce the number of amputations. Probably lumbar 
ganglionectomy is a better operation. Silbert himself took part in the debate, 
and claimed that the medical treatment of Buerger’s disease is not so unsatis¬ 
factory as is often supposed ; in 98 per cent of the cases it was successful. 
Only 19 out of 500 came to amputation. [There is some discrepancy here, 
which the report does not clarify.—A. R. S.] 

The experience of a Leningrad Clinic is published by D. Arkanikow. 2 In 
five years 140 cases of arteritis obliterans have been treated by adrenalectomy. 
The results are set out in the following table. 


Time of Observation 

Good 

Sufficient j 

Poor 

! Unknown 

Deaths 

Total 

Five to six years 

10 


14 

2 

16 

2 

44 

Four to five years 

8 


11 j 

2 

14 

3 

38 

Three to four years 

5 


G 1 

2 

: 4 

i ! 

18 

Two to tirree years 

! 11 


8 ! 

4 

4 

2 

| 29 

One to two years.. 

3 


0 : 

0 

j 2 

0 

11 

Total 

37 


45 

10 

: 40 

8 

140 


A ‘good’ result means the disappearance of pain, the healing of ulcers, and 
avoidance of amputation. Some outstanding successes are related in detail. 
A ‘sufficient’ result means that the pains ’have improved, or pain dis¬ 
appeared, but ulcers did not heal, or the patient had already lost a limb, or 
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amputation was necessary but the patient became able to work. Most of the 
patients had been ill for more than a year, and 80 per cent of them were under 
forty years of age. 

References .— 1 Presae mid. 1934, Oct., 1647 ; % Lyon chir. 1934, Sept-Oct., 521. 
ACtBANULOOYTOSIS. (See Blood Diseases.) 

ALCOHOL ANB BEUG ABBICTIOH. H. Devine , M.D., F.R.C.P. 

Alcoholism. 

Methylated Spirit Drinking,—P. E. Turner, 1 who is the chief Medical 
Officer of the Salvation Army, writes on this subject. The writer has made 
some inquiries in regard to the incidence of this habit in America, but he deals 
more fully with this problem as it is met with in this country. The Home 
Office statistics of drunkenness from methylated spirit in England and Wales 
are set forth in Table 1':— 


Table I.—Convictions for Drunkenness Attributed to Methylated 

Spirit Drinking. 


Year 

England 
and Wales 

County op 

LONDON 

1928 i 

446 

40 

1929 

409 

39 

1930 

476 

22 

1931 

582 

24 

1932 

596* 

30 


* 2 per cent of the convictions for drunkenness. 

Mr. Skelton, Under -Secretary of State for Scotland, furnished the figures 
given in Table II :— 


Table II. — Convictions Attributed to Methylated Spirit Drinking, 
including Surgical Spirit, in Six Scotch Boroughs,* 

England, and Wales. 



England, 


England, 

Year 

Wales, and 

Year 

Wales, and 

Scotland 

Scotland 

1924 

1497 

1929 

1017 

1925 

985 

1930 

963 

1926 

1088 

1931 

1031 

1927 

969 

1932 

1106 

1928 

969 

1933 

1002 


*The six boroughs are Glasgow, Edinburgh, Dundee, Perth, 
Inverness, Stirling, and the figures include a considerable pro¬ 
portion of repeated convictions of the same person. 


These last figures are in themselves sufficiently disturbing, but a letter to 
hand on behalf of Miss Horsbrugh, who has taken a deep interest in this subject, 
in calling attention to the press reports of the death of a tramp in Inverness- 
shire lately, in which a man was convicted for manslaughter (it was stated that 
both the tramps had been drinking methylated spirit, and the bottle was found 
with them), comments as follows : “ One of the difficulties about stating the 
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number of convictions is that the police are not allowed to state that a man 
or woman is found drunk clue to methylated spirit drinking unless a methylated 
spirit bottle is found on the person, and in many cases where a conviction lias 
been made it has been scheduled as a conviction of some other sort, although 
the man or woman has been under the influence of methylated spirit.” 

Since the supply of the figures above quoted the subject has been brought 
up again several times in the House of Commons, as in April last, when Mr. 
Hore-Belisha announced Si the use of new formulas as from March 15 for 
surgical spirit, to achieve a still higher degree of unpalatability in the product ”, 
and Mr. Skelton later in the month expressed the hope that the new formulae 
4 * will render surgical spirit undrinkable 

By the courtesy of the Customs and Excise authorities Turner has been 
favoured with a copy of Notice No. 10 giving the new approved formulae, which 


Castor oil 

2tV 

Methyl salicylate 

X 

Diethyl phtnalate 

2" 

Industrial methylated spirit to 

!! 100 

Castor oil 

2f 

Mineral naphtha.. 

-1 

Diethyl plithalate 

2 

Industrial methylated spirit- to 

.. 100 


Quite recently Turner has been able to obtain more detailed information as 
to the extent of methylated spirit drinking in Scotland. 

The figures in Table III show the number of persons proceeded against for 
drunkenness during the past five years, whose condition is believed to have 
been due to the drinking of methylated spirit ':— 

Table III .— Persons in Scotland Proceeded against for Drunkenness 
Attributed to Methylated Spirit Drinking. 


Year 

Males 

Females 

Total 

1929 

313 

102 

415 

1930 

1 500 

163 

663 

1931 

1 277 

77 

354 

1932 

465 

120 

585 

1933 

1 462 

91 

553 


With regard to the number of persons apprehended more than once during 
1988 it is interesting to note that although there were 553 apprehensions for 
this offence 80 persons were responsible for 216 of these, leaving 387 persons 
who were before the court for the first time. 

The question of the sale and consumption of methylated spirit lias been and 
is causing some consternation in Scotland, to the extent that representative 
magistrates from Aberdeen, Dundee, Edinburgh, and Glasgow are shortly to 
meet in Glasgow to discuss the whole matter, with a view, it is hoped, to finding 
some practical means of gaining control over the indiscriminate selling and 
purchasing of methylated and surgical spirits. 

During the month of December Turner was asked for his observations on 
the question of the control of the sale and supply of methylated and surgical 
spirits, and he furnishes some extracts from his report as follows :— 

In the first place, it is quite apparent that the revenue control of the supply 
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and sale by retailers of methylated spirit is wholly inadequate, and requires 
very considerable strengthening. Any person may take out a licence issued 
by the Excise authorities for the small sum of 30/- annually, without question. 
If the charge for an Excise licence wore raised from 10/- to, say, £4 or £5, no 
loss would be sustained by the revenue ; in fact, an increase might result, and 
the sale of methylated spirit would be con lined to a respectable class of trader, 
who would be willing to comply with any restrictions imposed.” 

Provided it is decided to continue the issue of Excise licences to dry-salters 
and others, he offers the following suggestions which might prove effective, 
and, if made punitive, cause a gradual diminution of the number of addicts : 
“(a) That every bottle or receptacle for holding the spirit should bear the 
name and address of the seller of the spirit ; this would greatly assist the police 
in tracing the person from whom the spirit has been obtained by persons found 
drinking such spirit or drunk from the effects, (b) That all dealers keep a 
stock book showing accounts of receipts and sales, including the name and 
address of the purchaser, and the purpose for which the spirit is required, (c) 
That it should be an offence to obtain methylated spirit from a retailer by 
means of false pretences, (d) That it should be an offence to give a false name 
and address when purchasing the spirit, (e) That it should be an offence to 
hawk such spirit in the streets. (/) That it should be an offence to use 
methylated spirit or surgical spirit in any form as a beverage.” 

In concluding his paper. Turner observes that in the histories of those given 
to this lamentable form of indulgence there seems to stand out clearly the fact 
that methylated spirit drinking is the lowest part of a downward slope in 
inebriety. 

Dhug Addiction. 

Use of Barbiturates for Suicide.—The Paris correspondent of The Lancet 
writes on the use of barbiturates for suicide. 2 It would appear that the vogue 
of barbituric suicides has now become so embarrassing that the Minister of 
Public Health has asked the Academy of Medicine to give an opinion on the 
desirability of including certain barbiturates and other drugs among those 
which cannot be bought without the signature of a doctor. The Soci£te de 
Pharmacic de Paris recently adopted a unanimous resolution recommending, 
among other things, the examination of this problem by a commission, which 
might well be the Commission Permanent du Codex. Hitherto legislation and 
practice have wobbled uncomfortably from one extreme to another. There 
have been times when one could not buy syrup of tolu, whereas at present one 
one can buy without prescription all one needs and more to ensure an early 
demise. As for the barbiturates, whose usefulness in insomnia is unquestionable, 
the suggestion has been made that they be combined with ipecacuanha in proper 
proportions, assuring the speedy return of the drug taken in suicidal doses ; 
indeed, a formula for the purpose is said to have been devised already. It is 
hoped that this expulsive compromise will be adopted, for the public is so 
accustomed to the purchase of certain popular hypnotics it would surely resent 
the imposition of medical restrictions at this time of day. After all, poisoning 
by the barbiturates is fairly dealt with in hospital provided that the case is 
not exceptionally severe. From the Saint-Lewis Hospital, Dr. C. Flandin 
reports encouraging experiences, in more than 200 cases, with injections of 
strychnine. He prefers it to coramine or anything else as an antidote ; but 
the doses must not be timid. He lias never known strychnine kill the patient 
offhand, even when 50 mgrm. was given intravenously. The dosage he recom¬ 
mends, under the control of Ohovstek’s sign, is between 20 and 50 mgrm., 
repeated every half-hour or hour till the desired effect has been obtained. He 

2 
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reinforces this treatment by venesection, blood transfusion, and, above all, 
artificial respiration supplemented by the inhalation of a mixture of oxygen and 
C0 3 . Adrenalized serum, given per rectum, is also useful. If too much 
strychnine lias been given, there are antidotes to it; gardcmil is too toxic for 
this purpose, but isonal gives a wider margin of safety. Flaiulin dispenses with 
alcohol, for he is inclined to regard it as an adjuvant, rather than as an antidote, 
to barbiturate poisoning. 

Sir William Wilcox 3 also draws attention to the dangers of the use of the 
barbituric acid group of drugs, lie states that there can be no doubt that a 
very large group of barbituric acid derivatives occupy the foremost place 
amongst the drugs of addiction. The actual danger to the public in this 
country at the present time from addiction to these drugs is greater than that 
from any other group of drugs, even including the dangerous drugs, which are 
controlled by special Acts and Regulations. The barbituric acid group of drugs 
have a special action on the higher brain centres of a narcotic nature, and it 
is this action which gives them their high place amongst the hypnotic drugs. 
The continued daily dose of these drugs in therapeutic doses may cause impair¬ 
ment of speech, ataxic gait, paralysis of the eye muscles, and other motor nerve 
affections in various distributions. Also mental disturbances, such as halluci¬ 
nations of vision, may result. The changes due to altered metabolism from 
the barbituric group of drugs are less pronounced than with the dangerous 
drugs, but they occur in an amount which is well worthy of consideration. The 
need for care in the use of these drugs cannot be too strongly emphasized. 
The risk of suicide from accidental or purposeful overdosage is a very real 
one. The author has seen a large number of eases of suicide, or attempts at 
suicide, in people who have taken these drugs over long periods. They take 
an overdose, sometimes with the desire to kill themselves, but generally because 
their minds are so confused that they take the overdose not caring what may 
happen, and hoping for the worst. It is essential that the public should not 
have access to these drugs except by medical prescription, and this proscription 
should be retained by the pharmacist, and should not be repeated except under 
medical order. The members of the medical profession should exercise wire 
in the prescription of these drugs, and should not order on one prescription’a 
quantity which, if all were taken at once, would be a fatal dose. 

Some International Aspects of the Problem of Drug Addiction.- 
Sir Malcombe Delevingne. 4 writes on this subject. He feels that this problem is 
deserving of attention, not only because of the intrinsic importance of the 
problem of drug addiction, but also because the international treatment of the 
problem during the last fourteen years lias afforded a striking example of what 
can be accomplished in a difficult field by international co-operation aided by 
the machinery of the League of Nations. The author states t hat the problem 
of drug addiction is far from being solved, and that perhaps it never can be 
finally solved. In the West it is largely an outcome of stress and strain of 
modern life, and the stress and strain increase rather than diminish. J le thinks, 
however, that the work of the last fourteen years has shown that the danger, 
ever-present though it may be, can be kept in check by united act ion. 

Drug Addiction in India.—Lieut.-Colonel R. N. Chopra, 6 has for many 
years made a special study of the problems of drug addiction in India, and in 
a recent article has given an interesting summary of the existing situation and 
the methods of treatment of addicts. He begins" with the remark : u Although 
in India drug addiction has existed on a more extensive scale than in any other 
country in the world, with the exception of China, little is known regarding the 
problem.” He points out that in India both opium eating and opium smoking 
are prevalent, and that the hemp drugs are used extensively. Resides these, 
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alcohol, cocaine, chloral hydrate, arid even the barbiturates are taken as drugs 
of addiction. The earliest drug of addiction recorded is the juice of the soma 
plant, Which was the delight of the Aryan settlers ; but what this plant was no 
one now knows. Mohammedans introduced opium, and at the time of the 
Mogul Km pi re opium, cannabis, and alcohol were all in use. Moreover, very 
potent concoctions were employed -for example, the ‘four-leaved 1 drink of 
Akbars court; contained wine, opium, Indian hemp, and poppy capsules. 

The opium habit is not general, but is prevalent only in certain districts, 
and the total number of Indian addicts is about one and a half millions. The 
habit is decreasing, si net* the annual opium consumption has fallen from 
1,000,000 lb, to 400,000 lb. during the last twenty years. The administration 
of opium to infants to keep them quiet whilst the mother is at work is one of 
the most pernicious aspects of the problem. Hemp addicts are estimated at 
one or two millions, but here also the annual consumption has been halved 
since 1912. The figures from one asylum showed that about 20 per cent of 
the patients had been hemp addicts. Alcohol in the form of native beers has 
long been drunk in India, but distilled liquors, which are taking the place of 
opium and hemp in some areas, are evidently on Hie increase. The cocaine 
habit has become established around Calcutta, and large quantities (estimated 
as 200,000 o/,. annually) are smuggled from the Far East. The source of this 
supply is generally suspected, but is not mentioned by the author. Colonel 
Chopra a few years ago reported a curious new habit in North India—namely, 
the taking of chloral hydrate as a cheap intoxicant instead of alcohol—and he 
mentions that barbiturates are now being employed in the same way. He 
states that the magnitude of the problem of drug addiction in India is best 
indicated by the fact that, whereas in most of the countries in Europe and 
America the addiction rate of t he population is from 0*1 to 0*2 per cent or less, 
in many provinces in India the rate is 1 to <2 per cent or more. 

The article concludes with an interesting review of the methods of treatment 
of the various forms of drug addiction. One new and surprising remedy is the 
production of a blister and the hypodermic injection of the blister fluid. The 
results obtained by this treatment, in ojiium addiction are stated to be striking. 
The rationale of the method is still obscure. 

Tim atm u nt oe I Mum Am motion. -O. Laughton Scott d observes that when 
his particular method buds a place in the text-books its author may believe 
that, later developments should be published, even though the Held covered is 
of restricted general interest. Addiction is rare in England, but abroad the 
demand for a reliable 1 treatment, is over more insistent, it may be worth while, 
therefore, to describe a radical improvement and simplification of the ‘painless 
method 1 associated with his name, whereby the process of medical withdrawal 
can carried out successfully by any careful practitioner* 

First, as to rationale. Drugs of the atropine group have been employed in 
countless systems, but. always previously in massive doses to produce delirium 
and confusion, under cover of which the patient is separated from his drug. 
All such methods constitute a serious shock to the frequently debilitated addict, 
with the result that convalescence is delayed and the final issue imperilled. 
A very different use of atropine, has great advantages and no such dangers. 

Atropine shows two distinct and, in some respects, opposite effects, according 
as it is given in minute or in ordinary doses. With the latter, of course, vagal 
depression is constant, but such small amounts as ioVa to nha gr* occasion 
vagal stimulation. Scott has shown that this primary vago-stimulant action 
of'small dosage continues when tolerance to atropine is established. Thus a 
patient who has received frequent minute doses for a week will show a slowed 
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pulse when the dose becomes r jV„ gr, This fact is used in his simplified 
process of withdrawal. 

The morphinist or other addict is one who has become accustomed to preserve 1 
vagal preponderance and sympathetic depression by means of his drug. Less; 
than his normal supply means sympathetic overaction, while deprivation 
ushers in a series of sympathetic explosions which may even endanger life. 
On the other hand, frequent minute doses of atropine secure for him the steady 
vagal tone which means a smooth passage to recovery. 

The process is very simple in practice. Atropine gr. is dissolved in 
saline with the day's supply of morphine, “half a drachm to be injected every 
two hours while the patient is awake Obviously sleep is a measure of the 
patient’s comfort, and the more he sleeps the fewer doses he needs. The 
amount of drug actually used forms the maximum for the day following, and 
the process is continued until less than J gr. is taken in the twenty-four hours. 
Atropine is increased so slowly that ocular symptoms are not produced, and 
luminal is administered in large and increasing amounts. The method is 
automatic and self-regulating, and the test of success is slightly slower-t han~ 
normal heart-heat, 'which is quite invariable with proper dosage. 

The conception of the addict as sustaining by his drug an artificial vagal 
preponderance, and needing to have it continually sustained throughout with¬ 
drawal!, is also useful when convalescence is considered. He will be safe from, 
unpleasant sensation so long as his threshold of fatigue is not exceeded, but 
if he oversteps the mark sympathicotonia immediately is manifest. His; 
physical and mental powers will rapidly improve, but their exercise must he 
most carefully watched, especially in the early stages, and indeed, it may be 
doubted whether a completely normal day's work should be undertaken for 
several months. 

Painless withdrawal, anxious consideration of problems of fatigue, and 
adequate psychological treatment are the three factors without which eons laid 
success is impossible. The neglect of one, and often of all, has made the usual 
prognosis in addiction unduly gloomy. 

Writing on morphinism Van Ostromislensky 7 outlines a new theory of 
addiction and describes his method of treatment. He bolds the view that 
morphia addicts are persons whose organisms have acquired a need for morphine. 
Without a definite daily dose of morphine they are doomed to severe suffering. 
Their craving for morphine is more compelling than all other cravings—hunger, 
thirst, rest, or sleep. A norma! person using morphine for relief of pain can 
always stop the injections at will without feeling any deprivation. The 
morphine addict, on the contrary, undergoes, on the 'withdrawal of morphine, 
very complex symptoms of intoxication. They cause unbearable sufferings, 
and sometimes end in speedy death. 

It is the aim of the writer to show that withdrawal symptoms are to be 
regarded as a manifestation of anaphylactic shock, and his methods of treatment 
are based upon this view. To the direct question, in what ways can the addicts 
be liberated from their slavery, i.e., from their organic need for morphine, the 
writer's theory gives the following reply :— 

Morphine withdrawal symptoms cannot be considered otherwise than an 
anaphylactic shock. Consequently, every interference, and, in particular, 
every anti-shock preparation which checks or relieves the shock in animals, 
must in theory check or relieve to the same extent the torture of morphine 
withdrawal. 

Clinical observations are claimed to have completely confirmed this predic¬ 
tion of the theory. In practice, the writer had first to study in detail the 
physiological properties and the complex chemical structure not only of 
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morphine, Iml. also of all Its known relatives—codeine, ilionin, peronine. heroin, 
tlleodide, dilaudid, eueodnh paramorphine. A long and complex chain of 
reasoning resulting from this general analysis has allowed him to find fifty- 
four anti-shock prcparal ions. One of them, dijihciiylnuihylpyrazohniyl (rossium), 
possessing relatively low loxieity. renders innocuous from three to four lethal 
doses of antigen. This syuthelie. substance belongs to a elass of organic 
compounds no member of which has ever before been employed in therapy. 
This preparation was brought by the writer to the attention of the medical 
profession and studied in various sanitaria, and hospitals of the United States 
and Canada. Jlis preliminary observations have been, as a result, confirmed 
by a, large number of physicians. As the author anticipated, diphcnylmethyl- 
pyrazolonyl (rossium) proved to be a valuable therapeutic preparation for the 
unfortunate morphine addict. In a live-day course taken by mouth it cheeks 
the most severe symptoms of withdrawal in drug addicts (morphinism, hcroinism, 
endemism, etc*.); it markedly decreases all other symptoms, and slops further 
craving. 

References. i /»/v 7. t /our, Inebriety, 1935, xxxii, April, 197; 2 Lanvet , 1935, i, 
June 29, Mil ; ''Writ, Jnur. /uvbriety, 1034, xxxi, April, 131 ; x lbld. 1935, xxxii, Jan., 
125; ''Indian Mol. 1935, Ixx, Murcia 121,; Virit. Mol. Jour, 1931, ii, Dec, 22, 

1M9; 7 Mol. 1'eeord, 1935, <*xl, .Juno 19, 55(1. 

AMBLYOPIA, TOBACCO. (See Tobacco Amblyopia,) 

AMCEBIASIS . Sir Leonard Rogers M.D., E.R.('J\, F.R.S. 

In a study of umichic dysentery among the troops at Quetta 1). T. M. barge 
and (), K. Sankaran 1 discuss the diagnostic characters of the causative 
E. hi stolid lea in fresh stools, and they point out that if only those containing 
definite red corpuscles in actively progressing amoeba* are considered to be 
pathogenic ones, then 28*8 per cent would be regarded as E . histolytica , and 
only 0*5 per cent of the total dysentery eases would he classed as amoebic in 
nature. If, however, those containing bodies resembling partially digested 
red corpuscles are included, then E. histolytica comprised 118-5 per cent of all 
entaimebie and the percentage of amoebic dysentery eases rose to 12*1 per 
cent. Mixed bacillary and amoebic infections amounted to 4*8 per cent. 
Relapses showing Hie same type* of infection were very few and fresh infection 
could not lx* excluded, R. Knowles and H. M. Das (*upta !i report finding 
E. histolytica in a SU'hhs rhesus monkey, and this was transmitted to a human 
volunteer, in whom it has persisted for two months. 

R. IlegneM has also studied monkey carriers of E, histolytica alter inocu¬ 
lating them reetnlly with exudate containing active aimehie from a ease of 
human dysentery, in all four animals cysts were passed continuously for 
several weeks, so lhey were more than temporary carriers. Yel on killing 
the animals and making minute* macroscopic and microscopic examinations of 
their large bowel no amoeba? could he discovered in the tissues. 

IS, <». Johnstone and M. K. Iverson 4 deal with food-handlers in the 
epidemiology of armehiasis by means of examining 747 employees in San 
Francisco hotels, clubs, and hospitals, with the result that 22, or 2*94 per cent, 
were found to he infected with E. histolytica. Two instances of the trans¬ 
mission of the disease in families are recorded. J. Andrews 5 reports on the 
examination of lingers grossly contaminated with material containing E. histo¬ 
lytica cysts, and found washing readily removes the infection except occasion¬ 
ally from beneath the linger nails, which might possibly be a source of infection, 
although they do not regard it as a very likely one. 

Treatment.-. Carbarn)ne in intestinal amoebiasis is reported on by R. N. 

Chopra and S. Sen, 5 who note that it is expensive, about R.s.5 (7s. Od.) per 
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treatment for a course of 0-25 grm. twice daily for ten days, and in persistent 
cases a fifteen-day course rnav be required. In 22 cases, with stool examina¬ 
tions daily for at least six days, a probable cure rate of 77-8 per cent was 
obtained, but one case was quite resistant, with persistence of E. histolytica 
daily in the stools. The drug was not toxic and has a tonic effect, acts well 
on oral administration, and does not necessitate the patient’s lying up. 

R. X. Chopra and others 7 report that in Belgian hares a series of eight 
intravenous injections of small doses of emetine hydrochloride produces a 
decrease of residual adrenalin and of the iodine content of the thyroid gland. 

G, R. Calender 8 has studied the microscopical characters of the bowel 
exudate in amoebic dysentery, and he found that in the absence of inflam¬ 
matory signs emetine and arsenical preparations produce a prompt cure, the 
former drug being the more efficient. 

'References.' — l Jour. R.A.M.C . 1934, Ixiii, Xov., 303 ; ~Ind, Med. Gaz, 1934, lxix, 
July, 390 ; z Amer. Jour. Trap. Med. 1935, xv, Jan., 41 ; Mhid. May, 197 ; 3 Ibid. .1934, 
xiv, Sept., 429 ; €i Iud. Med. Gaz. 1934, lxix, July, 375; 7 Ind. Jour. Med. Research, 
1035, xxii, July, 375 ; s Amer. Jour. Trop. Med. 1935, xv, March, 1S9. 

AMPUTATIONS. (See also Blood-vessels, Surgery of ; Gangrene, 
Diabetic : Gas Gangrene.) Sir W. I. de C. Wheeler, F.R.C.S.I. 

Interinnommo-abdominal (Hindquarter) Amputation.—G. Gordon- 
Tavlor and Philip Wiles 1 write an interesting review of these colossal surgical 
undertakings in cases of tumour of the upper end of the femur too highly 
situated for hip-joint amputation. Hogarth Pringle tabulated the literature 
in the British Journal of Surgery in 1916. Gordon-Taylor and Wiles give an 
account of five cases, of which three were successful—a noteworthy achieve¬ 
ment. The extent of the operation is indicated in Plates II, III. 

Technique of Operation .—Spinal anaesthesia was employed in conjunction 
with general anaesthesia. A modification of Girard’s incision was used when 
conditions permitted. The patient is turned partially over on the sound side 
with a sand-bag under the shoulder and another under the lower part of the 
affected thigh. At this stage a blood transfusion is given into one of the 
veins at the antecubital fossa of one arm. Readers are referred to the original 
article for details of the various stages in the operation. Briefly the steps 
are as follows : The external iliac vessels are secured at the level of Poupart’s 
ligament. The latter is divided at each end. Later the dorsum ilii is exposed 
and sawn through into the sciatic notch. This is better than attempting to 
disarticulate at the sacro-iliac joint. The symphysis is divided before making 
the posterior bone section. After division of many important nerves, vessels, 
and muscles the innominate bone is at last free and is removed together 
with the lower limb. The important points in the conduct of the operation 
■would appear to be : (1) The most gentle care should be taken in turning the 
patient: the danger from rough or excessive movement of a patient under 
spinal anaesthesia cannot be exaggerated. (2) The most thorough organization 
of blood transfusion arrangements. (8) Division of the posterior portion of 
the dorsum ilii with the saw is more expeditious and simple than disarticulation 
of the bone at the saero-iliac synchondrosis ; it is easy subsequently to ablate 
the auricular portion of the ilium. (4) Hogarth Pringle’s incision is that most 
universally satisfactory. (5) It is almost unnecessary to stress the importance 
of minimizing haemorrhage and shock by preliminary control of vessels before 
division, and of nerve-blocking before section of the trunks. 

Reference. — Writ. Jour. Surg. 1935, xxii, April, 671. 

AN2EMIA. (See also Blood Diseases.) 
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INTERINNOMINO-ABDOMINAL OPERATION 


(C. CORDOX-TAYLOR AM) P. WlLEi*) 



Fig. A .—Photograph of patient nearly a year after operation. 
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INTERINNOMINO-ABDOMINAL OPERATIO N —continued 


GUKboN'-TAYLOIL ANT) P. WlLE?) 




Fig, Ii .—PiiotOLrruph uf specimen immediately after rumnvul by him [quarter mnputal inn. 


PJiilr.-t 11 and III htj kind jurinimon of the ' Itritish Journal of Surgery ' 
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ANiEMIA, PERNICIOUS. Stanley Davidson , M.D., F.RM.P.E . 

Etiology.— It is generally agreed that the fundamental cause of Addisonian 
pernicious anaemia is a failure of the stomach to secrete a special enzyme. The 
interaction of this enzyme with some as yet not clearly defined substance of 
food, produces the specific anti-amemic factor which is stored in the liver and 
after liberation to the bone-marrow allows the continuation of normal blood 
formation. A step further in the elucidation of the problem of the site of 
manufacture of the enzyme in the stomach lias been carried out by 
E, Meulengracht. 1 As a result of careful histological examination he was 
able to separate the pig's stomach into three portions—namely, the cardiac 
gland region, the fundus gland region, and the pyloric gland region, the latter 
continuing as the glands of Brunner into the duodenum. Dried and defatted 
preparations of these areas were fed to patients with pernicious anaemia, and 
the following conclusions were reached from the experiment:— 

Castle’s intrinsic factor is prbduced in its greatest concentration in the 
pyloric portion of the stomach and the duodenum. A feeble activity was 
present in the cardiac portion, in keeping with the smaller number of glands 
present to the unit area. The fundus gland portion was inactive. Apart 
from the physiological interest which has resulted from establishing the localiza¬ 
tion of the anti-anaemic enzyme, practical results may he hoped for from this 
investigation. Firstly, by using the pyloric region of the pig’s stomach alone, 
markedly increased concentration of anti-amemic stomach preparations should 
be available ; and secondly, the discovery of the importance of the duodenal 
region explains why gastrectomy in human beings so rarely produces a 
megalocytic amemia. Thus S. J. Hartfall 2 studied 40 cases of anaemia following 
gastric, operation. The great majority were of the iron-deficiency type. It 
is not surprising to learn that anaemia was most frequently found in women 
between the ages of 40 and 50, a period of life which has been shown by all 
workers to be frequently associated with hypochromic anaemia (see Blood 
Diseases—Iron-Deficiency Anaemia). The author states that the production 
of anaemia, and its degree, are independent of the amount of stomach removed 
at operation. The essential cause is imperfect absorption and digestion, due 
to rapid gastric evacuation and intestinal hurry. Certain cases were found to be 
very resistant to treatment with iron, but the addition of calcium and vitamins 
B and D, along with a diet to reduce gastric dysfunction, enabled the most 
diflieult eases to be cured. 

The view that the loss of intrinsic factor in the gastric secretion in pernicious 
amemia is slow and progressive lias been advanced by the reviewer previously, 
to account for the effects which are produced in some cases of pernicious 
amemia by the administration of autolysed yeast products which are rich sources 
of extrinsic factor. Support of this view is novr produced by R. Isaacs and 
S. M. Goldhamer, 3 who draw attention to the diminished amount of gastric 
secretion in pernicious amemia. They found that the average rate of secretion 
was 20 e.e. per hour, as compared to 150 c.c. in a normal person. The authors 
collected 1500 c.c. from live patients with pernicious amemia and administered 
150 c.c. after incubation with 200 grm. of meat to another sufferer from this 
disease : a definite rise in reticulocytes and red cells occurred. 

The fact that the administration of liver from animals, and extracts made 
therefrom, produces a dramatic curative effect in pernicious anaemia, clearly 
indicates that the liver stores the anti-anaemic factor. That the same is 
true in human beings is shown by S. M. Goldhamer, R. Isaacs, and C. C. Sturgis 4 
in America, and J. F. Wilkinson and L. Klein 5 in this country. Extracts 
of human livers from persons who have died at various ages from various 
diseases were given to cases of pernicious anaemia. The active principle 
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was found to be present in tile liver in normal persons, and in the foetus at 
least two months before birth. It was absent in patients in the stage of 
relapse, who had been untreated or inadequately treated, but was present 
in adequately treated eases. It may be absent in cirrhosis of the liver and 
it was found to be in excess in a case of polycythemia vera. These experiments 
may explain how a pernicious-ansemia-likc blood picture may be present in 
a patient with disease of the liver. The liver apparently under these 
conditions rnav not be able to store, or present to the body tissues, the active 
principle in the proper form for utilization. D. O. Wright 6 found that about 
one-quarter of 41 eases of cirrhosis of the liver had a macrocytic blood 
picture; he was unable to show* that the rnacroeytosis occurred at any 
particular period in the downward course of the liver cirrhosis, or depended 
on the degree of obstruction of the portal circulation. 

In last years Medical Annual (p. 20) the reviewer surveyed the evidence 
which clearly indicated that the extrinsic factor in food was not vitamin B. 
H. C. A. Lassen and II. K. Lassen 1 have treated eight patients with pernicious 
anannia with various yeast preparations, given with and without normal 
gastric juice. The vitamin B. and B 2 contents of these preparations were 
first assayed biologically. They found that yeast appeared to be without 
any definite anti-amemic effect; not even the addition of normal gastric 
juice could produce, with any degree of certainty, an increase in the content 
of the anti-amemic principle. 

Treatment.* —It is generally agreed that the cheapest and best method 
of treatment available to-day is the intramuscular injection of liver extract . 
Three or lour injections of 5 c.c. of many well-known brands of liver extract 
will bring the patient's blood back to a normal level. It can be maintained 
there by an injection at an interval which varies from one to six weeks, 
depending on the potency of the preparation and the individual needs of the 
patient. Two or three years ago considerable concern was evinced by the 
reports appearing in the literature regarding inactive preparations being on 
sale. Tins problem has been satisfactorily settled by the leading commercial 
firms. Nevertheless the practising physician must have considerable doubt 
regarding the quantity of material which should be injected. The manufacturers 
usually state that each cubic centimetre of a preparation contains the active 
principle from so many grammes of liver, or in some eases has the thera¬ 
peutic effect of so many grammes of liver. Since no satisfactory biological 
test is available other than clinical trial on persons suffering from pernicious 
anaemia, it is impossible for all commercial firms to have each batch of the 
product tested. During the past eight years the reviewer has been 
continuously assaying different makes of liver extract, and has come to the 
conclusion that the information supplied by the manufacturers may be mis¬ 
leading to the general practitioner. Thus, some brands of liver extract which 
are claimed to have in each cubic centimetre the active principle from 100 grm., 
or, in one case, thousands of grammes of liver, w r ere found to be no more 
potent than the standard makes in which the active principle from 10 grm. 
is contained in 1 c.c. W. Dameshek and W. B. Castle 8 have attempted a 
comparative assay of different commercial products, and find that there may 
be a marked loss in potency during the process of concentration and refining. 
They conclude by saying that until a specification is clearly defined in terms 
of what is just a maximal dose, it will be impossible for the practising physician 
to obtain an accurate impression regarding the relative potency of liver 
extract. 

Mortality from Pernicious Anaemia. —In a review of the registered 
death-rates from pernicious anaemia, A. Bradford Hill 9 shows that there was 
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a sudden decline in the death-rate in England and Wales which became 
apparent in 1928 and was definitely connected with the advent of liver 
therapy. Since then the death-rate of both sexes had tended to rise slowly 
and progressively. Comparison Of the death-rate and ages shows that the 
increased mortality since 1928 is largely a product of an upward movement 
in ages over 55. Even in the younger ages, however, under 55, there is a 
slight upward movement ; so that the original improvement following liver 
therapy does not appear to be maintained by this statistical survey. In the 
correspondence which followed Hill’s report, certain possible fallacies were 
suggested as factors in explaining this untoward finding. Nevertheless it 
was generally admitted that at least part of the explanation lay in the fact 
that inadequate and imperfect treatment was being given to cases of pernicious 
anaemia. In the blood clinics of Manchester and Aberdeen, where routine 
blood examinations are part of the regular follow-up in every ease, the mortality 
figures are excellent. J. Mills and R. Herring 10 have examined the results 
of treatment in the Royal Berkshire Hospital. Prior to the establishment 
of a proper blood clinic, the condition of all patients examined, who were 
receiving uncontrolled treatment, was found to be unsatisfactory. Of 47 
cases observed prior to 1934, 9 are dead and 0 have subacute combined 
degeneration. Only 9 have been well throughout the year. It is essential, 
if one of the greatest victories medicine ever achieved is to be consolidated, 
that blood climes should be made available in every area, so that every case 
of pernicious anaemia can have his treatment controlled by regular blood 
examinations. Only by such means can the continuous increase of cases of 
subacute combined degeneration of the cord be avoided. 

Subacute Combined Degeneration of the Cord. 

Treatment. —Intense anti-anaemic treatment, particularly by parenteral 
injection over prolonged periods, is undoubtedly the best method of com¬ 
bating this complication. It is not certain whether anti-anaemic therapy has 
a specific curative effect on the degeneration of the cord, hut it certainly 
contributes indirectly to the improvement of the neurologic manifestations. 
In more than 70 per cent of patients there is a symptomatic improvement, 
but there may be little or no improvement in the signs. The manifestations 
resulting from degeneration of the posterior columns respond infinitely better 
than those due to lesions of the lateral columns. Thus the reviewer has 
frequently had individuals so ataxic as to be unable to walk, who, after intensive 
liver treatment and re-education, have been able to undertake work again ,* 
nevertheless the signs of pyramidal damage remained unaltered. Another 
important point is that even in eases that show no improvement the 
degenerative process in the spinal cord can he controlled so that no further 
advance occurs. 

Refkrbnctbs.— l Proc. Boy. Soc. Med. 1935, xxviii, May, 841 ; -Guy's Hasp. Rep. 
1934, lxxxiv, Oct., 44S ; a Broc. Soc. Exper. Biol. and Med. 1934, xxxi, 700 ; *Amer. 
Jour, Med. Sci. 1934, clxxxviii, Aug., 193 ; 5 Quart. Jour. Med. 1934, xxvii, July, 341 ; 
6 Amer. Jour. Med. Sci. 1935, elxxxix, Jan., 115; 7 Ibid. 1934, clxxxviii, Oct., 461; 
$ Jour, Amer. Med. Assoc, 1934, ciii, Sept., 802 ; 8 Lancet, 1935, i, 43 ; m Ibid. 448. 

ANAESTHESIA. (See also Abdominal Surgery ; Gall-bladder, Surgery 
of; Rectum, Surgery of; Etc.) </. Blomfield, O.B.E. , M.D. 

Cyclopropane,—The most recently introduced anaesthetic, cyclopropane , 1 
has received much attention during the past year, although really extensive 
use is still prevented by lack of production, except in the United States. 
Cyclopropane is trimethylene, an isomer of propylene (CH 3 CH.CH 2 ). It is 
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heavier than air and inflammable, and explosive in concentrations of from 
20 to 75 pel* cent with oxygen. It is used with high percentages of oxygen, 
not more than 16 per cent of cyclopropane being required, and generally a 
percentage considerably below this. It is a potent anaesthetic, the anaesthesia 
produced resembling that of chloroform, but in rapidity and pleasantness of 
induction the effect-* are more like those of nitrous oxide and of ethylene. As 
cyclopropane has been shown to be also free from deleterious metabolic influ¬ 
ence,- and is followed by an excellent recovery period, it is obviously an agent 
of great value. It has been employed with satisfaction for obstetrics. 3 In 
a report on .‘550 administrations, of which 200 were for abdominal section, 
Griffith 4 says that cyclopropane seems to be a safe, controllable, non-irritating, 
non-toxic anesthetic, pleasant to take and giving good relaxation. He found 
vomiting followed about as often as after other gaseous anaesthetics but was 
never severe. There was no post-operative pneumonia. Experimentally it 
has been demonstrated that high concentrations of the drug cause respiratory 
failure before any noticeable effect on the heart. The technique of adminis¬ 
tration requires closed apparatus with carbon dioxide absorption and large 
supplies of oxygen. 

Vinethene. 5 —Experimental studies Inning suggested that an unsaturated 
ether combining the chemical characteristics of ethylene and diethyl ether 
would be a general anesthetic, pure vinyl ether was prepared after much 
difficulty. The new' ether tested on animals was found to be superior to chloro¬ 
form anti ether as regards physiological and pathological effects. Moreover, 
it was rapid in action and in recovery and gave good relaxation. This vinyl 
ether (vinethene) has been tested under the aegis of the Anaesthetics Committee 
by a number of anaesthetists, who conclude that for human beings it is a good 
anaesthetic, not irritating to the air-passages, usually provides adequate relaxa¬ 
tion, and is remarkably free from after-effects. Owing to its potency, vine¬ 
thene requires greater care in avoidance of overdose than does ordinary ether, 
and anoxaemia must be avoided. It is best given by a closed method with 
oxygen. In this way it has great value as a support to long nitrous oxide 
administrations. The effect of vinethene on normal and on impaired liver 
has been investigated. 0 It is found in both conditions to be negligible, but 
the drug w*as proved to be an unsatisfactory anaesthetic for dogs. 

Supersaturated Ether. 7 —Another form of ether is claimed by its German 
originator to provide an anesthetic which is absolutely safe, easily adminis¬ 
tered, and pleasant to inhale. This is the vapour obtained by heating ether 
far beyond its boiling point. Special apparatus is of course required, which 
both provides the vapour and allows of its administration (Fig. 1). It contains 
a drop method of supply and is connected with an electric current for the 
provision of the necessary heat. The patient holds the mask to his own face 
at the Start, and any discomfort is thus notified and the vapour strength 
lessened till quiet unconsciousness is obtained. 

Ether Convulsions. 8 —This unfortunate phenomenon remains an unsolved 
problem for the anesthetist. The latest suggestion to explain its occurrence 
is that the symptom should be regarded as a form of heat-stroke. Dickson 
Wright maintains that by atropine, which prevents cooling by sweat, and by 
covering the patient's body with rubber sheeting during operation, we do ail 
we can to raise his already heightened temperature. He recommends as treat¬ 
ment energetic cooling measures, especially of the carotid blood-stream, and 
the use of nembutal as anticonvulsant. 

Explosions In Connection with Ether.—Valuable information regarding 
the occurrence of explosions associated with anaesthetic gases, and especially 
the ignition of these gases electrically, is to 1)e found in the account of a report 
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read before the Royal Society of Medicine’s Ames the tic Section. 9 In the 
instance described the explosion was caused by ignition of ether and oxygen 
which were presumed to have been present in their most explosive percentages’ 
viz., 05 oxygen to 5 ether, and a static spark, either due to passage of oxygen 
through a metal tube or from the patient’s trolley, is assumed to have feed 
the mixture. The whole question of these explosions has also been before the 
Anaesthetics Committee, 10 and an article in The Lancet 11 may also he consulted 
Anaesthetics for Children.—The correct handling of children, especially 
when very young, Is of great importance, for not only is immediate safety 
easily destroyed, but also by the wrong management the child may be rendered 
for the rest of his life a risky subject for anaesthesia 12 and a person with an 



I'iff. 1.—.Vl»[talus for ai.lminis(ration of supersaturated ether. 3, Ether reservoir; 
Ilegulalor for H her outflow; Vaporization chamber; 4, Heating chamber with electrical 
element; f>, iJoul regulator ; 0, Fresh-air inlet to the mask; 7, Closed expiratory air-valve 
with water seal; H, Connecting tube to the water-pump for sucking anaesthetic vapour out of 
trie operating theatre; b, Electro pyrometer for measuring the temperature of the floor of the 
vaporization chamber ; 10, Inspiratory air-valve. (Jiff kind permission of 1 Zmtralblatt fur 
Chirurgie'.) J 


unnatural dread of everything connected therewith. Much improvement has 
been brought about since the time tvhen it was taken for granted that the only 
anaesthetic for an infant was chloroform, the one drug that is now studiously 
avoided for these subjects. And many lives are thereby saved. An ingenious 
method is described 12 whereby nitrons ojcidc y recognized as the least dangerous 
general anaesthetic, may be made available even for the very young. Use is 
made of the fact that the gas is heavier than air and can consequently be directed 
on to the child’s mouth without any close-fitting mask, and, his attention being 
diverted in the manner described, sleep without any fears is quietly brought 
about. Another authority 13 states that for short operations ethyl chloride , 
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and lor longer ones ether, should always be the antes the tics chosen. He 
describes the advantageous use of paraldehyde for preliminary medication in 
the young subjects, and the giving of glucose in powder or liquid form for at 
least twenty-four hours before operation ; or barley sugar may be substituted. 
The paraldehyde is given reel ally, the dosage being 1 drachm for every stone 
of body weight, dissolved in eleven times the amount of saline. The solution 
is run in slowly, at least fifteen minutes being taken over this, an hour and a 
half before the time for operation. 

In preference to paraldehyde some, though not most, experts employ avertin 
for children, and its use as a complete anaesthetic for them is also extolled, 
though general opinion is still against this method. The author 14 recommends 
a 8 per cent solution allied with morphia and atropine and novocain locally 
in preference to any inhalation anaesthesia. A plea 15 for increased dosage of 
avertin is advanced on the basis of an experience of 1000 administrations. 

The great value of avertin in the treatment of tetanus 16 is ’well illustrated 
by the account of an instance in which no less than 19-2 c.c. were given in the 
first eleven days, and 24*4 altogether in twenty-three days, to an infant suffer¬ 
ing from tetanus neonatorum who was enabled to recover from his severe 
attack. Investigations 17 carried out to discover the effects of avertin on the 
renal function show that even in the old these are negligible. Paraldehyde 18 
as a preliminary receives strong support on the evidence of 200 consecutive 
surgical cases. It was given on the basis of 1 drachm per stone of body weight 
in 12 oz. of saline with 4 gi\ powdered acacia per ounce, one to two hours 
before operation. 

Rectal Anesthesia.—A barbiturate for rectal injection 19 as a basic narcotic 
has given satisfaction to the German authors who are responsible for its intro¬ 
duction. This is known as rectidon and is allied to pemocton, the bromine- 
containing barbiturate. A series of 74 men and 56 women -were treated with 
good results. The dose is 1 c.c. per 10 kilos of body weight, given in a small 
quantity of warm water three-quarters of an hour before the anaesthetic is to 
be administered. Quiet sleep 20 without excitement or unpleasant sensation 
is induced. The amount of ether required for operation does not appear to 
be much reduced, but recovery is excellent with no sickness, two or three hours 
sleep, and complete amnesia. In one instance only was there excitement 
during the recovery stage, entirely forgotten, of course, when consciousness 
was complete. Rectidon is also known as R 289 Na. 

Another method of rectal anaesthesia is recommended bv Jacod, of Lyons. 21 
This is the combination of ether and oil with avertin. He advocates this 
mixture especially for face and neck surgery, when it is inconvenient to have 
any anaesthetic appliance near the face. Avertin alone, he found, often per¬ 
mitted of local reflexes which inconvenience the surgeon at work on the face. 
On the other hand, oil-ether alone he disliked for its after-effect and for its 
induction symptoms. Jacod finds that his mixture of the two gives him the 
anaesthesia he requires for face and neck surgery. The paper supplies an 
elaborate table for obtaining the correct dosage. The two anaesthetics are 
easily combined, as avertin is well dissolved by the ether. 

Closed Anaesthesia.—Closed anaesthesia with carbon dioxide absorption 
is a method which is gaining more adherents. For success the whole system 
of patient and machine must be gas-tight. It is pointed out 22 that though 
a gas-tight machine presents no great difficulty it is a different matter to secure 
complete absence of leakage between the machine and the patient. Primrose 22 
came to the conclusion that the joint could not be efficiently maintained by 
any means applied to the face. A mask might be used for induction, but other 
means must maintain the closure of the system on which the recovery principle 
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depends. Accordingly lie has devised a tube which is fitted into the pharynx 
behind the tongue. At its free end the tube has a cuff or tyre which when 
distended makes contact with the wall of the pharynx. Being made to expand 
laterally and corresponding with the general general shape of the throat, it 
does not open the oesophagus. A difficulty was to find rubber which in a tyre 
of the small size required would stand the necessary inflation. Moreover, the 
rubber had to be able to stand boiling for sterilization. The problem has been 
solved by a rubber produced by the India Tyre and Rubber Co., of Inchinnan. 
Connected up with the apparatus which is fully described in the article, this 
arrangement has given the author satisfaction and has provided a non-leaking 
closed system. 

A device similar to that just described has been introduced 23 for intranasal 
operations (Fig. 2). An airway carries a rubber balloon with tube for its 
inflation. It is lubricated before insertion, and when in position the balloon 
is distended and the tube clipped. 



Fig. 2.—Sir Francis Shipway’s airway for intranasal operations. (By kind permission of the 
'British Medical Journal'.') 


Pauses During Operation.—Crampton 24 draws attention to the fact that 
a pause for recovery during operations involving severe hurt may he the means 
of making recovery possible. He gives an example and suggests that the 
pause for recovery should more frequently be employed during operations of 
great severity. 

Endotracheal Anaesthesia.—This is now of course so thoroughly accepted 
a procedure that not much is written about it, but there is an excellent 
description of the method and its application in the Irish Journal of Medical 
Science. 2 * 

Evipan.—This continues to be the subject of many articles and is firmly 
being established as a valuable agent, particularly for short operations and for 
single-handed surgery. Thus a w T riter 26 describes its utility in his general 
practice, for which the small amount of apparatus and simple technique are 
highly advantageous. He employs no premedication, kneels on the patient’s 
palm while injecting, and injects slowly, i.e., he runs in the first cubic centimetre 
quickly, and then waits forty seconds before starting on the next, and generally 
finds 6 e.c. enough for the short procedures. Again, the value of evipan in 
colonial surgery w r as demonstrated by several speakers at a French discussion. 27 
An expert in general anaesthesia is often unobtainable, the native patient is 
unfavourable for local anaesthetics, but he is more susceptible to narcotics 
than Europeans. In 1500 evipan administrations the results were excellent, 
whether the drug was used as the sole anaesthetic for short operations or as a 
precursor of ether for long ones. The only danger met with was respiratory 
depression in the early stages. Natives are especially susceptible to pulmonary 
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complications after ether. In the course of the discussions several fatalities 
were recorded for which evipan was held responsible. 



Fig. 3.—Apparatus for prolonged injection of evipan. (By land permission of ‘ Bulletins et 
Memoires de la Socitte nationale dc Ohirargie\) 

Similarly a German writer 28 describes his experiences of evipan used on the 
Southern Chinese, who suffer much from chronic diseases, especially malaria. 
They were people of small size, but he found 
that the orthodox dosage based on weight 
was often insufficient. He used the drug 
successfully for long operations. Fig. 3 
shows the device of a French anaesthetist 
for simplifying prolonged administrations of 
evipan, 29 and Fig. 4 Hr. Dickson Wright’s 80 
arrangement for the same purpose. 

For ophthalmic surgery* 1 special advan¬ 
tages are claimed from evipan, one being 
the lowered intra-ocular tension brought 



Fig. 4.—Method for prolonged administration of evipan. A sight drip should be inserted in 
the tube leading from the reservoir. (By kind permission of ‘ The lancet V) 

about by the injection. In a series of 86 administrations the authors found 
no drawback. They found it very suitable for squint operations in children. 
They employed no premedication. In a later communication, however, they 
modified this practice, finding that with children a preliminary injection of 
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omnopon did away with troublesome reflexes. Another authority also refers 
to reflex sneezing and coughing which he finds militate against the use of 
evipan for eye operations, as well as jerking of the extremities, lie did not 
find premedication 32 u sure shield against unwanted reflex movements. This 
observer believes in an appreciable danger in the use of evipan and that it is 
not free from after-effects. Here the reader may be referred to the report of 
two French observers who recount a fatal case. 33 

Accidents of the kind are attributed by some authorities to too rapid an 
injection of the solution. There is some difference on this point in the recom¬ 
mendations of different authorities; some 31 inject the first two or three cubic 
centimetres quickly and then wait half a minute or more, others inject only 
at the rate of 1 c.c. every lifteen seconds. On account of the fall of blood- 
pressure which accompanies injection of evipan, an upright position of the 
patient, even for dentistry, is objected to except when the patient is young 
and strong. 31 Evipan is dealt with by the liver, and serious hepatic disease 
or jaundice is regarded as a contra-indication to the use of the drug, as also 
is extreme feebleness on the part of the patient, because of the temporary 
lowering of blood-pressure. Those interested in evipan should peruse the 
entire discussion at the Royal Society of Medicine. 35 

Gautier 36 relies on a slow progressive attainment of anaesthesia, taking two 
minutes over the first cubic centimetre and only increasing the rate if at the 
end of six minutes the patient shows no sign of sleep. He relies on pinching 
of the skin and the observation of the character of the breathing to know when 
anaesthesia is present. 

Evipan has been used with success to control the spasms of tetanus , 37 In 
the course of eight hours 21 c.c. of evipan were injected. An analysis of 80 
operations on patients suffering from pulmonary tuberculosis 3 * in whom evipan 
was the anaesthetic employed enables the author to state that it proved entirely 
safe. Fie does not, however, recommend it in preference to inhalation for 
major thoracic operations. The dosage for minor operations seemed to him 
to be higher than that required by non-tuberculous subjects. 

Remarkable instances of apparent idiosyncrasy to evipan are given. 39 In 
one a young female was unaffected by 14 c.c., and in another a male succumbed 
fatally to the effects of 7 c.c. 

Good examples of the use of evipan in surgery and a discussion of its merits 
as a denial anaesthetic are provided by Marston. 40 An American observer 41 
considers that sodium saneryl, 1 egrm. per kilo, in 5 per cent solution, is a 
better intravenous agent than evipan. IFis experience is limited to 87 adminis¬ 
trations, some of which were for long operations in which ether was used as 
well. An Austrian authority 42 approves highly of evipan for children’s opera¬ 
tions, especially orthopaedic, and for the application of plaster. He stresses the 
necessity of steadying the arm during injection. This writer states that there 
is less rise of temperature after a long operation on a child when evipan is 
used than after ether. 

References.— x Brib. Med. Jour. 1934, Nov. 17, 901 ,* 2 Lancet , 1934, July 7, 20 ; Mbid. 
4 Qanad. Med. Assoc. Jour . 1934, xxxi, Aug., 157; 5 Lancet, 1935, Jan. 12, 82; 6 Brit . 
Jour. Ancesth. xii, No. 2, (19 ; 1 Zentralbl /. Chir. Ixi, Oct. 0, 2313, and Dee. 15, 2908 ; 

8 Brit. Med. Jour. 1935, May 4, 949; 9 Proc. Roy. Soc. Med. 1935, xxviii, June, 1128; 
10 Ibid. 1133 ; ll Lancet, 1935, March 30, 751 ; 12 Liverpool Med.-Chir. Jour. 1935, xliii, 
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ANAL FISSURE, J. P. Lockhart-Alummerip F.F.C.S. 

This is an extremely painful complaint, and one of the difficulties of treating 
if successfully is that quite often the parts are so tender and sensitive that the 
patient will not allow' an adequate examination to be made. This difficulty 
can be got over by injecting a small quantity of a 2 per cent solution of novocain 
into the tissues posterior to the anus with a fine hypodermic needle inserted 
through the skin J in. behind the anal margin. This should render the parts 
insensitive and enable a proper examination to be instituted. If the fissure 
only consists of a small crack or tear at the posterior commissure, healing can 
usually be secured without any operative interference, but if there is a deep 
indurated ulcer, with hard edges, and a sentinel pile, palliative measures are 
useless and operation is the only remedy. 

Treatment.— 

Palliative Measures .— The patient should he given a suitable aperient, 
preferably combined with liquid petroleum in some form or another, so as to 
ensure that the stools are quite soft and unformed. The bowels should be 
opened if possible before the patient has a bath, and the. latter should be taken 
immediately after stool. After this the patient should apply some such oint¬ 
ment as hvdrochlor. cocaine, G per cent, in vaseline, and lie down on the bed 
for fifteen minutes. 

A very good plan which has met with considerable success is to inject the 
nerves passing to the sphincter and the mucous membrane jiosteriorlv with 
prot toe nine solution. About 5 to 8 e.c. of the solution is injected with a large 
needle guided by one finger in the rectum, the needle being passed through 
the skin externally at a point previously anaesthetized by injecting 2 per cent 
novocain. The injection is made as close as possible to the main nerves. This 
renders the parts quite insensitive for from a week to ten days and gets rid 
of the pain. Thus the fissure can be treated by the application of weak nitrate 
of silver or some other medicament, and healing will usually occur quite readily. 
Proetoeaine consists of; procaine 1-5 per cent, alcohol benzyl 5 per cent, 
butyl-p-amino-benzoate 6 per cent, in oil. This is put up in 5-c.c. sterilized 
ampoules. 

Operative Treatment — When the fissure is a large one or fails to respond 
satisfactorily to the above treatment an operation should be performed. Under 
local or a low spinal amesthetic the sphincter muscle should be gently stretched 
and the fissure cut out, leaving a shallow' wound of which tw'o-thirds is situated 
on the skin. The sphincter muscle should not be divided at all. It used to 
be taught that division of this muscle was necessary to secure healing of a 
fissure, but this is not so, and quite good healing will occur without damaging 
the sphincter muscle. The small wound should be dressed twice daily with 
cotton-w'ool applied dry and afterwards soaked with castor oil. The patient 
should Me up until healing is quite completed. 

ANAL FISTULA. J. P. Lockhart-Mummery, F.R.C.S. 

Two important papers have appeared during the year dealing with this subject. 
E, T. C. Milligan and C. Naunton Morgan, 1 as a result of a careful research into 
the exact anatomy of the musculature of the lowrer end of the rectum, have 
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given certainly the best and most accurate description of the arrangement of 
the muscles in this region that has yet appeared. It need hardly be pointed 
out that an exact knowledge of the anatomy of tills region is of primary impor¬ 
tance to the rectal surgeon who is called upon to deal with a case of fistula. 
The authors have demonstrated that the external sphincter is a more com¬ 
plicated structure than is generally supposed. They divide it into three parts ; 
(1) The subcutaneous external sphincter ; (2) The superficial external sphincter ; 
and (3) The deep external sphincter. The first and third portions of the muscle 
are annular muscles, supplied by the inferior hemorrhoidal nerve, while the 
second portion is elliptical, is attached to the coccyx, and is supplied by the 
perineal branch of the fourth sacral nerve. 

These authors suggest the following classification for fistula in ano : (1) Sub¬ 
cutaneous and submucous; (2) Fistula where the main track enters the anal 
canal below the ano-rectal ring; (3) Fistula with the main track extending 
above the ano-rectal ring. This classification has at least the merit of being 
simple and distinguishing between the main varieties as regards treatment. 
The authors advocate the two-stage operation in all those eases where laying 
open the main track into the rectum might involve division of the muscles 
forming the ano-rectal ring. 

A very interesting paper on the causation of fistula in ano was published 
in April by Sir Charles Gordon-Watson and Harold Dodd. 2 The authors bring 
forward a considerable amount of evidence in favour of the view that many 
cases of ischiorectal abscess which subsequently result in listulae are caused by 
suppuration of the intramuscular glands. These glands appear to be the 
remnants of the odoriferous glands which have an important role in most 
mammals as a sex attraction. It is the suppuration of these glands which is 
the common cause of abscesses in toy dogs, such as Pekinese and King Charles 
spaniels. Histologically these glands are lined with transitional epithelium 
and their structure is similar to other convoluted mucous glands. They are 
found situated in and outside the muscular walls of the rectum and they com¬ 
municate with the lumen of the bowel by narrow openings. The authors havq 
been able to show, at any rate in some cases, that these glands have been the 
cause of abscess formation and fistula. Thus they have demonstrated that 
part of the fistulous track after being excised was lined with epithelium similar 
to that usually seen in these intramuscular glands. The inference would seem 
obvious that it is always advisable when possible, without jeopardizing the 
integrity of the muscular mechanism at the anal opening, to excise the whole 
of the fistulous track completely, as healing is not likely to be very satisfactory 
if part of the wound is lined with epithelium. 

RnFJEREXOiSS. — l jLancet, 1934, ii, Nov. 24, 1150, and Dec. 1, 1213 ; 2 Brit . Jour. Surg. 
1935, xxii, April, 703. 

ANEURYSM, AORTIC, A. G. Gibson , M.D., F.R.C.P. 

T. Thompson, H. S. Souttar, and L. IIow r ells 1 report a successful operation 
on a patient with an aneurysm of the descending arch of the aorta. A 
man, aged 51, two days after having been struck by his employer, began 
to get pain in the chest. A swelling occurred at the site of the blow and he 
began to bring up tenacious sputum with cough. There was severe pain on 
the left side of the chest wdiich passed round to the left shoulder and left scapula. 
There was no enlargement of the heart, the trachea was slightly displaced to 
the right, and there was diminution of breath-sounds over the left upper lobe 
suggesting pressure upon the left bronchus. The knuckle of the aneurysm 
was clearly marked in the X-rays. Treatment by novarsenobillon made no 
definite improvement and there was some increase in size in the aneurysmal 
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shadow. An operation was undertaken under local anaesthesia, and a Coifs 
wire ’umbrella was inserted from the cannula into the aneurysm. This was 
followed by a great improvement in the condition of the aneurysm, the 
swelling retracted, the redness of the skin disappeared, and the cough improved. 
Three, years after the operation the man was able to work for eleven hours a day 
and felt well. X-rays are given showing the Colt’s umbrella in situ in the 
aneurysmal sac. 

Reference.— ''Lanctt, 11*35, i, 11. 

ANGINA PECTORIS. (See afro Coronary Artery Disease ; Heart 
Failure, Thyroidectomy' in ; Thyroid Surgery 7- .) 

A, G. Gibson , M.D., F.R.C.P. 

L. N. Katz, W. Mavne, and W. Weinstein, 1 in observations on dogs, find 
that the occlusion of a carefully isolated strip of coronary artery caused no 
painful response, but this was obtained when the undissected coronary vessels 
above and below were compressed. Destruction also of the nervous plexus 
with phenol and alcohol abolished the response to compression in the area 
of the destroyed plexus. There was no painful response to increase of pressure 
in the pericardial sac, though this "was folloYvcd by syncope. It is concluded, 
therefore, that ischaemia of the myocardium is one of several mechanisms 
which may operate on nerve-fibres and nerve-endings to produce anginal attacks. 

In a British Medical Association Lecture, G. Bourne 2 classifies cardiac pain 
under four headings : (1) Quantitative pain of angina of effort; (2) Spasmodic 
pain (spasmodic angina); (3) Continued pain (coronary occlusion); and (4) 
Pain having no specific relationship, otherwise called ‘pseudo-angina’ or 
‘angina innocens’. In regard to the first type, the pain may be noticed in the 
first instance only after a meal, though if exercise is taken soon after, the 
quantitative relation persists. The reason for its presence during a meal has 
probably to do with the increased cardiac output. The amount of dyspnoea 
gives some indication of the extent to which the myocardium is involved, and 
it is desirable to ascertain whether it is pain or shortness of breath that pulls 
the patient up. Those with low nervous thresholds for pain do not complain 
of dyspnoea first. This type is probably due to partial obstruction. It may 
also be seen in syphilitic aortitis and in severe ansemia such as pernicious anaemia. 
An attack of coronary thrombosis is often the starting-point for a subsequent 
period of angina of effort. In spasmodic angina the onset is sudden, the degree 
of pain is maximal during the first minute of the attack, and there is frequently 
a sensation of impending death, though no fear of death may be present owing 
to the agony of the pain. The pain is agonizing, strangling, constricting, or 
tearing, but less severe than in some eases of coronary thrombosis. During the 
attack the patient is pale, anxious, and remains still. Sweating is frequent. 
The patients are often of the nervous type, and there is an association between 
this form and the spasm of peripheral blood-vessels. In this form also there 
is a dramatic effect with antispasmodic drugs. 

In speaking of syphilitic cardiac pain Bourne recognizes the angina of effort, 
spasmodic angina, and nocturnal pain. In patients with syphilitic aortic 
regurgitation angina of effort and spasmodic angina may be found. The 
disappearance of cardiac pain may suddenly occur on the advent of auricular 
fibrillation. Sometimes also the sudden attacks of pulmonary congestion and 
paroxysmal dyspnoea seen in advanced mitral stenosis are accompanied by cardiac 
pain. This is vaguely increased by exertion, but there is no clear relationship. 

A. M. Webb and R. E. Smith, 3 in analysing 166 patients who complained 
of angina of effort in regard to prognosis, find that nearly one-third of the 
patients had died suddenly and over half had died from coronary occlusion. 
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The average duration of life was 5-8 years. They note that the prognosis in 
the individual case must be uncertain and the angina of effort may exist for 
many years ; in one case recorded it had existed for twenty-four years. Cardiac 
or vascular disease was responsible for death in over 80 per cent of the series. 
The mean age at which pain first appeared was 57*5 years and the mean age at 
death was 63*3 years. 

In an account of the management of the patient with anginal pain R. L. 
Levy 4 suggests that cardiac pain is a symptomatic expression of a disturbed 
functional state and is most commonly seen when the heart muscle does not 
receive an adequate supply of oxygen. In the normal heart there is a ratio 
between the oxygen supply and the capacity for work which varies between 
certain physiological limits, and this may be disturbed either by cutting down 
the amount of oxygen which reaches the heart muscle or by increasing the 
amount of work called for by the heart. On this conception lie proposes 
classification of the conditions which may be confused with angina pectoris : 
(1) Disease of the coronary arteries, which may be arteriosclerotic, syphilitic, 
or rheumatic : (2) Aortic insufficiency; (3) Anaemia ; (4) Hyperthyroidism . 
(5) Paroxysms of tachycardia ; and (6) Combined states, in which slighter 
degrees of the former categories may combine to produce symptoms. In 
non-cardiac and paroxysmal chest pain he emphasizes the importance of 
excluding psychoneurotic states, poisoning by tobacco or coffee, aneurysm of 
the aorta, pericarditis, and arthritis of the spine. This subject is also the sub¬ 
stance of a paper by D. Scherf, 5 who includes amongst the conditions which 
produce serious cardiac pain those with mitral and aortic stenosis and those 
with crises of blood-pressure that occur as originally suggested by Pal in 
hyperpiesis, lead poisoning, eclampsia, and uraemia. 

References. — l Arch. of Internal Med. 1935, lv, 760 ; *Brit. Med. Jour. 1935, i, 1109 ; 
s Amer. Jour. Med. Sci. 1935, clxxxix, 690; *New Eng. Jour. Med. 1934, ccxi, 392 ; 
B Wien. klm. Woch. 1935, xlviii, 577. 

ANKYLOSTOMIASIS, (See also Blood Diseases.) 

Sir Leonard Rogers , M.D. , F.R.C.P. , FJi.S. 

Incidence. —The prevalence of hookworm infection in two villages of a 
rural area of the Punjab is reported on by M. Yacob and J. R. Chaudri. 1 
The stools were examined by the direct centrifugal flotation method for ova, 
and counts made by a modified Stoll method. Of 150 persons, 82 per cent 
showed infection, with an average egg count of 422*7 per grm. of faeces, and 
an infection index of 130*2. Of 119 infected persons, 12*7 per cent had no 
symptoms, 39*5 per cent moderate, and 47*8 per cent severe symptoms in 
relationship to the egg counts. Male cultivators up to 40 years of age suffered 
most. No latrines were available, and the main defalcation sites were the 
village footpaths. 

A simple method of growing hookworm larvae without any need to trap the 
cultures is described by P. A. Maplestone. 2 He makes a gauze basket with 
a square base 0 cm. by 6 cm. and 108 c.c. capacity, in the bottom of which 
glass beads or coarse-grained sand is placed and covered by about 50 c.c. of 
fine sand free from larvae, etc. After making a shallow depression in the 
sand, 8 c.c. of prepared earth and 4*4 c.c. of diluted stool are put in it, and 
the cage is then placed in an aluminium inverted cone standing in a Petri dish 
so that the water in the dish does not come into contact with the culture. 
After culturing for a week the basket is stood in a funnel clamped below 
containing water up to the lower part of the basket, into which the larvae 
pass within twenty-four hours, when the fluid can be run off and counts made 
on two successive days. 
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J. F. !veiiclriek a deals with the rate of loss of hookworms from the intestines 
in 25 persons protected from further infection by good hygienic conditions 
in a Madras jail, and who volunteered to be infected through the skin or 
orally with hookworm larva*. They found that an average of fifty-three days 
elapsed after application of larvae to the skin before ova were found in the 
stools by weekly examinations. Subsequent studies for three to five years 
or more showed that the ova output gradually increased, to reach its maximum 
in twelve to eighteen months. They then declined by 50 to 70 per cent during 
the next three to six months, and disappeared in an average of seventy-six 
months. A. C. Chandler 4 also returns to this question, taking into account 
the considerable seasonal variations due to low infection rate in the dry season. 
He now finds the time of the most marked increase in egg output after infec¬ 
tion to be six months, not two months as formerly thought, but it falls off again 
during the next six months. Mass treatment is most effective when the 
ground is most free from larvae in the dry season. 

The direct development of hookworms after oral infection is dealt with 
experimentally by A. O. Foster and S. X. Cross, 6 who made oesophageal 
fistula? in dogs to prevent larvae making their journey through the lungs, 
which some Japanese authorities consider to be essential tor the completion 
of their development. Using Ancylostoma caninum they found that the larvae 
orally administered do not migrate, hut develop directly in the intestine. 

Treatment .—Tetrachlorethylene and oil of chenopodium have been carefully 
tested on an Assam tea estate by D. Manson, 6 the former being employed in 
3- and 4-e.c. doses, and the oil of chenopodium in a 3-c.c. dose, or 1 c.c. with 
3 c.c. of the other drug. After a trial of the tetrachlorethylene in 100 cases 
had shown it to be non-toxic except for a slightly intoxicated feeling, which 
the coolies rather appreciated, 300 cases of hookworm infection were treated 
and the results tested by egg-counting methods. The 4-c.c. doses of the first- 
named drug were well tolerated and gave better results than 3-c.c. doses, and 
the combination of the two drugs gave nearly as good effects as regards 
hookworms, but the oil did best against round-worms. The conclusion is 
arrived at that 4 c.c. of tetrachlorethylene is safer than and preferable to similar 
doses of carbon tetrachloride, and it is suggested that 1 c.c. of oil of cheno¬ 
podium might be added to the newer drug with safety and advantage. 

References.—*1 nd. Med. Gaz. 1934, lxix, Sept., 500; ~Ind. Jour. Med. Research , 
1934, xxii. Oct., 203 ; Ulmer. Jour. Trop. Med. 1934, xiv, Sept., 363 ; Mb id. 1935, xv 
May, 357 ; h Ibid. 1934, xiv, Nov., 565; Mnd. Med. Gaz. 1934, Ixix, Sept., 500. 

ANXIETY AND DEPRESSIVE STATES. H. Devine , M.D., FM.C.P. 

Anxiety : its Nature and Treatment.—H. Harris 1 has written a lengthy 
study on this subject. His summary and conclusions are as follows :— 

The psychiatrist is concerned with four moods or affective-emotional states 
and their permutations and combinations. These four moods may be considered 
in terms of conflict: anxiety as unsolved conflict, elation as solved conflict, 
depression as imsolvable conflict, apathy as the most complete solution of 
conflict. Conflict may be considered in terms of the tensions interacting to 
cause conflict and the balance between such tensions. In anxiety the tension 
is a rising one, in elation it is a falling one, in apathy it is low and is continuously 
being discharged, in depression it is extremely and continuously high and 
amounts to a sort of spasm. In this paper it is suggested that in our present 
state of knowledge these tensions may reasonably and profitably, if somewhat 
speculatively, be considered to be metabolic, visceral, and autonomic tensions. 
The interpretation of anxiety as an energic problem, due to metabolic, visceral, 
and endocrine hypertensions, leads the writer to formulate a plan of treatment 
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in general terms : (1) The problem at hand must be resolved clearly into terms 
of anxiety. This may be very simple, or may require the full resources of the 
psycho-analytic technique. (2) An adequate outlet, not conflicting with 
social demands, must be found for the energy that is bound up in the anxiety ; 
that is to say, for the segment or instinctive activity under greatest tension! 

(3) Failing this, the individual must he ‘cotton-wooded' and spared anxiety- 
producing and tension-increasing stimuli. (4) As a last resource, ‘supportive’ 
treatment must be used to combat anxiety which is completely unavoidable ; 
this, by diminishing the total energy of the individual, relieves the painful 
hypertension of individual segments or viscera. Of the four steps in treatment, 
the last two are far from ideal, but, under present conditions, are often enough 
the only methods available. In any case, it is unwise to despise or neglect 
anything that may help to diminish the particular form of anxiety and conflict 
that is doomed to lead nowhere ; for the problem of anxiety is after all the 
problem of unhappiness. 

Depression : Normal and Abnormal.—H. W. Eddison 2 writes on this 
subject from the psycho-analytical point of view. He aims especially to submit 
some suggestions regarding the function of depression and the psychic mechanism 
whereby it is brought about. The following is a summary of views : (1) The 
stimulus-free state is rejected as a goal. (2) Individual organisms in an 
organized group exhibit as a whole the same adhesive tendency which their 
component cells share in common (Trotter). (3) The primary group is the 
mother and child who, from the point of view of the child, form one organism. 

(4) The child is happy wdien its union with its mother is not disputed. Its 
troubles begin when the mother puts it dowm or something goes wrong with 
breast-feeding. Union with the mother represents pleasure and continuity 
of the cell-mass. Tearing the child from its mother constitutes pain and a 
wound in the cell-mass of which both form a part. At first the mother and 
later the father are instrumental in causing pain. (5) Weaning assumes 
traumatic importance, and the wound caused by such a painful excision can 
only be healed, in the case of a boy, by obtaining a mother substitute. In 
marriage the twain shall become one flesh. (6) Depression and hate are aroused 
whenever pain is produced. Both occur normally at weaning, and again at the 
anal stage. The education of the sphincters, forcing the child again to part 
with what it regards as a portion of itself, reopens the wound of w r eaning. (7) 
Normal grief in adult life represents a regression to the oral stage. Without 
grief and its regression, healing of the reopened wound is not possible. When 
a loved one is lost, readjustment is only possible by starting again at the begin¬ 
ning, at the oral stage. This is seen also in physical disease when a placebo 
is demanded in order to heal the external wound (disease) in the ego. The 
meaning of the oral approach in love-making and the function of the kiss become 
apparent. The completeness of the regression is sometimes shown by involun¬ 
tary movements of the buccal muscles accompanying kisses. (8) In response 
to an external danger the source of the threat is invested with hate, while the 
external defensive barrier is reinforced by apprehension. Similarly, with 
regard to a threat from within, anxiety reinforces the internal barrier. (9) 
Melancholic grief originates from fixation at the oral stage. (10) Normal grief 
represents regression to the oral stage, at which crying is a natural reaction 
to separation from the mother or to other injuries. (II) The anxiety which 
precedes the melancholic attack reinforces the barrier against stimuli from 
within. The melancholic attack follows rupture of the internal barrier. 
Attempts at transference fail and the wound of weaning is reopened. The 
self-reproaches are directed against the mother, who, once an external threat, 
is now, through introjection, an internal threat. (12) With regard to the 
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(Edipns situation, a man heals the wound of weaning by choosing a mother- 
substitute and so retains his mother. It is suggested that in the case of a girl 
primary masochism prompts her to invite the injury of weaning or, rather, the 
reopening of the wound. She thereupon identifies herself with the lost love- 
object, i.e.. her mother, by a melancholia-like reaction. This is supported 
by the idea, once common among unmarried women, that marriage involves 
some vague, undefined suffering. 

The Syndrome of Neurotic Anxiety.—Walter Miseh 3 summarizes his 
views as follows : As a state of neurotic anxiety is not to be influenced by the 
usual pharmaco- and psychotherapy, an attempt was made to find out the genesis 
of this state of anxiety. It was found that at the beginning of the illness 
it is always possible to find the ‘major anxiety attack’ which is composed 
of a number of vasomotor sensations, tachycardia, and intense paralysis of the 
motility and of the psychic apparatus, combined with acute fear. Such attacks 
are very seldom to be observed because the patient cannot move during the 
attack, and, besides that, does not speak about it. They rarely occur in the 
same patient again with the same violence, since, as the anxiety is unbearable, 
mechanisms of defence are mobilized at once. Owing to these latter there 
arise the modified syndromes of ‘agitated anxiety attacks’, of the ‘chronic* 
anxiety state* with exacerbations, and with incidental graver attacks, and the 
‘anxiety equivalents' of Freud. Clinically, one has to differentiate the anxiety 
neurosis, in which the anxiety overtakes the patient like an infectious disease, 
and in which neurotic symptoms are not to be observed in the intervals, and the 
anxiety hysteria, in which the hysterical disposition can be demonstrated, and 
the attacks are determined by psychical processes (e.g., are caused by suppressed 
aggressions). 

The investigations started with the anxiety neurosis, and especially the major 
anxiety attack. In the latter case the somatic anxiety syndrome is most 
dearly developed, and is composed of intense vasoconstriction of the skin 
(paresthesias, sensation of cold, pallor), tachycardia up to 150, inhibition of 
salivation, cold sweating, mydriasis, arterial hypertony up to 150 mm. (of 
mercury), and an intense relaxation of the voluntary muscle system. This 
syndrome indicates a stormy excitation of the sympathetic system, which may 
be combined at the end of the attack with parasympathetic phenomena. It 
was found that this syndrome could be removed by choline preparations , which 
by their stimulating effect on the parasympathetic nerve produced in effect 
exactly the opposite to the anxiety syndrome : by an intramuscular injection 
of 0*1 c.e. acetylcholine the anxiety attack can be stopped also in its psychical 
effects, and even chronic anxiety attacks can disappear after a few days by 
oral administration of the choline preparations pacyl* or hypo tan*. It appeared 
that the effect of choline is greater if the anxiety experience is more elementary, 
and smaller if the anxiety is worked through in a psychical manner. 

The removal of anxiety by a drug with only a peripheral action led to the 
supposition that the fear of an anxiety neurosis arises primarily in a somatic 
way. Various clinical and experimental observations led to the hypothesis 
that the vasoconstriction of the skin plays an important part here (vaso- 
neurotic anxiety), and that the character of the anxiety syndrome, corresponding 
to the adrenalin action, may be traced back to a primary action of the adrenal 
glands. Since in all cases observed there was found some sexual damage, 
such as the inhibition of normal relief, and since the anxiety could be removed 
both by the prevention of this and by choline medication, this confirms Freud’s 
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theory of the damming up of libido, and Reich’s theory of the origin of anxiety 
being due to a svmpathetic-toxic action of the sexual hormone. 

The fact of peripheral somatic removal of anxiety seems to have great 
theoretic importance for the question of the relation between psychic and 
somatic events in anxiety. Clinical observations showed that in an anxiety 
neurosis the vasoconstriction of the skin is of primary significance—a pheno¬ 
menon which is understood as the ‘barrier syndrome’. The psychic correlation 
to this is experienced in the anxiety attack as a loss of connection with surround¬ 
ings, and this experience is the origin of the feeling of annihilation in the anxiety 
attack, as K. Goldstein has proved in the anxiety in cases of brain injury. The 
fear of death which is experienced in the anxiety attack is understood to be the 
experience of threatened loss of identification by the ego which becomes realized 
by means of the objects. 

The heart neurosis described by Max Herz as phrenocardia, which not only 
shows the same somatic syndrome as the anxiety neurosis, but at the same 
time is traced to unsatisfied sexuality, allows the supposition that this disease 
is a kind of ‘anxiety neurosis without anxiety’, and that therefore the pathogenic 
agent is here worked through psychically in a different way from that of the 
anxiety neurosis. In order that anxiety should arise there must then be, apart 
from the somatic events, also a psychic readiness through the individual 
structure of the personality. In neurotic anxiety conditions there is a recipro¬ 
city between soma and psyche, the common somatic condition being a state 
of sympathetic excitation, the common psychic condition being the anxiety 
experience. Choline treatment removes the somatic experience from the 
psyche where it was worked through as anxiety, and in this way a vicious circle 
which usually cannot he interrupted by action on the psychic factor is interrupted 
by action on the somatic factors. 

The somatic genesis of neurotic anxiety can be designed in the following way : 
There is always a disturbance of the course of sexual irritation to be found. 
This disturbance results either from sexual abstinence caused by external or 
neurotic reasons, or from neurotic sexual hypo-aesthesia while relatively great 
libido is present, and leads, with a certain sympatheticotonic disposition, to a 
strong excitation of the sympathetic system. At this point the mechanism 
can be interrupted by choline medication. According to the working through 
of the state of sympathetic excitation there results either the syndrome phreno- 
eardia, or, with corresponding psychic preparedness, the anxiety neurosis. If 
this continues for some time it can become fixated and psychically worked 
through so that anxiety can then also he issued by the psyche. 

It was possible to ascertain in nearly all cases that the ailment had started 
with an actual anxiety neurosis, and that by drug treatment or abolition of 
the sexual disturbances, one can prevent the manifestation of the psycho¬ 
neurosis. The somatic neurosis only lasts for a certain time, some weeks or 
months, and then becomes built over in a psyclioneurotic manner so that then 
it may only be treated by a long-continued psychotherapy. In the cases of 
anxiety hysteria this psyclioneurotic projection is existent from the beginning 
and is to be treated by psychotherapy. Psychotherapy, then, has to treat the 
neurotic sexual abstinence and hypo-festhesia as sources of anxiety neurosis, 
and its secondary fixation. 

Involution Melancholia.—A. W. Werner, G. A. Johns, E. F. Hoctor, C. 
Ault, and L. Kohler 4 are responsible for an investigation on the probable etiology 
and treatment of involution melancholia. This malady occurs in both sexes. 
The age incidence is earlier in women than in men, occurring between 40 and 
50 years in the former, and usually after 50 years in the latter. The consensus 
of opinion is that involutional melancholia constitutes between 8 and 4 per 
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cent of all mental disease. Most writers agree that no acceptable organic 
pathologic changes of the central nervous system have been demonstrated. 

There seems to be a failure of these patients to adjust themselves to the 
stresses and strains incident to this period of life, when the endocrine glands, 
especially the reproductive glands, decline in function, with consequent changes 
in the chemical metabolic, and vegetative activities of the body. 

The writers do not deny the existence of psychological factors, but they feel 
that a more fundamental causal factor probably exists which unstabilizes these 
patients and allows this mental disorientation to manifest itself. They feel, 
furthermore, that they have secured sufficient evidence by controlled clinical 
research to justify the belief that involutional melancholia yields to treatment, 
thereby giving presumptive evidence for accepting an endocrine basis for this 
condition. The writers point out that about 40 per cent of patients with 
involutional melancholia recover. Convalescence, however, is slow and those 
who recover are frequently ill for two or three years. 

Treatment. —The treatment recommended by leading writers is of a negative 
character, such as guarding the patient against self-destruction, rest and quiet, 
sufficient sleep, maintenance of strength by nourishing food, and sedatives for 
nervousness and agitated states. The treatment as outlined is necessary, 
but it does not strike at any specific cause of the condition. As a result of 
their physiological researches the writers have felt that active treatment of a 
specific nature should be given in these conditions. They have therefore been 
led to treat a number of cases by injections of theelin , and they believe this to he 
a rational procedure, as the results seem to indicate. The dosage of I c.e. of 
theelin was decided on arbitrarily, and it was felt that larger doses would 
produce more rapidly beneficial effects. Werner and Collier have shown that 
the clinical results obtained by theelin administration are dependent on the size 
of dosage and the duration of administration. The time element is an important 
factor in recovery. While apparently remarkable response is had within the 
short time of one or two months in an occasional case, this is not the rule. 
When a favourable response is manifested, the improvement is gradual and 
continuous, in contrast to the apparently slow improvement and regressions 
of patients previously treated palliatively and expectantly. Cases showing 
marked improvement are kept in institutions with difficulty, for the patients 
wish to return home when they feel more normal and the relatives are anxious 
to have them at home for obvious reasons. When these patients become more 
rational, it is the consensus of opinion that most of them will do better under 
normal routine home life. However, their supervision and treatment with theelin 
should be continued at home under the care of the family physician for a period 
of one or two months after being symptom-free to assist stabilization. If, 
after the patient has been off treatment, the condition should give evidence 
of recurrence, treatment should be reinstituted to prevent a relapse to the 
previous degree of mental incapacity. It might he well to give theelin to 
women who manifest severe menopausal symptoms and not wait for the 
more serious mental illness to overtake them. 

Method of Procedure .—This experiment is being conducted at the St. Louis 
City Sanitarium and at Missouri State Hospital No. 4, Farmington, Mo., 
where a combined series of forty-one patients with involutional melancholia 
are under treatment and observation. 

To obviate the objection of some physicians who state that involutional 
melancholia is a psychosis and that these women would recover if physiologic 
solution of sodium chloride had been injected, so long as the patients thought 
that something was being done, they were paired, and one half of the number 
were given I c.e, of theelin intramuscularly daily, and the controls were injected 
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witli 1 c.c. of physiologic solution of sodium chloride daily. So that an honest 
and fair comparison of the results of treatment could "be had, the patients were 
paired as nearly as possible according to the severity of their mental condition. 
In other words, they were classified and paired as having excellent, good, fair, 
or poor chances for recovery. 

Conclusions. —Forty-one patients with involutional melancholia are being 
treated from an endocrinological point of view. Twenty-one of these women 
are being given 1 c.e. of theelin intramuscularly daily. The others are being 
used as controls but will be given theelin later. The improvement in the 
theelin-treated patients has been greatly accelerated by the use of this hormone. 
The more rapidly beneficial results obtained in the theelin-treated patients 
seems to indicate that the administration of this hormone is rational and strikes 
at the fundamentally causative factor. 

Depression with Tension.—W. Muncie 5 describes what he calls depression 
with tension. Tension the patient describes as a feeling of being taut under 
strain and unable to relax, and it finds expression in statements of dissatisfaction, 
discontent, and in restless, anxious attitudes. The special physiological mani¬ 
festations belong in part to the phenomena of autonomic imbalance, with 
evidence of sympathetic preponderance. There are anxiety symptoms referred 
to the heart. There appear to be definite precipitating factors in an intolerable, 
or at least not accepted, situation. The condition is usually prolonged, and 
often leaves residuals in the nature of hypochondriac or apprehensive invalidism. 
Treatment is difficult, because the patient is unable to arrive at a consistent 
working agreement with the environment, and to face his problems with decision. 
The author finds the continuous bath, together with barbital in small doses 
(2-5 gr.) two to four times a day, helpful. 

Prevention of Anxiety States. —In a paper on anxiety Elizabeth Sloane 
Chesser 6 refers especially to the question of prevention of anxiety which is so 
important to mothers, physicians, teachers, and psychologists. Briefly it is 
concerned with the following factors: (1) Training of the infant; (2) Good 
discipline for the young child ; (3) The inculcation of more and more independ¬ 
ence in the school and college phase in order to achieve a self-reliant, responsible, 
self-confident adult human being. 

Infant training comprises the inculcation of good physical habits, because 
body health has far-reaching influence on the mind and the emotions through 
the whole of life. The child’s environment should he quiet. This to town- 
dwellers especially is a serious problem in this age of noise and excitement. The 
nursery must, however, be a quiet and sunny room. The human being has 
a wonderful faculty of adapting to environment, so whilst loud noises which 
we associate with motor-ears are not desirable from any point of view, they 
must, for the moment, be accepted by parents. In the case of nervous children, 
double windows in the nursery may be considered. 

The emotional tone of the home affects children even in infancy. The family 
doctor may feel compelled to advise more harmony, less conflict between 
parents or other members of the household. Discord in the home tends to 
make children ‘anxious’. It is becoming a commonplace to the psychologists 
that anxious children—problem children—have frequently nervous problem 
parents. Peace in the home helps to prevent nervousness and apprehension 
amongst children, thus promoting mental hygiene. 

The second point is concerned with ‘good’ discipline. Without harshness 
or unkindness, the nursery child must he disciplined. He must be trained 
to foe punctual, tidy, obedient. Unpunctuality is a source of anxiety to many 
people, tidiness suggests mental control, and willing obedience to wise authority 
as distinct from fear-obedience is a desirable quality in anyone. 
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The third factor in the prevention of anxiety is associated with better educa¬ 
tion during the school phase. Training of the child towards independence, 
self-reliance, and a sense of responsibility should be the aim of teachers and 
physicians. Different types of children require different methods. In some 
eases encouragement is essential; in others such punishments as deprivation 
of certain pleasures or foods or earlier-to-bed have a good effect. The writer 
is entirely against corporal punishment, and anything which frightens a child. 
Irreparable damage to the nervous system is inflicted by unimaginative, stupid 
adults with the best motives in the world. Tasks should not be too difficult, 
whether mental or physical, for the period of life of the child. There are better 
ways of teaching children to swim than by throwing them into the water or 
blocking’ them over the head. 

Botany, often so boring in the schoolroom, can be made an interesting hobby, 
a lifelong enthusiasm, by any teacher who knows how to teach, to arouse interest, 
walking through the woods and fields of the countryside. Children should not 
be punished for irresponsibility or cowardice ; they should rather be encour¬ 
aged to take care of younger children and animals, and to talk freely of what 
they are afraid without the risk of parental disapproval or adult ridicule. 

Children must be gradually trained to independence and responsibility by 
being given more freedom and certain duties, which should be made as interest¬ 
ing as possible. A human being gains courage and self-confidence by overcoming 
difficulties. 

The Practical Features in the Study of Anxiety States. —Esther L. 
Richardson 7 observes that one of the most common symptom-pictures of 
nerves is that which is comprised in attacks of dyspnoea, palpitation, sweating, 
vertigo, precordial discomfort, and often gastro-intestinal manifestations, with 
the predominating emotional accompaniment of apprehensiveness—a vague 
fear of something going to happen. Its force is best described in the term 
Angst, or anxiety. Little attention was paid to the observation till 1909 when 
Freud described the same condition and labelled it 4 anxiety neurosis’. It is 
interesting to note that anxiety attacks show a marked increase in mass health 
during periods of mass excitement and worry for any reason. For example, 
in 1918 and 1919, during the influenza epidemic, these cases were very, 
very common in private and dispensary practice. They were termed 4 post-flu 
hearts’ in those days. But we may well ask ourselves how much of this 
symptomatology was due to actual influenza heart damage, and how much 
of it was associated with a high pitch of emotional excitement due to an epidemic 
that rivalled the black plague in its mortality rate. During the year 1920, when 
the American was sitting comfortably on an inflated economic foundation, 
there were registered only 80 of these patients in the dispensary of the Henry 
Phipps Psychiatric Clinic of the Johns Hopkins Hospital. In 1982, when the 
country began to feel the pressure of deflation, 232 cases of anxiety states were 
registered at the Clinic. 

It would, therefore, seem reasonable to study the symptom-complex of 
anxiety attacks to see what lies behind in the rank and file of cases. The com¬ 
plaints of palpitation, fluttering, giddiness, heart turning over, sinking spells, 
shaking, sweating and flushing, weakness, constriction in the chest, pain around 
the heart, substernal pressure, shortness of breath, tightness in the throat, 
fear of being alone, etc., are symptoms with which we all are familiar in states of 
fear. The receipt of bad news, the necessity of speaking in public, the finding 
of ourselves in situations of danger, call forth in each of us these physiological 
manifestations of fear. Cannon, of Harvard, has described for us in detail what 
fear does to animal physiology. We pay no attention to these distressing 
cardiovascular and respiratory and gastro-intestinal body protests because 
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they seem to be a reasonable accompaniment to a definite emotional state. 
We' are afraid of something concrete and perhaps objective, such as death of a 
loved one, financial disaster, personal disgrace, physical danger. Similar body 
protests in the anxiety patient seem unreasonable because we see no concrete 
thing happening to him, and this sounds unreasonable to us. But suppose 
we go back and study the personality of this individual, and see if we can find 
a reason why he behaves in this way. In doing so we discover that he is 
invariably a person who all through life has been timid, supersensitive, over¬ 
anxious, an 4 easy-worrier 5 , extremely conscientious, serious-minded. One 
never finds anxiety states in a phlegmatic temperament. Such an anxiety 
temperament, prone to go out to meet trouble instead of waiting until it gets 
to him, is bound to react in an exaggerated way to every sling and arrow of 
outrageous fortune which he encounters in the pathway of life. He takes life 
very seriously and very hard. Circumstances which another temperament 
would make light of and pass over, this kind of individual broods over, takes to 
heart, and worries about. His family may not realize it. His friends and 
business associates may not know it, but the process of temperamental fermen¬ 
tation goes on nevertheless. For weeks and months preceding the condition 
that we call an anxiety attack, the soil of his conscious processes has been 
ploughed and harrowed for the reception of some shock or sudden experience. 
The shock or experience may seem trivial and insignificant to us as we look 
at it in the light of a single incident or episode. But to him it is the culmination 
of a long period of anxious worry and mental unrest. This precipitating factor 
may be an operation, the illness of a child, a financial loss, a demotion, a pro¬ 
motion to a position of responsibility, an accident. One sees the condition 
frequently in children following a tonsil and adenoid operation which has been 
preceded for weeks by family conversations about death from taking ether, 
and haemorrhages, and the terrible things that happen to people in hospitals. 
Such talk effects an impressionable child, but rolls off a phlegmatic one. 

The first point in the treatment of a patient in an anxiety state is to settle 
the issue of heart or stomach or thyroid condition by a thorough examination 
of the physiological functioning of which the patient complains. This examin¬ 
ation should be completed as speedily as possible. Having ruled out any 
so-called lesional pathology the next step is to convince the patient that these 
body protests of heart or gastro-intestinal tract represent emotional states, 
the nature and content of which it is the doctor’s business to discover and 
interpret for his patient. One must remember that all of us are very suggestible 
as human beings, hut the anxiety neurotic is especially suggestible. It does 
no good to tell such a palpitating individual that his heart is sound, and then 
give him a tonic or some other bottle of medicine, and tell him to go slowly, 
to rest as much as possible, or to take a trip somewhere. The best educational 
process is sending such a patient right straight hack to work, or to send him 
into crowds, or whatever else he is afraid of, telling him that he is quite likely 
to have other seizures, that he will feel wretchedly apprehensive, but if he will 
stick it out he will cure his fear, and he alone can do the trick. 

The next step is to discover the factors of situation or domestic relations or 
vocational misfitting that have upset the patient’s equilibrium. The physician 
who reads psycho-analytic literature is apt to go about this by looking for some 
very obscure and complex mental conflict. As a matter of fact the common 
factors lying behind anxiety states are relatively simple. It is almost useless 
to ask such a patient if anything is worrying him, for he usually gives a perfectly 
smooth story in the negative, not because he is secretive, but because he is 
honestly unaware of what is upsetting him. He may be aware of situations 
that are uncomfortable, but quite unaware that they are having any effect on 
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him. It is up to us to take a little time to go into such commonplace matters 
as fear of losing a job, illness in the family;, sudden deaths from stroke and 
heart disease, the losing of a home through inability to meet building loan pay¬ 
ments, an accumulation of small debts, crowded living conditions associated 
with having to bring indigent relatives into the family home. Having dis¬ 
covered these factors it is not enough to tell such a patient not to worry, and 
to exercise self-control. The facts revealed may make him feel ashamed that 
such matters could get a rise out of him. Right here it is very important to 
put him at ease with regard to the frequency with which similar irritations 
upset all of ns. It is helpful to take a little time to explain to him that under 
situations of discomfort even you and I, his physicians, are conscious of our 
bodies protesting in palpitation, sweating, shortness of breath, nausea. This 
makes him accept his symptoms as natural biological processes that others 
have, and desensitizes him to scare, in a quiet, matter-of-fact manner. 

Having given the patient dramatic doses of reassurance with plausible 
explanations, the next step is to get hold of husband or wife or parents and 
explain matters to them. It is well to do this in the patient’s presence so that 
he does not think that you are telling one thing to him and another to his family. 
Elicit the family’s intelligent co-operation in treating the next anxiety attack 
in as casual a manner as possible. Prescribe emphatically that the next time 
the patient has an attack in a movie, at home, or on the street car, the family 
is to sit quietly, not yielding to the patient's demands for spirits of ammonia, 
opening of windows, fanning, rubbing of hands and feet, and all the many pro¬ 
cedures, environment goes through in its own fear of the patient’s apprehensive¬ 
ness, that he or she is dying. Such activities merely graft another scare upon 
the one which the patient already has. If relatives are given these instructions 
in the patient’s presence, they have a chance to carry them out backed up by 
the doctor’s recommendations, and the patient cannot accuse them of being 
cold and heartless. All these details may sound childish and a w r aste of time, 
but they are frequently necessary to produce the psychological reassurance 
that the patient needs to calm his panic. If the patient really wants to be well 
and is not using his attacks as a cudgel over the heads of the environment, and 
if the family will carry out their share of the treatment, the condition subsides 
with surprising rapidity. Of course, there are a certain number of patients 
who do not want to be well, and there are a certain number of patients in whom 
anxiety attacks are not psvchoneurotic manifestations but episodes that occur 
as part of, or prodromal features of, a major psychosis, such as the manic- 
depressive and the schizophrenic or dementia pnecox group, or as part of a 
psychopathic personality picture. Of the 232 eases mentioned above,, 65 per 
cent responded in a matter of weeks or a month or two to the treatment pro¬ 
cedures the writer has outlined. The remaining 35 per cent fell into the groupings 
of unmodified human material for reasons just described. 

In summary, then, anxiety attacks, or anxiety neuroses, are common and 
relatively benign nervous conditions that the practitioner can handle effectively 
if he is not too befogged by the complexities of psycho-analytic literature, and 
if he is willing to take a little time and interest in understanding the personality 
and situational background of his respective patients. The condition, may, 
however, fall into chronic invalidism and a profound doctor-habit status if 
treated along the mechanical lines of rest, drugs, and specific intensive therapy 
directed against physiological systems that happen to be registering protests 
against emotional strains of which the patient may or may not be aware. 
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AP10L POLYNEURITIS. {See Polyneuiuxis, Apiol.) 

APPENDICITIS. A. lien die Short, M.D ., F.R.C.S. 

Etiology and Histojliy. —W. II. Bowen, 1 using the records of Guy’s 
Hospital, finds confirmation of the researches published fifteen years ago by 
Rendle Short that the great rise in frequency of appendicitis in England took 
place between 1885 and 1895. There were 9 cases at Guy’s in 1875, 13 in 1885, 
and 57 in 1895. He maintains, and justly, that the presence of a stercolith 
is a very important factor in bringing on a severe attack. Stercoliths are to 
all intents and purposes dried faeces, with much disintegrating vegetable matter 
as a basis. There is no foreign body. Apparently some form of appendicular 
stasis is the local fault. 

In Australia, according to C. J. Officer Brown, 2 the frequency of deaths from 
appendicitis has been steadily rising between 1910 and 1933. In Edinburgh 
also there has been a steady increase in the number of cases admitted to hospital; 
from 787 in 1925 to 909 in 1932. The type, however, is milder, and probably 
more early cases are being sent in. There is no special seasonal incidence. 
The age most liable is 19 for both sexes. Young children and old people suffer 
from a much more fatal type of the disease. The general mortality in 8000 
cases was 4-5 per cent; in cases with general peritonitis it was 28 per cent 
(L. E. Weevil and H. L. Wallace 2 ). General peritonitis was treated by 
operation. 

C. B. Wood 1 writes on appendicitis in persons past sixty, and finds the 
mortality 28 per cent. The symptoms are often atypical, and the diagnosis 
missed. Cramp-like pain, distension, constipation, and vomiting are the 
initial symptoms, and there may be no localization in the right iliac fossa. 

Diagnosis. —F. S. Tange 6 advocates a leucocyte count by the practitioner, 
which may give a valuable clue to the diagnosis and also to the severity of 
the disease. A count of 16,000 or more usually means a sharp attack. A 
blood sedimentation test may be helpful (A. Lesser and H. A. Goldberger, 8 
of New York ; C. T. Smith and T. Harper, 7 of Rocky Mount, N.C.), It takes 
only an hour to read. In appendicitis, whether catarrhal or suppurative, the 
rate is normal; in salpingitis and most other acute abdominal conditions it is 
increased. 

Relation of Mortality to Treatment.—E. M. Stanton, 8 of New York, 
has reduced his death-rate from 6-9 per cent (116 cases) in 1907-15 to 5*6 per 
cent (380 cases) between 1915 and 1923, and 2*16 per cent (508 cases) between 
1924 and 1933. The improvement is due to two factors : partly to an increased 
number of early cases, and, in equal degree he thinks, to better treatment of 
the eases seen late, with peritonitis already developed. In his earlier series 
he operated on a good many of these, with a high death-rate ; in his later 
series they were all treated by the Ochsner expectant method. 

E. E. Arnheim and H. Neuhof 9 also report a reduction from 8*2 per cent in 
1928-30 to 2*8 per cent 1931-3, mild cases being excluded. The improvement 
is attributed to a general all-round advance in technique before and at 
operation, and to postponement of operation for patients with appendix 
abscess. 

J. C. Storey 10 quotes a fatality-rate of 40*83 per cent in 289 cases operated 
on in Australia for appendicitis with diffuse peritonitis. In 85 patients so 
diagnosed by F. Coller and E. B. Potter, 11 of Ann Arbor, Michigan, the Ochsner 
conservative method was followed, and 9*3 per cent died. Of the 77 who 
survived, 29 subsided entirely without operation and in 48 a localized abscess 
formed and had to be opened. In the majority of these the appendix was 
removed at a later date. Sampson Handley 12 calls attention to a dangerous 
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type of basal appendicitis with enormous swelling of the meso-appendix 
due to cellulitis thereof. Bigidity of the abdominal wall is absent from 
the first., and a lump appears early. The appendix should be removed, 
but the cellulitic mass ought to be let alone unless there is an obvious 

collect ion of pus. 

Post-operative Hernia.— G. A. Carlueei, 13 of New York, investigated the 
condition of the abdominal wall in 700 patients after appendicectomy, and 
fotmd some weakness in 12 per cent. In clean cases the figure was 2-7 per 
cent; in drained, or infected, from 17 to 26 per cent. An actual hernia was 
present only in 62 of the 86 eases with an abdominal wall defect; in 66 there 
was merely a bulge. 

Pylephlebitis.—According to \Y. II. Snyder, M. Hall, and A. W. Allen, 14 
of Massachusetts, this dangerous complication occurred in 0-6 per cent of the 
total cases of appendicitis, and only 2 out of 27 sufferers survived. It was not 
usually diagnosed until a fortnight after the onset of the appendicitis, and was 
specially liable to follow not-clean eases with a succession of rigors. An early 
rigor is of no great importance, but about one ease in six who had rigors passed 
on into pylephlebitis. Ligature of the ileocolic vein is recommended as a 
preventive, but the difficulty is to know when to do it. It is worth operating 
on developed cases. A few are on record in which one or more superficial 
abscesses of the liver were found and opened and recovery followed. 

Befebences#— Htuy's Hasp. Reports* 1934, Get., 489; “Med. Jour, of Australia , 
1934, Sept., 407 ; *Edln. Med. Jour. 1934, Get., 557 ; *Amer. Jour. Surg. 1934, Nov., 321 ; 
'Med. Jour, of Australia, 1934, Sept., 310; 6 Surg. Gynecol, and Obst. 1935, Feb., 157 ; 
7 Amer. Jour. Med. Sri. 1935, March, 383 ; \Surg. Gynecol, a/.d Obst. 1934, Nov., 738 ; 
9 [hid. Aug., 189 ; h, Mcd. Jour, of Australia. 1935, May, 639 ; ll Jour. Amer. Med. Assoc, 
1934, Dec., 1753 ; 1J Clinical Jour. 1935, Jan., 1; ^Ann. of Surg. 1934, Dec., 1177; 
u Xctu Eng. Jour. Med. 1935, Jan., 183. 

APPENDICITIS, ACUTE, IN CHILDREN. 

John Fraser, ChM ., F.E.C.S.Ed. 

Mortality.— S. MeLanahan 1 points out that the mortality really depends 
upon two factors—the extent of the lesion and the age of the patient. These 
fundamental considerations are brought out in two groups of statistics. In 
a total of 179 eases the appendix was unruptured in 125, and these were sub¬ 
mitted to operation without a single fatality ; in 28 cases there was some leak¬ 
age from the appendix with resulting abscess formation, and again operation 
was carried out without mortality ; but how different was the picture in the 
the final group of the series, cases of ruptured appendix with spreading peri¬ 
tonitis—here there was a mortality of 26*9 per cent. 

The relation of age to death-rate is brought out in a second analysis, 
which may be summarized as follows. In cases of 5 years of age and under 
the death-rate was 22-2 per cent, between the ages of 5 and 9 years it was 
1*8 per cent, while from 9 to 16 years the mortality was nil. These are impres¬ 
sive figures. It is true that the facts are well known and recognized, but it 
is surely regrettable that we do not seem able to improve the situation in any 
striking way. The point at issue is really one of early diagnosis, and it seems 
unlikely that structural peculiarities of the infantile appendix play any impor¬ 
tant part in the matter, but how* earlier diagnosis is to be achieved is a very 
difficult problem. There are, however, three principles, which, if adopted 
and acted upon, w ould undoubtedly produce some improvement. These are : 

(1) To educate parents in the importance of seeking medical advice whenever 
a child complains of abdominal pain, meanwhile avoiding the use of cathartics ; 

(2) To appreciate the fact that appendicitis may arise at any age ; (6) To 
realize that early operation affords the best result. 
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The same question is the subject of a paper by Henry Hudson, junr., 2 who 
makes the following statement. “ In Massachusetts in 1900 appendicitis was 
listed as the cause of death of 25 children, while in 1930 it was the cause of 
death of 107. This represents an increase in child deaths from appendicitis 
of 428 per cent during a period in which the child population increased only 
41 per cent.” At first sight this seems to indicate an alarming situation, and 
it may be that it does so, but the conclusions to be drawn from statistics are 
open to misconception unless the figures are most carefully controlled, and 
before they can be accepted as fully reliable they demand qualification in at 
least two directions, an appreciation of the measure in which the diagnosis is 
more accurate than it was thirty years ago, and the extent to which the inci¬ 
dence of the disease has increased. It is true that these are points upon which 
it is difficult to secure reliable information, but it is evident that such informa¬ 
tion is vital if accurate conclusions are to be reached. Putting aside, however, 
this criticism, the paper voices the concern which the situation engenders, and 
makes a strong plea for the importance of educating those in charge of children 
in the potential dangers which underlie all cases of abdominal pain. 

Differential Diagnosis of Appendicitis in Children. —In considering 
this question attention should be given to the possibility of acute or subacute 
mesenteric lymphadenitis simulating appendicitis. The subject is discussed 
by S. L. Goldberg and I. T. Nathanson 3 in a paper entitled “ Acute Mesenteric 
Lymphadenitis The syndrome produced may bear a close resemblance to 
that associated with acute appendicitis—there is pain referred to the lower 
right quadrant of the abdomen, there may be some degree of muscular rigidity, 
there is often nausea and even vomiting, and in some cases the temperature 
is raised. The glands affected are usually those in the ileocaecal angle, and 
the pathology of lymphadenitis depends on a variety of possibilities. The 
infection may arise as the result of absorption from a localized enteritis in the 
lower coils of the ileum ; sometimes the glands are disturbed secondary to 
a generalized blood infection of a streptococcal or pneumococcal type; but in 
the majority of instances the glands are already the site of a tuberculous change, 
and, their resistance being thereby diminished, they react to a degree of absorp¬ 
tion from the intestine which in a healthy subject would produce no evident 
change. 

The decision of the exact diagnosis is often a matter of great difficulty, for 
it is evident that the clinical syndrome has a close resemblance to that pro¬ 
duced by appendicitis, but, if the position is analysed with sufficient care and 
accuracy, it should be possible to arrive at a correct conclusion. Acute and 
subacute mesenteric lymphadenitis differ from appendicitis in the following 
ways : (1) The stage of referred middle-line pain introductory to a typical 
appendicitis and so characteristic of that disease is absent; (2) Although there 
is tenderness on pressure, there is absence of muscular rigidity, which results 
from irritation of the peritoneal area ; (3) Vomiting is rarely present, though 
there may be nausea. It is true that this last feature is so inconstant as to 
be of little real value in the problem of differential diagnosis, but, in conjunc¬ 
tion with other evidence, it may be of significance. The really important 
lesson of diagnosis, however, is that, if any doubt remains in the distinction 
between appendicitis and mesenteric lymphadenitis, it is infinitely wiser to 
operate than to risk the disaster of overlooking acute appendicitis. 

F. Klages 4 has published a long paper on the differential diagnosis of peri¬ 
tonitis in children. The subject is discussed in such a general manner that 
it does not readily lend itself to review. The basis of the paper is an analysis 
of 550 cases observed during the past ten years, and from a statistical point of 
view the results have interest for those requiring information of this character. 
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The author claims that 64 per cent of peritonitis cases in children are attribut¬ 
able to infection of the appendix. The mortality figures are very similar to 
those repotted by other observers—a general mortality-rate of 3*2 per cent, 
and a mortality of 2S-2 per cent in general peritonitis secondary to perforation. 
These figures convey an additional warning as to the importance of accurate 
diagnosis and early operation. 

In. discussing the differential diagnosis between acute appendicitis and 
pneumococcal peritonitis Ivlages draws attention to the importance of the 
leucocyte count. He claims that in the latter disease counts have been noted 
of from 30,000 to 70,000 with a polymorphonuclear content of 90 per cent. 
This question has already been the subject of comment in the Medical Annual 
(1932, p. 353) when a paper by J. H. Duncan was reviewed, but recent literature 
on the subject lias tended to raise doubt whether the leucocyte count is of real 
value in the diagnosis. It has been pointed out that in the early stages of 
pneumococcal peritonitis the leucocyte count may be relatively low. 

References. — l Amcr. Jour. Surg. 1934, xxv, July, 14; -New Eng. Jour. Med. 1935, 
onxii, April 11, 670; z Amer. Jour. Surg. 1934, xxv, July, 35; *Zentralb. /. Chir. 1934, 
(Jet/ (5, 2305. 

ARRHYTHMIA. (See also Heart-block.) A. G. Gibson , M.D., F.R.C.P. 

M. S. Segal 1 reports 2 cases of auricular flutter and 3 cases of auricular 
fibrillation in reviewing 192 cases of bacterial endocarditis. This corresponds 
with the rarity of these arrhythmias in this affection as originally reported. 
The author associates their presence with the myocardial lesions that are 
described in subacute endocarditis. No Aschoff bodies were found in the 
microscopic sections of the cases reported. The frequency of auricular fibrillation 
in mitral stenosis probably has to do with the stenosis itself and the consequent 
changes that occur in the right auricle. There was no instance in the reported 
series at post-mortem examination of any serious mitral stenosis, though 
there was evidence of mitral regurgitation. 

A. C. Ernstene and B. V. Muivey 2 draw attention to the occurrence of 
auricular fibrillation in relation to the operation of thyroidectomy : 7 per cent 
of their 213 patients had auricular fibrillation before operation, and 16 per 
cent of the remainder who had had normal rhythm developed it after the 
operation. Auricular fibrillation was present in two patients with adenomatous 
goitre but without hyperthyroidism before the operation, and there were four 
other patients also with adenomatous goitre and no hyperthyroidism who 
developed fibrillation after the operation. The factors that are more potent 
in the development of auricular fibrillation are the age of the patient and the 
duration of the hyperthyroidism. It is seldom seen below the age of 40. The 
basal metabolic rate appears to have little influence. The development of 
auricular fibrillation after operation appears to be more likely in those wih 
colloid goitre with multiple adenomata. An increase in the rate of metabolism 
following operation is probably the essential factor in the arrhythmia. 

R. D. Friedlander and S. A. Levine 3 made a study of 35 cases of auricular 
fibrillation and 4 cases of auricular flutter without evidence of organic disease ; 
13 of the cases of auricular fibrillation were transient and 22 were permanent. 
The exciting causes were exertion, gastro-intestinal disturbance, and pulmonary 
infections. Digitalis diminishes the frequency of transient attacks of fibrillation 
but is ineffective in restoring normal rhythm in the permanent group. Quinidine , 
however, is generally effective. The authors emphasize from this study the 
view that auricular fibrillation and flutter must be regarded in some cases as 
benign or functional, and they suggest a neurogenic origin in these instances. 

M, Campbell and S. S. Suzman 4 report a case of auricular flutter which showed 
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temporary reversion to normal rhythm after six years. She was a middle- 
aged woman who had had rheumatism and had suffered in 1927 from aortic 
and mitral disease and severe congestive failure. At that time she was found 
to have auricular flutter with a 2-1 heart-block. After six years of flutter, 
while on digitalis three times a day which she had been taking for some time, 
normal rhythm returned and continued for three months. The advent of normal 
rhythm improved her condition, though throughout she suffered from slight 
oedema. 

F. Josephthal 5 records a case of cardiac collapse nineteen days after the 
commencement of diphtheria and two days after discharge from hospital. The 
patient appeared moribund, electrocardiograms showed a frequency of 250, 
and the auricular complexes were unrecognizable. The diagnosis of ventricular 
fibrillation was made and the patient was restored by giving intravenous 
injections of 20 c.c. of 25 per cent dextrose solution. Three months later the 
electrocardiogram was practically normal. 

References. — x New Eng . Jour. Med. 1935, ccxii, 1077 ; z Amer. Jour. Med. £>ci . 
1934, elxxxviii, 382 ; z New Eng. Jour. Med. 1934, ccxi, 264 ; 4 Lancet, 1934, ii, Oct. 27, 
923 ; 5 Abstr. in Brit. Med. Jour. 1935, i, 71. 

ARTERIES, PERIPHERAL, DISEASE OF. {See also Blood-vessels, 
Surgery of; Hypertension.) A. G. Gibson, M.D ., F.R.C.P. 

In regard to the pain in thrombo-angiitis obliterans G. A. Goldsmith and 
G. E. Brown 1 find several distinct types : that arising from blood-vessels, from 
spasm or stretching, infection, that induced by exercise, pain occurring at rest, 
the pain of ulcers and gangrene, the pain of inflammatory lesions of blood¬ 
vessels, and the pain of acute occlusion and ischaemic neuritis. The two main 
factors are ischaemia and inflammation. All types of pain are amenable to 
treatment with the exception of that caused by severe degrees of ischaemic 
neuritis. 

N. W. Barker 2 points out the extreme danger of such injuries as minor 
bruises, irritation from the rubbing of shoes, exposure to cold, and even the 
normal pressure such as on the soles of the feet, in conditions of threatened 
gangrene. Of 171 patients with thrombo-angiitis obliterans, in 10 per cent 
gangrene had followed accidental trauma of this kind, and in 35 per cent it had 
followed therapeutic measures undertaken for painful toes or feet. In a corres¬ 
ponding series of 115 patients with arteriosclerosis in which the circulation had 
become deficient accidental trauma preceded gangrene in 17 per cent and 
therapeutic procedures in 39 per cent. The therapeutic procedures included the 
removal of ingrowing toe-nails and of corns, incisions for suspected abscesses, 
thermal burns, and the application of strong chemicals for skin conditions. The 
author suggests that in all these procedures it ought to be ensured that the 
circulation in the main arteries is adequate. 

G. de Takats 3 confirms the value of the treatment of organic vascular 
obstruction by intermittent negative pressure. Rest pain was promptly abolished 
at the beginning of treatment. Intermittent claudication was improved in 
those with sufficient cardiac reserve after prolonged treatment. Cyanosis, 
particularly that from frost-bites, was improved. Indolent ulcers healed more 
promptly. No effect was seen in gangrene. The least favourable outlook is in 
those with arteriosclerosis, cardiac damage, and a moderate or low blood-pressure. 
In two patients with Buerger’s disease (thrombo-angiitis obliterans) there was 
no response. 

E. M. Landis and L. M. Hitzrot 4 find that this method has considerable value 
in the treatment of advanced peripheral vascular disease. Cyanosis was 
usually diminished and the symptoms improved. The rest pain of ischaemia 

4 
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was abolished during the use of suction and pressure, and became less severe in the 
intervals, but lasting relief of pain was not seen when gangrene or large sloughs 
were present. Enlarging or indolent ulcers began to heal soon after beginning 
the therapy, and the pain of intermittent claudication became less. The appli¬ 
cation of this method must be cautious and small changes of pressure used 
at first. It is contra-indicated in the presence of acute inflammation or 
encapsuled pus. The pressures used were from - SO to - 120 mm. of mercury 
up to 40 to SO mm. of mercury, negative pressure being applied for 25 seconds 
and positive for 5 seconds. Treatment was from one to two hours once or 
twice daily to three times weekly, and finally reduced to once w r eekly. 

L. G. Herrmann and M. R. Reid 5 also give their experiences in the conservative 
treatment of peripheral vascular disease, especially by this method. There are 
illustrations of the method and of the instruments necessary. They conclude 
that methods directed towards the increasing of the circulation have a very 
important place in the treatment of these conditions. In the course of over 
12,000 treatments they have obtained startling results amongst patients suffering 
from more or less sudden occlusion of one of the major arteries of an extremity 
such as for instance from ligation or embolism. The danger of gangrene can 
often be averted. In this type, of 75 patients, after varying amounts of treat¬ 
ment, all patients reported complete relief of all major symptoms, including 
severe intermittent claudication, and no amputations were necessary. When 
the secondary arterial pathways of the extremity were affected, out of 46 patients 
26 were completely relieved of all major symptoms, and 23 v T ere greatly improved 
and able to resume their work, but were not completely relieved of pain. In 
those with involvement of the arterioles of the feet, 3 only out of 19 stated that 
they had been relieved of their pain and that the colour of their feet had 
improved. 

E. L. Stern 0 finds that the intraspinal subarachnoid injection of absolute 
alcohol can be used from time to time without harm as a method of relieving 
pain and improving the circulation in the early stages of thrombo-angiitis 
obliterans. It appears to affect the dorsal roots only and in so doing blocks 
certain afferent nerves for a long period without paralysing any muscle. It 
relieves the pain of intermittent claudication and of ulcers or of amputation 
stumps by improving the circulation. The method is to inject 8 to 16 min. of 
absolute alcohol at intervals of about one week until all the dorsal roots to 
the tenth thoracic nerve downwards are affected on both sides. In the case of 
the lower limbs the first injection is given between the 8th and 9th thoracic 
spines, the next injection one space lower after a week’s interval, and so on, 
until all the posterior roots of the lumbar and sacral segments have been 
exposed to alcohol. It is necessary to use great care when injecting between 
the 2nd and 3rd lumbar spines, and to give only small doses, as serious bladder 
and rectal paralysis may result. 

G. W. Scupham 7 finds that theobromine and its salts , or theobromine sodium 
acetate, act best as peripheral dilators in peripheral arterial sclerosis and 
thrombo-angiitis obliterans. They are particularly useful when a spasmodic 
element is prominent. Subjective symptoms are important, and some 
tendency to repair the loss of tissue integrity has been noted. Their action 
fails in certain cases. In Raynaud’s disease and acrocyanosis, which are 
included in the functional group, no improvement could be shown even in one 
case treated for six w T eeks. The results w r ere experimentally confirmed by 
observation of the skin temperature. 

References. — KAmer. Jour. Med. Sci. 1935, elxxxix, 819 ; z Jour. Amer. Med . Assoc. 
1935, civ, 2147 ; Ubid. 1934, chi, 1920; *A?ner. Jour. Med. Sci. 1935, elxxxix, 305; 
*Ann. of Burg. 1934,c, 750 ; *Med. Record, 1935, cxli, 244; 7 Arch, of Internal Med. 1934, 
liv, 685. 
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ARTERIOSCLEROSIS. (See Blood-vessels, Surgery of.) 

ASBESTOSIS. (See Industrial Diseases.) 

ASTHMA AND HAY FEVER. (See also Bronchitis and Emphysema.) 

L . S. T. Burrell , M.D., F.R.C.P. 

Asthma.—Opening a discussion on the etiology and treatment of asthma, 
Sir Humphry Rolleston 1 said that it was only one of the reactions in the large 
group of allergic diseases. Adrenalin, which gives so much relief in asthma, 
is said to remove eosinophils from the blood. Livingstone 2 referred to treat¬ 
ment by breathing exercises, which has three objects : (1) To get rid of the 
temporary emphysema ; (2) To increase the diaphragmatic, and so reduce 
the thoracic, breathing; (3) To relax the intercostal and other respiratory 
muscles which are in a state of spasm. He said that out of 77 cases, 66 per 
cent showed considerable, and another 16 per cent slight, improvement. Adams 3 
stressed the importance of nutrition and intestinal toxaemia. He said that the 
belief that asthma resulted from a toxicosis would explain the hypochlorhydria, 
impaired liver, renal, and thyroid function, and the cachexia. There is no 
doubt that intestinal antiseptics, such as hydrarg. c. cret. or calomel, or a 
course of colonic irrigation, often give great relief. 

Levin 4 advocates the injection of 2*5 c.c. of absolute alcohol into the t hir d, 
fourth, iifth, or sixth intercostal space, 4 cm. away from the spine, in order to 
paralyse the bronchial rami in the sympathetic dorsal fibres where they join 
the intercostal nerve. Of 16 patients treated in this way there was complete 
relief in 10 after from four to eight injections, and in only 2 cases was there 
only slight improvement, although the majority were of long standing. 

Asthma may be a reflex action, especially from the nose. Irritation in the 
nose often produces rhinorrhoca or hay fever, and although asthma cannot be 
caused by stimulation of the nose, Moll 5 says that certain areas in the nose, 
and especially the middle turbinate, are closely associated with the naso¬ 
pharyngeal reflex, and irritation may cause bronchospasm. He thinks, how¬ 
ever, that hypertrophy of the turbinates and sinus disease are more often the 
result than the cause of asthma. He reports the result of operation on the 
nose or throat in 109 patients, and only 3 of them were cured. The operation 
was tonsillectomy in 43, of whom 1 was cured, 5 much improved, and 24 
remained unchanged. In the other 2 cases of cure the operation was for 
removal of a polyp in one and a tonsillectomy with submucous resection in 
the other. He states that of a series of over 700 cases treated by operation 
and reported in the literature, 10 per cent are reported as cured and 56 per cent 
as improved. The result of operation must be regarded as disappointing. 

Freeman 0 considers there are at least five factors which determine the site 
or localization of an allergic reaction : (1) The place of action of the irritant; 
thus, if the nose is irritated rhinorrhoca occurs, whereas urticaria follows 
irritation of the skin after an insect sting. (2) Trauma; after pneumonia 
or poison gas the lungs may be injured, and tendency to asthma develop. 
(4) Nerve irritation. (5) Psychological factor; this factor undoubtedly 
exists, though Freeman thinks it is exaggerated by some psychologists. 

Livingstone 7 agrees that there is a neurotic type in which the attacks aie 
associated with emotion or worry. It seems probable, however, that there 
is always some other element besides the neurotic one. At the beginning of 
an attack an emetic is most valuable. The immediate relief which often follows 
vomiting suggests that it is due to a reflex rather than toxic elimination, 
although it is advisable to give calomel and salts in order to disinfect and clear 
the bowels. 
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Each asthmatic has his own remedy, and what suits one fails with another. 
Adrenal in, or some allied preparation, gives relief in the actual attack in most 
eases, so that if it fails one may suspect that the case is not one of simple 
asthma. The reviewer recently saw a patient with severe asthma which did 
not yield to any treatment, and proved fatal in four months from the onset. 
The autopsy showed a membranous bronchitis. 

Treatment by inhalation is sometimes useful, and the Apneu apparatus 8 
is a good one to use, as it is worked by oxygen, and under sufficient pressure 
to make very small the particles of the drug used. 

Skin tests are not now employed so frequently in order to discover hyper- 
sensitiveness. It is recognized that a positive skin reaction may be produced 
by a substance which does not cause asthma in the individual tested, whereas 
a causative substance may fail to give a positive skin reaction. Colmes 9 made 
skin tests in 250 asthmatics, 93 with urticaria, and 314 with seasonal hay fever. 
He found that of the asthmatics only 40 per cent of the reactions were of 
clinical and diagnostic importance and in urticaria only 4 per cent. In hay 
fever, however, 99 per cent reacted to pollens which were causative of their 
disease. 

Hay Fever. — Freund 10 has obtained good results by specific protein desensiti¬ 
zation before and during the season, but better still by giving the injections 
all the year round. He found that when the injections are stopped tolerance 
rapidly disappears, as can be shown by skin tests. If injections are given 
every fortnight all the year round, tolerance is maintained. 

Walker 11 states that of 100 patients cured apparently by desensitization, 
in 44 the skin tests remained positive. He also found many cases of 
positive skin reactions in patients who had never shown any manifestations 
of allergy. 

References .— l Proc. Roy . Soc. Med. 1935, xxviii, 247 ; z Ibid., 252 ; 3 Ibid 255 ; 
4 Lancet, 1934, ii, 249 ; h Brit. Med. Jour. 1934, ii, 299 ; *Proc. Roy. Soc. Med. 1935, 
xxviii, 24S ; 7 Practitioner , 1935, exxxiv, 591 ; 8 Inhalation Therapy Technique, 1935, 
London : Heinemaim ; a JY ew Eng. Jour. Med. 1935, eexii, 725 ; 10 Med. Record , 1935, 
cxli, 357 ; 11 Jour. Amer. Med. Assoc. 1926, xc, 750. 

BANTI’S DISEASE. (See Blood Diseases.) 

BED-BUGS AND THEIR CONTROL. 

G. E. Oates , M.D., M.R.C.P ., D.P.IJ. 

The most prevalent and the most troublesome of the insects wdiich infest 
working-class houses is the bed-bug. Once introduced into an old and dilapi¬ 
dated house it is almost impossible to eradicate this pest by household remedies. 
The capacity of the bed-bug to travel considerable distances is often responsible 
for house-to-house infestation, but more commonly the insects are introduced 
on the clothing or in furniture. Like all insects, bed-bugs can be killed by 
insecticidal powders and sprays, but it may be impossible to reach them behind 
plaster and skirting-boards. A gas is more effective, and a safe and reliable 
one is sulphur dioxide > transported in the liquefied form or, more cheaply, 
generated by the burning of rock sulphur. Unfortunately this gas is not invari¬ 
ably lethal to the eggs and immature stages of the bed-bug, and repeated 
sulphur fumigations may be necessary if eradication is required. Hydrocyanic 
acid gas is intensely lethal to bed-bugs and affords the only reliable method of 
eradication after one exposure. The gas can he generated in pots by adding 
sodium cyanide to sulphuric acid and water, or by the use of the liquefied gas 
in the form of a spray. Other methods include the use of liquid cyanide 
absorbed in kieselguhr (Zyklon B) or in discoids of wood pulp, both of which 
give off the gas when exposed to the atmosphere. Whatever method is used. 
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it is essential that a concentration is maintained that will kill bed-bugs and 
their eggs—for instance, a concentration of 2 per cent for two hours is stated 
to be absolutely effective. 

Hydrocyanic acid is coming into general use for the disinfestation of furniture, 
of houses prior to occupation, and of houses prior to demolition. A. M. M. 
Grierson 1 describes the methods used in the City of Manchester, where over 
a thousand houses and their contents have been dealt with. An important 
feature is the disinfestation of the furniture, bedding, and clothing of families 
from slum-clearance areas wdio are moving to corporation houses. Bedding 
and clothing admit of steam disinfection, but the furniture is placed in a 
specially constructed van into which the hydrocyanic acid is introduced. 
After an exposure of three hours or more the van is opened up and the contents 
thoroughly aired in order to remove the poisonous gas. Its presence is detected 
by exposing strips of filter paper moistened with eopper benzidine acetate, 
which turn blue. Any bedding or soft goods which might retain gas are 
removed to the open air, where they are beaten before being placed in a hot-air 
chamber, which is maintained at a temperature of 145° and ensures the removal 
of any traces of gas. 

Houses which are verminous and about to be demolished are fumigated in 
order that bed-bugs and their eggs may not be dispersed and possibly taken 
into other houses attached to wood and plaster. The house is rendered gas- 
tight by sealing up from the outside all openings except the front door. Chimney 
pots are removed and slates are mortared over chimney openings, waste and 
overflow' pipes are sealed, and openings to cellars are made up by slates mortared 
to the pavement, and finally the windows and doors are sealed with paper and 
paste. The house is roped off, to prevent access by the general public, warning 
notices are posted, and a close watch is kept. The material to generate the gas 
is introduced by a trained fumigator wearing a gas-mask, and when he emerges 
from the front door it is rapidly sealed. After six hours the house is opened up 
by the fumigator, and when the atmosphere of the house has been found to 
be free from the gas a certificate is signed and delivered to the officer of the 
authority. It is also becoming the practice to disinfect occupied corporation 
houses with hydrocyanic acid at the request of the tenant. Here it is important 
that the operation should not last longer than four hours. The longer the 
gassing period, the greater is the absorption, thus increasing the difficulty of 
freeing furniture and other articles from the gas. Where the house is semi¬ 
detached or in a terrace it is better to deal w r ith the houses all together. After 
fumigation of a sound corporation house it is possible for the tenants to return 
to it the same evening, but a special difficulty is presented by old occupied 
houses exhibiting dampness of walls, floors, and ceilings. Owing to the fact 
that the gas is retained for a considerable time in wet material, such houses have 
to be vacated for several days and the procedure is rarely practicable. (See also 
Poisoning—Hydrocyanic Acid Gas.) 

It must be emphasized that the bed-bug is not only a house parasite, but, 
as its name indicates, it is found in furniture. It is also a personal parasite 
in so far as it can obtain its food from no other source than human blood. All 
the above drastic methods will be effective and permanent in their results only 
when supplemented by persistent efforts to keep houses free from vermin. 
This attitude exists generally amongst the better classes. Amongst the 
working classes there is still much indifference, and so long as this is the case 
the bed-bug will continue to be a menace to comfort and an offence to decency. 

Reference.— 'Public Health, 1935, xlviii, No. 10, July, 347. 

BED-SORES. (See Wounds and Wound Infections.) 
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BELL’S PALSY. (Sec Facial Paralysis.) 

BERI-BESI Sir Leonard Rogers , M.D., F.R.C.P., F.R.S. 

Etiology. —The chemical composition of Bengal rices is dealt with by 
Iv. P. Basil and S. X. Sarkar, 1 who point out that no such previous analyses 
of any of the 540 different varieties described in that province have been made. 
They found that the husked rices are richer in protein, fat, carbohydrate, and 
phosphoric acid than the original paddies, and that polishing to form white 
rice decreases the fat, fibre, ash, phosphoric acid, and potash content. ‘‘Par¬ 
boiling’ has little effect on the chemical constitution except for slight loss of 
moisture. The bran, or rejected residue after polishing rice, is richer in protein, 
fat, and phosphoric acid. The Bengal rices differ little from other Indian 
rices except in being slightly deficient in fat and protein. In a further paper 2 
the same workers discuss the action of taka diastase on the digestibility of 
Bengal rice, and conclude that parboiled rice is more digestible than the sun- 
dried form, and this they attribute to the process of parboiling dextrinizing 
the contents to some extent. 

A form of general cedema with malnutrition common in Rangoon in riee- 
eaters is described by M. L. Kundu. 3 The condition belongs apparently to 
the deficiency group, and is characterized by progressive general oedema and 
moderate anaemia, and he thinks it may be similar to famine dropsy in unem¬ 
ployed labouring classes who can only afford cheap white rice and leafy vegetables 
very poor in fat and vitamins. The urine and circulatory organs are normal, 
nerve symptoms are absent, and rapid improvement follows the addition to 
the diet of milk, eggs, red rice, or good bread. Deficient diet as a cause of 
beri-beri is also discussed by D. D. Chatterjee 4 on the basis of experimental 
feeding of rats and pigeons on a vitamin B deficient diet composed of casein, 
starch, olive oil, salts, and agar-agar, to which in one half of the rats 50 grm. 
of marmifce was added. Various physiological data were recorded, and the 
conclusion is arrived at that starvation is a potent cause of the wasting, and 
that the absence of vitamin B results in loss of appetite, preventing the animals 
consuming sufficient of the food provided them, and this is secondary to a 
duodenitis and changes in the capacity to smell, to which is sometimes added 
bacterial infection. 

References .—Und. Jour. Med. Research , 1935, xxii, April, 745; -Ibid. 765 ; z Ind. 
Med. Gaz. 1935, xxxviii, March, 60; V our. Ind. Med. Assoc., 1935, iv, April, 309. 

BILHARZIASJS. (See Schistosomiasis.) 

BLACKWATER FEVER, (See Malaria.) 

BLABBER, SURGERY OF. Hamilton Bailey , F.R.C.S . 

The Sign of the Hand in Vesical Calculus in Childhood.—-Small 
boys with vesical calculus often present characteristic appearances of the 
left hand. The skin of the palm is thickened and macerated and has an 
ammoniacal odour. Bran 1 found the sign of the hand present in 70 per cent 
of boys operated upon by him for vesical calculus. The condition is brought 
about by gripping the penis during the spasms of pain which are accompanied 
by incontinence. 

Vesico- vaginal Fistula.—This is often an extremely difficult condition to 
treat. Recurrence occurs only too often. The first successful technique was 
devised by Marion Sims in 1852, and his procedure, with very slight modifica¬ 
tions, is applicable at the present time. The operation is conducted through 
a suprapubic bladder incision and the steps are seen clearly in Plate IV. 
T. J. Kirwin and O. 5. Lowsley 2 are inclined to think that the silver wire sutures 
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used by Sims eighty years ago are still the best. The success of the operation 
depends on excising the devitalized tissues about the edge of the fistula very 
thoroughly. Suction drainage through the suprapubic de Pezzer catheter helps 
very considerably in aiding union of the sutured tissues. Of 60 cases of vesico¬ 
vaginal fistula treated at the New York Hospital, 37 followed difficult labour, 
and 16 pelvic operations. 

Obscure Pseudo-membranous Trigonitls (Trigonitis Areata Alba ).—Few 
urological problems are more baffling than a determination of the cause of 
frequency of urination, especially in the female whose urine is normal in every 
way. P. S. Pelouze 3 considers that a number of these cases are due to pseudo¬ 
membranous trigonitis. In order to determine the presence of these lesions 
it is necessary to look at the trigone through the cystoscope diagonally. In 
appearance the lesion looks as though the surface had been touched with a 
weak solution of silver nitrate. All but a comparatively small number of 
these patients are rendered symptom-free by the local use of dilute solutions 
of silver nitrate. Half an ounce of 1 per cent solution is instilled into the 
empty bladder and allowed to remain until the next urination. Two or three 
days later a 2 per cent solution should be used. In stubborn cases a 5 per 
cent solution of silver nitrate solution applied to the lesion by means of a 
bevel-ended ureteral catheter when the bladder is full is often efficacious. 
(See also Urethra, Surgery of—Granular Urethritis in Women.) 

Another cause of obscure urinary frequency, says E. J. Manwell, 4 is that 
associated with infestation by the Trichomonas vaginalis . These cases aTe accom¬ 
panied by profuse irritating vaginal discharge in which Trichomonas vaginalis 
is found. Again, much relief follows bladder irrigations with silver nitrate. Of 
33 women who harboured the organism, 22 were found to have definite urinary 
symptoms. Occasionally the Trichomonas vaginalis infects the lower male 
urinary tract. Of 32,000 specimens of prostatic fluid examined, this organism 
was found in 16. 

Post-operative Retention of Urine.—N. R. Barrett 5 found that in a series 
of 414 patients operated upon for general surgical conditions, post-operative 
retention occurred in 9 per cent of males and 7 per cent of females. In a group 
of patients in whom a catheter was passed as soon as the complaint was made, 
two-thirds required no further treatment and the remainder were relieved by 
the administration of hexamine. This author recommends that an instrument 
should be used when the patient first complains of difficulty. 

Vesical Tuberculosis.—Direct internal radiation of ultra-violet light to 
the bladder has given encouraging results. The applicator used by S. L. Wang 6 
is shown in Fig. 5. When the instrument has been inserted the bladder is 
emptied of urine and insufflated with air before irradiation. The treatments 
are given, usually, once a week, and vary from five to twenty seconds, depending 
on local reactions. 

Cystography in the Diagnosis of Vesical Diverticulum.—Diverticula of 
the bladder are associated with median-bar obstruction more often than with 
prostatic hypertrophy. R. B. Herbst 7 has found that cystography is the best 
method of investigating these cases. A 3 per cent solution of sodium iodide 
is the best medium for cystography ; it is inexpensive, non-irritating, and of 
sufficient density. O. S. Lowsley 8 finds that lateral pictures are very helpful 
in order to gauge the size of a diverticulum. 

The Treatment of Malignant Tumours of the Bladder.—A. Hyman 9 
divides the methods of treating malignant disease of the bladder into three 
classes. 

Method One ,—This is suitable for fairly early cases. Suprapubic cystostomy 
is performed and the tumour is removed with a diathermy electrode. Into 
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the base of the tumour are implanted non-removable seeds of radon of a 
strength of 2$ me. At least twelve radon introducers should be available. 
The number of radon seeds used will depend on the size of the growth. The 
first row* is implanted in the extreme margin of the tumour in order to destroy 
potentially malignant cells beyond the growth. In large tumours as many as 
thirty or forty seeds have been inserted, delivering a dosage of 4000 to 6000 me. 
hours. The edges of the bladder are seared lightly wdth the diathermy, and 
before closing the bladder, the bladder and the wound are flooded with 50 per 
cent alcohol which destroys any broken-off tumour cells. All the instruments 
used up to this time are discarded for a fresh set. The bladder is then closed, 
leaving a medium-sized de Pezzer catheter in the low^er end of the wound. 

Method Tii'o .—In more extensive cases in such a position as to make resection 
feasible, Hyman advocates partial cystectomy. 

Method Three .—In recurrent cases, and cases unsuitable for partial cystec¬ 
tomy, total cystectomy is advocated. 



Fig. 5.—Wang's method, of application of ultra-violet rays to the tuberculous bladder. 

(By bind permission of the ‘ Journal of the American Medical Association '.) 

Total Cystectomy .—There are several articles dealing with the operation of 
total cystectomy, which is being used more widely. Hyman has removed 
the whole bladder in 19 cases, with an operative mortality of 21 per cent, some 
of the patients being alive for periods from five to nine years. This author 
recommends cutaneous ureterostomy as the most practical method of diverting 
the urinary stream in these cases. 

The tendency is for carcinoma of the bladder to be situated in the lower 
segment of the organ, which renders partial cystectomy impracticable. The 
operative removal of the urinary bladder in its entirety carries with it the 
perplexities of diversion of the urine, and it is W. C. Quinby’s 10 opinion that 
this problem has led the surgeon to choose methods of treatment which are 
acknowledged to be less thorough than they should be. Removal of the bladder 
is not a very formidable operative procedure. Quinby says, “ From my 
experience of these patients, especially when comparing them with patients 
whose bladder carcinomata have been treated by radium and partial excision, 
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I cannot but feel that total cystectomy should be employed more often than 
has been done in the past.” 

When total cystectomy is contemplated, G. G. Smith, 11 after investigating 
the subject carefully, considers the best method of diverting the urinary stream 
is by cutaneous ureterostomy. Statistics show that this method carries the 
lowest mortality. He recommends the grid-iron incision on each side. The 
principal complication is sloughing of the end of the ureter, which is more 
likely to occur in the thin, normal ureter than when the ureter is hypertrophied, 
as is found commonly in cases of vesical carcinoma. Sloughing of the ureter 
is limited to the last inch or so, and necessitates opening the wound, retrieving 
the ureter from the retroperitoneal tissues, and transplanting it once more 
upon the surface. In no case has this led to fatal complications. Eventually, 



Fig. 0.—-Total cystectomy from below upward. The bladder, prostate, and seminal resides 
are removed en bloc. (By lewd permission of 1 Surgery, Gynecology and Obstetrics ’.) 


after cutaneous ureterostomy the ureteral wall thickens and the lumen becomes 
more dilated so that No. 10 French catheters can be used as permanent drains. 
These are held in place by a flange of rubber upon which is superimposed a 
strip of adhesive plaster. The catheters are attached to a Y-tube, which is 
connected to a rubber hot-water bottle. The entire system is air-tight and 
leakage does not occur unless the catheters become obstructed. The patient 
irrigates the tubes once a day with a mild antiseptic, and soon learns to remove, 
clean, and replace the catheters. 

F. Hinman, 12 speaking of total cystectomy, says a malignant bladder should 
be removed intact, unopened, and with the least possible manipulation. He 
advises removal of the urinary bladder from below upwards. First a urethral 
catheter is passed, and over the tip of the urethral catheter a finger-stall has 
been tied. This is distended with air or lotion. The suprapubic incision need 
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not be long. By dissecting under the pubic arch the apex of the prostate is 
localized. Following the capsular surface of the prostate, the membranous 
urethra is freed so that it can be encircled by the finger ; it is then divided 
between clamps. The prostate is peeled from the rectum and the fascia 
covering the vesicles is incised. Each vas and the accompanying vessels are 
isolated and clamped {Fig. 6), as also is each vascular pedicle with the ureter. 
The bladder is now attached only to the peritoneum and the urachus, and the 
remainder of the operation presents no special difficulties. Drainage of the 
pelvic space is essential. 

Metastasis in Neoplasms of the Bladder.—It is agreed generally that 
malignant tumours of the bladder tend to remain confined to the bladder 
cavity. There are comparatively few reliable statistics as to the frequency and 
site of metastatic deposits in these eases. A. D. Spooner’s 13 report of the 
findings at post-mortem in 168 cases of carcinoma of the bladder occurring 
at the Mayo Clinic is very instructive. Metastases were present in 29 per 
cent, the commonest site of malignant extension being in the regional lymph 
nodes. The liver was involved in 14 cases, and the lung in 9 cases. Skeletal 
involvement appeared to be comparatively uncommon. 

Perineal Drainage of the Perivesical Space.—Professor G. Illyes, 14 of 
Budapest, uses perineal drainage of the pelvic space after such operations as 
partial or complete cystectomy, excision of a diverticulum of the bladder, or 
transplantation of a ureter. He gives the following directions : “We feel 
for the lowest part of the symphysis and perforate the pelvic fascia with a 
slightly curved blunt haeraostat one and a quarter inches from the middle line 
near the low T er edge of the os pubis. The beak .of the instrument appears in 
the perineum and an incision is made on to it, after which the drainage tube 
is drawn to the pelvic cavity. Perineal drainage, being dependent, is ideal in 
these cases.” 

Dysfunction of the Bladder following Excision of the Rectum.—Bladder 
function is very liable to be interfered with for a time after excision of the 
rectum. J. B. Macalpine 15 has on several occasions been pressed to remove 
the prostate to rectify this trouble. In each instance, however, micturition 
has been re-established after an interval of waiting. 

References .— 1 Monde med. 1934, xliv, 886 ; 2 Jour. of Urol. 1935, xxxiii, 51 ; z Ann. 
of Surg. 1935, ci, 594 ; *New Eng. Jour. Med. 1934, ccxi, 567 ; 5 Lancet , 1934, ii, 1046 ; 
®Jowr. Amer. Med. Assoc. 1935, civ, 720 ; 7 Ibid . 1934, cii, 188 ; s Ibid. 192 ; 9 Amer. Jour. 
Surg. 1935, xxviii, 5 ; 10 New Eng. Jour. Med. 1935, ecxii, 460 ; n Jour. of Urol. 1935, 
xxxiii, 179 ; 12 Surg. Gynecol, and Obst. 1935, lx, 685 ; lz Trans. Amer. Assoc, of Gen.- 
Urin. Surgeons, 1934, xxvii, 81 ; l *Brit. Jour. Urol. 1935, viii; 15 Proc. Roy. Soc. Med. 
(Urol. Sect.), 1934, xxxviii, 39. 

BLOOD DISEASES. ( See also Anaemia, Pernicious.) 

Stanley Davidson , M.D. , F.R.C.P.E. 

Achresthic Anaemia. 

J. F. Wilkinson and M. C. G. Israels 1 describe seven cases of hyperchromic 
megalocytie anaemia, which closely resembled pernicious anaemia except for 
two important differences : (1) The presence of free hydrochloric acid in the 
stomach; and (2) Their failure, complete or partial, to respond to active 
liver preparations. An extract of the liver, made from one of these patients 
who died, was found to be active when injected into another case of pernicious 
anaemia. Accordingly the authors suggest that the ability to produce the 
active anti-anaemic principle and store it in the liver was unimpaired. For 
some reason which they are unable to explain they believe that the anjemia 
may be due to an inability to utilize, or possibly mobilize, the storage depots 
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in the liver and kidney of the anti-anaemic principle, and thus the bone- 
marrow remains in a megaloblastic condition. For this reason they term 
this group of rare anaemias ‘aehresthic anaemias’ from the Greek word xP^'dai 
(to utilize). Only one ease, so far, has come to autopsy. Before achresthic 
antenna can be accepted as a disease entity, further information will be 
required regarding the state of the bone-marrow. At present the possibility 
that some of these cases may be examples of chronic aplastic anaemia cannot 
be excluded. 

Hodgkin’s Disease. 

An excellent account of the clinical aspects of Hodgkin’s disease is given 
by W. W. D. Thomson, 2 of Belfast. From the same school an interesting 
investigation into certain biological aspects of the disease is reported by 
W. B. Davis. 3 It will be remembered that M. H. Gordon discovered that 
an encephalitis develops in rabbits when a filtered broth suspension of 
lymphadenomatous tissue is injected into the brain. U. Friedemann, how¬ 
ever, claims that a similar effect can be produced by the injection of a chemical 
extract of normal bone-marrow. If the latter contention is correct, the 
encephalitogenic. agent would appear to be not a living virus but a proteolytic 
ferment of a type similar to that found in human leucocytes by Jochmann. 
W. B. Davis accordingly has applied both the Gordon and the Friedemann 
technique to lymphadenomatous tissue, and compared the results of these 
tests from a diagnostic standpoint. He found that a higher percentage of 
positive results was produced by Friedemann’s method than by Gordon’s. 
In the control cases of other diseases of the lymphatic system negative results 
were obtained by both methods. He believes, therefore, that the Friedemann 
technique may with advantage replace Gordon’s method. Friedemann’s 
method of extraction is more complicated than that of Gordon’s, but the 
elimination of strict asepsis, so essential in the preparation of a broth suspension, 
is adequately compensated for by the additional manipulation involved. 
If Davis’s claims are substantiated, it may be said that another important 
advance has been made in the diagnosis of Hodgkin’s disease. 

Etiology. —For many years strong belief has been held that there is some 
close relationship between Hodgkin’s disease and tuberculosis. More recently 
certain claims have been made that the avian strains of B. tuberculosis are 
responsible. Evidence against this view was submitted in last year’s Medical 
Annual (p. 44). P. E. Steiner 4 has carried out a series of tests to investigate 
the relationship of tuberculosis to Hodgkin’s disease. Tuberculin proteins 
prepared from both avian and human strains were used in performing intra- 
cutaneous tests in 35 patients with Hodgkin’s disease, with a view to obtaining 
information on the possible etiological role of the avian tubercle bacillus. 
No evidence of specific sensitization to either form of tuberculin protein was 
obtained—in fact a marked desensitization was present. This absence of 
normal adult sensitization was held to be of diagnostic value, especially in 
the differential diagnosis of tuberculous adenitis. The author interprets his 
findings as follows : (X) The process of Hodgkin’s disease desensitizes its 
victims to tuberculin proteins ; or (2) Hodgkin’s disease usually occurs in 
persons in whom the development of the normal sensitization to tuberculin 
protein is impossible. In either case, he suggests that it is difficult to conceive 
of these phenomena as occurring in a disease absolutely unrelated to 
tuberculosis. 

Treatment .—All modern workers are agreed that Hodgkin’s disease is 
incurable, but that treatment by irradiation produces a marked improve¬ 
ment in the clinical symptoms and a prolongation of life. The survival 
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period following irradiation has received particular attention from two different 
workers in America, L. F. Graver 5 lias investigated 310 cases, 125 of which 
were proved by biopsy; 10 per cent showed a survival following irradiation 
of five years or over. Favourable features were localization of the disease 
in one area, combined with early and thorough treatment; absence of 
leueoeytosis or leueopenia ; and gain in weight after irradiation. Fever and 
marked splenomegaly were unfavourable signs. T. Leucutia 6 made a large- 
scale analysis of cases of lymphosarcoma, Hodgkin’s disease, and leukaemia, 
which had been submitted to irradiation : 2425 eases were collected from 
the literature, of which 129 w'ere personally observed. The author reports 
the following conclusions : (1) In lymphosarcoma the five years’ survival 
amounts to 30 per cent, and the ten years’ survival to at least 10 per cent ; 
in the remainder the expectation of life is increased by two and a half to three 
and a half years. Immediate results often are so prompt and decisive that 
they may be called "spectacular’. (2) In Hodgkin’s disease a five years’ 
survival is obtained in 15 to 33 per cent, but the cases remain carriers of the 
disease, necessitating frequent resumption of the irradiation. A ten years’ 
survival or cure occurs in 8 per cent of the eases or less. The average 
expectation of life is increased at least tw 7 o to tw f o and a half years. 
Symptomatic improvements are nearly always marked. (3) No cure is 
believed to occur in leukaemia as a result of irradiation. The prolongation 
of life is rather insignificant, perhaps one-third to a quarter of the natural 
expectancy, which is considered to be about three and a half years in the 
chronic forms of both types. The symptomatic improvement, however, is 
remarkable, and the efficiency of the patient is increased by at least 60 per 
cent throughout the major part of the duration of the disease. 

Leukaemia. 

A most excellent article on the differential diagnosis of the leukaemic state 
is reported in a paper by R. R. Kracke and H. Garver. 7 The most reliable 
criterion for diagnosis of any leukaemia, the authors claim, is a preponderance 
of immature cells, regardless of the total number. They have examined the 
ease reports of a large number of cases of monocytic leukaemia which are 
filed in the haematological register and have come to the conclusion that the 
chief cell type in monocytic leukaemia originates in the bone-marrow, since 
undoubted cases of monocytic leukaemia have terminated in myeloblastie 
leukaemias. Monocytic leukaemia is accordingly held to be only an atypical 
phase of myelogenous leukaemia. 

Treatment. —N. Rosenthal and W. Harris, 8 workers who have had large 
experience of leukaemia in New York, give an excellent survey of the methods 
of treatment. The aim of treatment should be to reduce the number of 
w T hite cells and to increase the haemoglobin and red blood-cell count. Although 
this may not necessarily prolong life it will usually increase efficiency and 
well-being. Several methods are available for the reduction in number of 
white blood-cells, and these are discussed under the headings of chemical, 
biological, and physical. The authors, however, have little doubt that 
physiotherapy—namely, radiotherapy —is by far the most satisfactory form 
of treatment. They say that no definite plan of treatment should be out¬ 
lined in advance for any individual case, as the marked radio-sensitivity of 
leukaemic tissues and the lability of the blood-count necessitate extreme 
caution. In general, a marked reaction should be avoided, and rapid regres¬ 
sions of leukaemic deposits should not be sought. They employ fractional 
doses of roentgeno-therapy, i.e., high-voltage therapy (from 180 to 200 kilo¬ 
volts, 4 milliamperes, 0*5 mm. of copper plus 1 mm. of aluminium filter, 
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and the application of from 150 to 250 roentgens at each sitting). Under 
these conditions radiation is tolerated better, and fewer toxic reactions occur. 
In the myeloid cases the spleen was irradiated; in the lymphoid cases the 
lymph nodes and spleen. Only occasionally were the long bones or flat bones 
irradiated, and the authors believe that the response appeared to be some¬ 
what slower. Contrary to the usual views, the authors hold that radio¬ 
therapy is justifiable and useful for acute leukaemias. It was used in 20 
cases of their series, spleen, spine, and ribs being irradiated at three or 
four days’ interval with 150 to 200 roentgens. In addition Wood transfusion 
was given, to improve the anaemia prior to irradiation. In most of the cases 
no improvement resulted, but no harm was done ; remissions were observed 
in three cases of acute leukaemia for some months. One of the patients 
recently treated was still alive eleven months later. 

Neurological Aspects of Leukaemia.—Involvement of the central nervous 
system in leukaemia is thought to be rather an unusual complication, and 
is rarely mentioned in some of the standard text-books in medicine. 
R. S. Schwab and S. Weiss 9 publish evidence to show that this view cannot 
any longer be maintained. They report an interesting case of lymphatic 
leukaemia with an unusual presenting neurological picture. In addition, 
they have analysed the literature of the past fifty years, which reveals 146 
cases of leukaemia with neurological signs, excluding retinal involvement. 
An analysis of the records of 334 eases of leukaemia in Boston revealed an 
incidence of 20-5 per cent with neurologic signs, excluding retinal lesions. 
The frequency of such complications in the acute and chronic types of leukaemia 
of both varieties is about the same. The most frequently observed neurologic 
signs are unilateral or bilateral palsies of the seventh and sixth nerves, less 
frequently involvement of other cranial nerves, absent knee reflexes, pyramidal 
signs, paraesthesias, and signs of meningeal irritation. 

In 73*6 per cent of 34 cases in which the spinal fluid was examined, abnormal 
findings, as indicated by increased cell counts, increased protein contents, 
and elevated pressure, were present. In view of the frequent involvement 
of the central nervous system the authors state that blood examination 
should be done carefully in central nervous system diseases, and in leukaemias 
the central nervous system should be carefully examined. 

Leuksemic Retinitis.—An analysis of the eye changes in 35 cases of 
leukaemia has been made by T. J. F. Frank. 10 The author found fundal 
changes in 71*4 per cent of the cases. The main retinal changes were tortuous 
dilated vessels and haemorrhages. Papilloedema was observed in four eases. 
A case of chronic myelogenous leukaemia with gross papilloedema, which 
disappeared after X-ray treatment, is fully reported. The authors believe 
that the cause of the choked disc is retardation of the blood-stream, through 
the vessels being distended with white corpuscles, causing exudate and lym¬ 
phatic obstruction in the lamina cribrosa. A plea, therefore, for the constant 
use of the ophthalmoscope is made. 

The Histopathology of the Hemopoietic Tissues. 

Studies of the bone-marrow in thrombopcenic purpura, haemophilia, and 
polycythaemia vera have been carried out by various workers in America. 

The bone-marrow of 6 patients with thrombocytopenic purpura was studied 
by J. S. Lawrence and R. E. Knutti. 11 In 4 of these patients the authors 
were unable to find any abnormal changes of note in the bone-marrow. In 
2 cases di min ution of megakaryocytes was found. The authors admit that 
the bone-marrow might appear normal and yet be found not to function 
normally. Nevertheless, they say, it would he impossible to state that the 
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platelets were not destroyed after entering the peripheral circulation, and 
in that case the spleen was, in all probability, the most important centre 
for this destructive process. Hence splenectomy would be clearly indicated 
in certain cases of thrombopenic purpura. 

R. P. Custer and E. B. Krumbhaar 12 have made a careful study of the bone- 
marrow in three fatal cases of haemophilia. They found that in all cases the 
hoemopoietic tissues showed normal regenerative ability. In addition, how¬ 
ever, a marked increase in megakaryoblasts and megakaryocytes was found, 
indicating a relationship of the blood platelets to the hsemophiiic process. 
The authors did not find any unnatural thinness of the walls of blood-vessels, 
an item which has been claimed to be partly responsible for the hsemophiiic 
process. 

Seven specimens of bone-marrow from cases of polycythcemia have been 
examined by P. Reznikoff, N. Chandler, et al. 13 The authors found distinct 
capillary narrowing and thickening, in addition to some intimal and adventitial 
fibrosis of the subarterial capillaries, arterioles, and arteries. The vascular 
changes in the bone-marrow in polyeythsemia vera patients suggest the 
possibility that these lesions may produce an anoxaemia of the bone-marrow, 
with compensatory polyeythsemia. 

Auto-hemagglutination. 

The agglutination of a patient’s red corpuscles by his own serum is a rare 
phenomenon. I. Sherman 14 says that he has observed it only three times 
in the course of typing and matching bloods in a series of 2000 transfusions. 
He surveyed the literature and says that he could only find 29 cases. 

The importance of auto-agglutination from a practical point of view is 
that it makes the typing of blood extremely difficult. The influence of 
temperature is well recognized as an extremely important factor, and auto- 
agglutination in the great majority of cases disappears at blood-heat. It is 
advisable, therefore, if this phenomenon is observed, to allow the matching 
of blood to take place in the incubator. 

All three cases reported by Sherman occurred in patients suffering from 
febrile infection. Re-examination, in one case, after recovery of the patient, 
showed diminution of the agglutinizing power of the serum, so that it was 
absent at room temperature and only occurred in the ice-box. Two of the 
three patients received blood transfusion on five and two occasions respectively, 
without any untoward reaction. 

The Bleeding Tendency in Jaundice. 

A. C. Ivy et al. 15 point out the great variability of the bleeding tendency 
in jaundice. Jaundiced patients with a normal bleeding time, normal 
coagulation time, and normal blood coagulating factors will frequently bleed 
abnormally after operation, and patients with abnormal findings may not 
bleed. Changes in blood calcium, fibrinogen, platelets, prothrombin and 
antithiombm, sedimentation rate, etc., are observed just as frequently without 
as with the haemorrhagic diathesis in jaundice. There is undoubtedly a 
disturbed calcium metabolism in jaundice, such as altered calcium balance, 
osteoporosis, etc., but blood calcium levels, both fixed and diffusible, may 
be unchanged or only slightly changed. Furthermore, extravascular clotting 
has little relationship to the bleeding tendency, hence the difficulty in drawing 
conclusions from coagulation tests in vitro . Although intravenous calcium 
is much used as a pre-operative measure, the authors say it has not solved 
the problem of haemorrhage in jaundice. 
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The authors tested the coagulation time in 115 normal individuals to obtain 
a standard. In 60 cases of jaundice and in 25 miscellaneous pathological 
cases the coagulation time was invariably found to be normal. In one ease 
of jaundice with a prolonged coagulation time of 13 minutes, death occurred 
after operation, not from haemorrhage but from cholcemia, which suggests 
that prolonged coagulation time in jaundice is not so much an index of bleeding 
tendency as of liver damage. With regard to the bleeding-time tests, the 
authors state that a latent bleeding tendency, such as is found in many cases 
of jaundice, is not revealed by the ordinary methods of skin puncture. This 
latent tendency may be brought into active operation by the anaesthetic and 
the shock of the operation. The authors, then, pay special attention in their 
studies to the tonicity of capillaries ; they say that in small vessels it is the 
retraction of their walls, to a large extent, which stops bleeding. No other 
factor can explain the fact that the normal bleeding time of 30 to 180 seconds 
is much less than the normal coagulation time of 6 minutes. Accordingly 
they devised a test by which capillary tonus could be reduced or eliminated, 
and by this means it was hoped to demonstrate a latent tendency to bleeding. 
The cuff of a sphygmomanometer was applied round the arm with a pressure 
of 40 mm. Hg to cut off the venous return. The bleeding time of 115 normal 
individuals to whom this pressure was applied was found to be little altered. 
The upper limits of normal for venous pressure bleeding time was fixed at 
240 seconds, although it was rarely over 180; but when the method was 
tried on a number of cases of jaundice, it was found that often, although 
the bleeding time before pressure was applied was normal, the venous pressure 
bleeding time was definitely prolonged. Those cases with prolonged venous 
bleeding time were almost always found to be cases that bled spontaneously, 
or after operation; 810 pathological cases were investigated, and this fact 
was demonstrated repeatedly. While the authors are not prepared to say 
exactly what mechanism is involved, they feel convinced that the method 
is of distinct value in predicting a haemorrhagic diathesis in jaundice. [This 
seems to be an important practical advance in the diagnosis of the latent 
haemorrhagic tendency in jaundice.—S. D.] 

Splenic Anaemia. 

In an excellent address to the Edinburgh Medico-Chirargical Society, 
J. McMichael 16 described his pathological investigations into 96 spleens, 
most of winch were removed surgically from cases of so-called splenic anaemia. 
They fell into the following groups : hepatolienal fibrosis, 62 cases ; acholuric 
jaundice, 13 cases ; simple hypertrophy of the spleen, 6 cases; Ieuco- 
erythroblastosis, 4 cases ; reticulo-endotheliosis, 4 cases ; Gaucher’s disease, 
2 cases ; tuberculosis of the spleen, 2 cases ; tumours of the spleen, 3 cases. 
Fully two-thirds of the cases belonged to the group called ‘splenic anaemia’ 
or ‘Banti’s disease’, but are best described as 4 hepatolienal fibrosis’ from 
the name introduced by Eppinger to describe an enlargement of the spleen 
characterized microscopically by an increase of connective tissue, and 
associated in most cases with the type of liver disease which usually ends in 
cirrhosis. McMichael again emphasizes the point that there is no criterion 
whereby the pathologist can differentiate the enlarged spleen occurring in 
association with cirrhosis of the liver from the pre-cirrhotic splenomegaly 
hitherto diagnosed, as the first stage of Banti’s disease. He reiterates his view 
that the primary site of the disease is the liver, inflammatory products from 
which pass via the thoracic duct, or through the permeable walls of the liver 
sinusoids, into the blood-stream ; once in the blood-stream the only parts 
of the reticulo-endothelial system which they reach in any concentration ate 
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the spleen and bone-marrow. The spleen, in other words, reacts to hepatic 
ini!animation much as lymph glands react to inflammation elsewhere. 
Portal congestion he believes to be another important feature of the disease, 
produced usually by scar-contraction of the liver. 

Treatment. —The aims of treatment, he states, are three-fold : the arrest 
of progress of the hepatitis, the cure or improvement of the anaemia, and the 
relief of special symptoms such as haematemesis. With regard to the first 
objective, the long chronic course makes it difficult to assess the value of 
splenectomy in arresting the advance of liver disease. Many cases have been 
reported in which the liver disease continued to progress, leading to a fatal 
termination at varying intervals after splenectomy. With regard to the 
ansemia, he submits figures which show haemoglobin ranges before and at 
various intervals after splenectomy. His figures do not show striking 
improvements, particularly vffien the spontaneous fluctuations in haemoglobin 
values which occur in the course of disease are remembered. In contrast 
•with these figures, he quotes the excellent results reported by the reviewer in 
The Lancet , 1934, of cases treated with massive doses of iro)i. He is doubtful 
even if the risk of haematemesis is definitely improved by splenectomy. The 
operative risks are severe, as in a series of 37 cases of hepatolienal fibrosis 
there was an immediate mortality of 30 per cent, and 11 other cases died post- 
operativelv of peritonitis, haemorrhage, liver insufficiency, intraperitoneal 
haemorrhage, and mesenteric thrombosis. 

In conclusion, then, he says that the benefits of splenectomy are far from 
clear. The operation may afford some relief from portal congestion by 
cutting down the blood-flow in the portal veins, and by favouring the develop¬ 
ment of collateral circulation at the raiv area left after removal of the spleen ; 
it may also relieve the discomfort due to the dragging of the enlarged spleen. 
Evidence has been put forward by the reviewer in previous numbers of the 
Medical Annual to show that the beneficial results previously claimed for 
operation in splenic anaemia are more than doubtful. Nevertheless, 
R. C. Larrabee 17 holds that splenectomy is the method of choice, and claims 
that it makes no difference whether the splenomegaly is secondary to alcoholic 
cirrhosis or to some equally defined cause of portal obstruction. This author 
has made a study of 47 cases presenting the clinical picture of splenomegaly 
with fibrosis, hypochromic anaemia with leucopenia, and a late stage of 
haemorrhages and ascites. He believes that the principal etiological factor 
is dependent upon various intra-abdominal lesions obstructing the venous 
outflow of the spleen ; by far the commonest of these is liver cirrhosis of 
various types. An analysis of his case reports by the reviewer makes 
it doubtful if his claims regarding the benefits of splenectomy can be justified. 
Twenty-four cases w'ere operated on ; 29 per cent of these died within a few 
days, though the author says it should be remembered that most of these 
cases were derived from unfavourable material from a large municipal hospital 
and that several of them were in an advanced stage of the disease. Of the 
27 cases operated on, only 7 were reported alive and well after periods varying 
up to seven years. 

Apparently the view is still held in Vienna that splenectomy is the treat¬ 
ment of choice. E. Ranzi and L. P. von Avancini 18 reported a follow-up of 
21 cases of splenomegalic cirrhosis. There were 3 operative deaths ; 15 cases 
have been followed up, of which 1 made a long-lasting cure (20 years). Of 
the remaining 14 cases, with the exception of 2 which were in no way benefited, 
the authors claim that all showed a longer or shorter period of improvement. 
The reviewer has examined the data supporting this statement and finds 
that 7 of the cases lived only for from 2 months to 2 years, while 5 lived from 
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3 to 9 years. Most of the eases died of liver insufficiency. Equally good 
results can be claimed for simple medical treatment. 

In conclusion it may be said that splenectomy cannot be relied on to stop 
the progress of the liver disease, cure the anaemia, or prevent haematemesis. 
The justification for such a serious operation requires further warrant before 
It can be accepted. 

Agranulocytosis (Agranulocytic Angina). 

Etiology .—In last year’s Medical Annual (p. 48) the etiology of this disease 
was fully reviewed. Accordingly it is necessary to refer to only a few of the 
numerous papers which have appeared since then. For an excellent article 
on the etiology and treatment, the reader is referred to a paper by H. Jackson, 
jun., and F. Parker, jun. 19 ft. P. Custer 20 has made a careful study of the bone- 
marrow in 11 cases of idiopathic agranulocytosis. The essential feature in 
9 of these was a marked proliferation of myeloblasts, with a failure of these 
cells to mature, resulting in a poverty of myelocytes and a practically complete 
absence of segmented forms. Red-cell formation was normal or slightly 
increased, and the same applies to the megakaryocytes. Degeneration and 
relative hypoplasia was noted in 2 cases, although the qualitative changes 
were similar to the other 9. In these cases it is suggested that the condition 
had lasted longer and infection played a part. The author concludes that 
the presence of a lesion of maturation, specifically confined to the granulo¬ 
poietic series, not reduplicated by diseases of known etiology, entitles idiopathic 
agranulocytosis to a place as a disease entity. 

The relation of amidopyrin and allied drags to the etiology of agranulo¬ 
cytosis still continues to receive much investigation. P. Plum 21 is strongly 
in favour of the importance of such drugs as etiological agents. He states 
that since May, 1988, 128 cases have been reported in the literature in which 
agranulocytosis developed after therapeutic doses of amidopyrin; 70 of 

them were fatal. To show that the part played by amidopyrin is not merely 
accidental the author says it must be demonstrated that the administration 
of this remedy has actually caused the disease ; this can be established only 
by demonstrating that amidopyrin in therapeutic doses produces granulo¬ 
cytopenia in the patient after his blood picture has returned to normal. 
The author then reviews a number of cases in which this has been clearly 
proved, and gives in great detail the investigations carried out on one of his 
own patients, who after recovery from agranulocytosis was given 0*20 grm. 
of amidopyrin by mouth in powder form. Repeated blood-counts at short 
intervals were made. The results produced were twofold : (1) On the blood: 
the total white count fell in one and a half hours from 9000 to 1900 ; in 
three hours there was an abrupt rise to 11,500 ; thereafter the cell-count 
again fell rapidly, till it reached a level of 2000 within twenty-four hours ; 
this was followed through the next eight days by a gradual increase to normal 
levels. (2) In addition to the effect on the leucocytes there were some 
conspicuous changes in the condition of the patient, subjective as well as 
objective : within an hour of taking the drug she felt indisposed and had 
shivers of the extremities, which were aggravated during the next six hours, 
turning into severe chill. At the same time the temperature, which was taken 
every hour, rose to 104°, falling to a normal level in nine hours. The sedimenta¬ 
tion-rate of the erythrocytes increased to 28 mm. in one hour, and the urine 
gave a positive urobilinogen reaction, even in dilutions of 1-50. TJie author 
then describes 7 cases of agranulocytosis arising from therapeutic doses of 
amidopyrin, 6 of them fatal, despite the injection of pentnucleotide and 
blood transfusion, 
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Since the etiological significance of amidopvrin has become the subject of 
general discussion in Denmark (August, 1934), no new case has been admitted 
to the Biegdams Hospital ; during the same five months in 1933 a total of 
five patients were admitted. The reviewer is satisfied, however, that amidopyrin 
and allied drugs tire of etiological importance only in individuals who have 
an idiosyncrasy to such drugs, as he has made a careful study of the effects 
of py rami don on individuals suffering from a variety of diseases, and finds 
that no toxic effects were produced in the bone-marrow when the drugs were 
given in pharmacological doses over a period of several weeks. Moreover, 
many authenticated cases of agranulocytosis have been reported in which 
the patients had never taken such drugs. This is well demonstrated in a 
paper by H. Jackson, jun., 22 who studied 27 cases of agranulocytosis about 
which there was accurate and unequivocal evidence regarding the administration 
of amidopyrin and allied drugs. The author concludes that in 26 per cent 
of the cases studied the disease followed the administration of amidopyrin 
or allied drugs. That in these instances the disease may have been actually 
caused by the therapy is possible, perhaps probable. In 30 per cent of the 
cases a critical examination of the evidence show T s that in spite of the fact 
that these drugs were taken in considerable quantities, they definitely had 
no causative relation to the disease. Thirty-four per cent of the patients 
received no drugs of this type whatsoever, yet their clinical and hematological 
pictures -were similar in every respect. 

The reviewer feels that it is necessary to warn the practising members of 
the profession against any undue scare regarding the dangers of employing 
such valuable drugs. It is impossible to distinguish those who have an 
idiosyncrasy to these drugs, except by a blood examination and watching 
the effects of treatment. The earliest clinical symptoms of granulopenia 
are said to be weakness, exhaustion, fatigue, and a tendency to sleep. Such 
symptoms occurring, particularly in middle-aged women, should suggest the 
withdrawal or the withholding of the amidopyrin group of drugs until an 
enumeration of the wdiite blood-corpuscles has been undertaken. 

Treatment. — Pentnucleotide* given intramuscularly and intravenously, as 
described in the Medical Annual, 1934 (p. 16), is still believed to be the best 
method of treatment available. Blood transfusion would appear to be of 
value as well, and in severe cases should be used in conjunction with pent¬ 
nucleotide. In fulminating cases with w T hite cell counts under 1000, more 
than 50 per cent of the patients die, no matter what treatment is instituted. 
Although nucleotide treatment, then, should be tried, it must be clearly under¬ 
stood that the high hopes originally expressed regarding its specific action 
have not been realized, as is exemplified by the reports of D. Hall, 23 who 
treated 4 cases with 100 per cent mortality, and by F. Plum, 21 who had 
6 deaths out of 7 cases. 

The Iron-Deficiency Anjemias. 

Prevalence and Age and Sex Incidence.—Observations are reported by 
L. S. P. Davidson et al. 24 on the haemoglobin levels of 3500 individuals of both 
sexes and all ages belonging to the poorest classes in Aberdeen and the North- 
East of Scotland, A study of the graph shown in Fig . 7 makes it apparent 
that anaemia is relatively infrequent and of minor clinical importance, except 
at two age-periods—infants between the 11th and 23rd month of life, and 
adult women. The incidence of anaemia is highest in women of the reproductive 


* Obtainable from Menley & James Ltd., 64, Hatton Garden, London, JS.C.l. 
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a o-e who have borne children, and is most marked in the latter part of this 
period. The same finding is obtained among pregnant women. The high 
incidence of anaemia in women, in contrast with its absence in men of the 
same social status, is striking, and justifies the conclusion that a physiological 
demand for iron, conditioned by pregnancy and menstruation, is not 
satisfactorily supplied by the diets of many women of the poorest classes— 
lienee the term ‘nutritional anaemia’ would appear to be justified. 



-Chart showing average hemoglobin level among poor persons of all ages and both sexes. 
(iiij kind permission of the 1 British Medical Journal \) 


41 per cent of infants under two years, and 45 per cent of adult women, were 
anaemic ; as against 2 per cent of school children and an absence of anaemia in 
adult men. Great interest attaches to the figures for adolescents : 320 adoles¬ 
cents between the ages of 12 and 18, belonging to the poorest classes, 
were examined. Of these, 74 were males, and the average haemoglobin level 
was approximately 100 per cent; no figure under 85 per cent was obtained. 
Of 246 adolescent girls, only 16 per cent fell below 85 per cent haemoglobin, 
and only 5 per cent were moderately anaemic (haemoglobin between 70 and 
79 per cent), and 1 per cent severely anaemic (haemoglobin less than 70 per 
cent). If chlorosis exists to any degree at the present day, it should have 
been found in this group, and the rarity of severe anaemia in these 246 adolescent 
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girls of the poorest classes proves that chlorosis of the type common thirty 
years ago has practically disappeared. 

A further two years’ study of the problem has produced no information 
which would induce the authors to alter their conclusions published in 1933— 
namely, that an iron-deficiency nutritional anaemia occurs with great frequency 
among women of the poorest classes, leading to much loss of economic efficiency 
and health, and that this anaemia can be adequately and cheaply treated by 
the administration of iron salts. 

H. M. 51. Mackay 25 found the average haemoglobin level of 368 women of 
the hospital class to be S5 per cent, as estimated by the Haldane hseinoglobino- 
meter. This figure is 13*7 per cent lower than the average figure for healthy 
women according to Price-Jones. The degree of anaemia among the women 
was of a similar order to that existing among babies of six to twelve months 
old, of the same social order. Mackav had previously found that the anaemia 
of babies is sufficient to double their morbidity rate, and suggests by analogy 
that it is probable that a similar factor may be present in lowering the 
resistance to infection among women. Accordingly routine iron therapy of 
expectant mothers and babies is urged. 

M. Davis and E. W. Walker 20 tested the value of iron treatment during 
pregnancy, by estimating the haemoglobin values of two groups of pregnant 
women, one of which received iron while the other proceeded to term untreated. 
The untreated group consisted of 161 pregnant women, 33 per cent of whom 
had a haemoglobin of 70 per cent or less, and a red cell count of 3,500,000. 
The treated group consisted of 131 pregnant women, of whom 90 per cent 
had amemia. The amemia was progressive during pregnancy, followed by 
moderate spontaneous recovery after delivery. Treatment improved the 
anaemic condition and made possible a more speedy recovery after delivery, 
hence they recommend routine examination of all pregnant women for anaemia. 
The authors state that there w*ere more premature deliveries, a greater number 
of toxaemias, a higher foetal mortality, a higher morbidity, and a longer 
labour in the untreated cases ; they are not yet prepared to say positively 
what influence anaemia and its treatment have upon these conditions. 

Bile Pigment in Haemoglobin Regeneration.—Nine selected patients 
with chronic hypochromic amemia v r ere studied by A. J. Patek and 
G. R. Minot, 27 to determine whether bile pigment could assist haemoglobin 
production. Concentrated bile pigment alone caused, not a reticulocyte 
response, but an increase of haemoglobin, about 7 per cent in ten days. This 
indicates that in certain anaemic patients bile pigment can be absorbed from 
the gastro-intestinal tract’ for building haemoglobin. If a suboptimal dose 
of iron were first given and then bile pigment fed with the same dose of iron 
a few days later, a response w*as obtained of greater magnitude than that 
obtained by the suboptimal doses of iron given alone. This indicates that 
bile pigment, in some unknown manner, can facilitate either iron absorption 
or utilization. In one patient w T ho could not obtain in fourteen months 
a normal haemoglobin level with large doses of iron, an increased haemo¬ 
globin concentration was obtained when bile pigment was fed in addition 
to the iron. 

This work is principally of physiological interest, since practically every 
case of hypochromic anaemia will respond to iron treatment, if iron in sufficient 
doses is given. 

Treatment.— From the papers above reviewed it is apparent that an iron- 
deficiency anaemia is extremely common, particularly among women of the 
working classes. Every practitioner should clearly Temember this, and he 
will be rewarded by the excellent therapeutic results which he will obtain 
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from the administration of adequate iron therapy, and by the gratitude of 
his patients. Iron and ammonium citrate, 20 to 30 gr. three times daily ; 
Blaud’s pills, 30 to 45 gr. daily; or any of the tablets containing ferrous 
sulphate chloride or carbonate, in 3-gr. doses three times a day, can be used 
with the certainty of good results. Failure to improve after a month on 
such treatment should indicate that bleeding is proceeding, or that serious 
hidden organic disease is present in the patient. 

Ankylostoma Anemia.— A. G. Biggam and P. Ghalioungui 28 have shown 
that doses of iron can correct ankylostoma anaemia, even when the patient 
is still harbouring the worms. The removal of the worms alone produces 
little or no change in the blood picture. Nevertheless anthelmintic treatment 
should be employed, since the anaemia is liable to recur if the worms are not 
removed. It is not clear whether the hypochromic anaemia results from 
occult bleeding in the intestinal tract or from interference with the absorption 
of iron from the food. It is of interest that an analogous condition occurs 
in the megalocytic anaemia ivhich results from fish tapeworm infestation, in 
which liver extract will produce a normal blood picture without removal of 
the w r orms. 


Hemophilia. 

An example of apparent spontaneous haemophilia in six brothers is reported 
by R. Boggs. 29 A large family-tree on the mother’s side practically precludes 
the possibility of concealed inheritance. Haemophilia is generally regarded 
as a hereditary constitution, sex-linked and recessive. It appears only in 
males and is transmitted characteristically through the females. Under 
the title 44 Hereditary Pseudo-haemophilia ”, R. S. Handley and A. M. 
Nussbrecher 30 describe a family in which the classical symptoms of haemophilia 
appear in women. Clotting-time was prolonged and bleeding-tiine w r as found 
to be normal, as in true haemophilia. 

Treatment. —An excellent article on the treatment of haemophilia is 
published by H. W. Jones and L. M. Tocantins. 31 The authors rightly draw r 
attention to the difficulty in statistically evaluating the merits of any form 
of treatment owing to the rarity of the disease. For assessing the criteria 
of improvement, they state that changes in the course of the disease in general 
may best be gathered from the patient’s own history of increase or diminution 
in frequency and severity of the attacks of bleeding and acute joint disturbances. 
Determination of the venous and capillary clotting-time gives little idea of the 
progress of the disease, and is therefore of little practical use from this standpoint. 
When blood transfusion is used to prepare the patient for surgical procedure, 
however, the venous clotting-time may be relied on as an indication of its 
effectiveness. The treatment of haemophilia may be divided as follows: (1) Pre¬ 
ventive ; and (2) Treatment of the condition itself, (a) Attempts to influence 
the general course of the disease, or permanently change the fundamental 
defects of the blood, i.e., the coagulation factors ; ( b ) The treatment of the 
acute haemorrhagic phase; and (c) The treatment of complications. In view of 
the prominence of the hereditary character of haemophilia, an effort should 
be made by eugenic methods to control its spread. Prophylaxis of attacks 
of bleeding is obtained by the avoidance of trauma and by proper preparation 
for the undertaking of any operative procedure. During the acute phase of 
the attack, the therapeutic measure, par excellence, is a transfusion of blood , 
unmodified or eitrated. Sometimes the intramuscular injection of 30 to 50 e.c. 
of whole blood is of value. Improvement from blood transfusion lasts from 
two to six days. In children the intraperitoneal transfusion of blood is of 
equal benefit as a pre-operative measure. 



Blood Diseases 


TO 


MEDICAL ANNUAL 


The authors discuss the value of various sera from animals, as well as 
commercial haemostatic sera, and the use of drugs, such as calcium, ergot, 
parathyroid extract, thromboplastic substance, oestrogenic substance, etc., 
and come to the conclusion that they are of no value in altering the course 
of the disease, and are really a danger, since their use involves delay in the 
employment of measures of proved value. For the control of local bleeding 
in accessible portions of the body, pressure is helpful if it is applied for one 
hour or longer. This may require special bandages. A pyramidal pack (a 
series of superimposed small gauze layers) soaked in fresh blood or serum 
should be applied and pressure made on the entire pack. Fresh serum, not 
over three hours old, is the best. Tannic acid is another substance which 
they recommend. Under treatment of the complications is included severe 
anaemia, which responds to diet and iron ; no haematoma, no matter how 
large, or swollen joint, should be opened; orthopaedic treatment, by splinting 
until the swelling and pain disappear, is the rational procedure. After the 
acute symptoms have subsided, heat, gentle massage, and passive motions are 
indicated. 

Endocrine Glandular Therapy .—W. B. Chew, R. F. Stetson, et al. 32 studied 
two cases of haemophilia for many months during which control periods 
with no specific treatment were interspaced with periods of treatment with 
preparations of oestrogenic substance by mouth and subcutaneously, the 
hormone of corpus luteum intramuscularly, and the gonad-stimulating hormone 
from the urine of pregnant women subcutaneously. The administration of such 
hormones to these patients with haemophilia was not associated with a demon¬ 
strable improvement in the clinical picture, nor with a significant diminution 
of the coagulation time of the blood. 

Treatment of Haemorrhagic Diathesis with Snake Venom. —Two different 
venoms have been used : RusseWs Viper Venom was introduced into this 
country by R. G. Macfarlane and B. Barnett. 33 Moccasin Snake Venom has 
been given intradermally or subcutaneously by S. M. Peck and N. Rosenthal. 34 
The Viper Venom has been used extensively in St. Bartholomew’s Hospital, 
as a local application to bleeding points in many different forms of the 
haemorrhagic diathesis, and is claimed to be the best haemostatic available. 
The dangers of severe bleeding following small operations in haunophilic 
patients have been greatly reduced by the use of this venom, but it cannot 
be used for internal haemorrhages. Peck and Rosenthal claim that the 
injection of Moccasin Snake Venom has a definite effect in decreasing the 
permeability of capillaries, and as such it is stated to be of value more 
particularly in haemorrhagic states other than haemophilia or idiopathic 
thrombo-cytopenic purpura. Insufficient data, however, have been published 
as yet to draw 7 any definite conclusions regarding the value of snake venom 
in the control of bleeding. 


Congenital Haemolytic Jaundice (Acholuric Jaundice). 

Etiology. —R. L. Haden 35 believes that the fundamental variation from 
normal in congenital haemolytic jaundice is microspherocytosis of the erythro¬ 
cytes. In support of this hypothesis he gives his measurements of the 
size and shape of the erythrocyte in different clinical conditions and in 
different animals (Figs. 8, 9). Increased fragility was found to run parallel to 
increased spherocytosis. Red cells suspended in different strengths of salt 
solution were shown to have different thicknesses ; haemolysis starts when 
a certain stage of spherocytosis is reached. Since the erythrocytes in acholuric 
jaundice are delivered into the circulation with a thickness considerably 
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neater than normal, much less dilution of the plasma is necessary to bring 
them to the shape at which haemolysis takes place. The fundamental 
abnormality in acholuric jaundice is an inherited defect in the erythron. The 



Pij. S,—Cross-sections and measurements of mean erythrocyte iu different clinical 

conditions. 



Fig 0 —Cross-sections and measurements of the mean in different animals in relation 
to fragility. 

(Figs, 8, 9 by kind -permission of the 'American Journal of the Medical Sciences \) 
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ameniia, jaundice, splenomegaly, retieulocytosis, and increased fragility are 
all secondary to the globular form of the red cell. 
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BLOOD TRANSFUSION. Sir W. 1. de C. Wheeler, F.R.C.S.I. 

The transfusion of unmodified blood still remains the ideal, but the difficulties 
under ordinary circumstances and in emergency are so great that most surgeons 
employ the citrated method. Some urge that the beneficial effect is the same; 
but most feel that if a simple technique for the administration of unchanged 
blood could be evolved it would be used to the exclusion of other methods. 
M. DeBakey 1 outlines some of the difficulties of whole blood transfusion. 
Insertion of the needles into donor and recipient is the most difficult part of 
the procedure. He recommends a needle consisting of a cannula and obturator. 
The latter has a sharp cutting point, which guides the cannula into the vein, 
Once in position, the cannula can be inserted further into the vein without 
fear of injury to the vein wall. If the veins of the recipient are too small or 
collapsed or hidden by fat, it is necessary to expose them. The internal 
saphenous just anterior to the medial malleolus is often accessible when the 
veins of the anteeubital fossa are obscure, and it is usually the best vein to 
select in the case of young children. DeBakey thinks that this vein is so 
readily found in infants that it is never justifiable to use the anterior fontanelle. 
The incision in the skin (after the raising of an endermic wheal with novocain) 
is made at right angles to the vein. The incision is never more than J in. 
long. Two ligatures of fine catgut are placed round the vein with an aneurysm 
needle. The distal one is tied and used as a tractor. The vein is nicked with 
a fine manicure scissors and the cannula inserted. The proximal ligature is 
tied at the completion of the transfusion. When the needle enters the vein 
of the donor a free flow of blood indicates that there has been proper penetra¬ 
tion ; if the blood only drips, a second puncture should be made. Before 
each transfusion sterile mineral oil is pumped through the assembled instru¬ 
ment and then washed out with saline solution. There are numerous simple 
syringes on the market with a valvular arrangement so that the blood can 
be ‘sucked’ from the donor and injected into the recipient in a simple maimer. 
If the rubber tubing connecting the needles together with the syringe are 
carefully cleansed and oiled with mineral oil, clotting does not take place. 

Transfusions with post-mortem blood has been suggested lately by many 
writers (M. Skundina 2 ). The blood was obtained from cadavers who died 
from angina pectoris or alcoholic poisoning, or from suicides or those killed 
in accidents. The blood is obtained from the jugular vein. Two cannulae 
are introduced, one directed proximally, the other distally. The blood may 
be withdrawn six or seven hours after death without clanger of infection. In 
some cases the blood was preserved for as long as twenty-eight days. In 
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90 per cent of cases the blood transfused belonged to the same group as that 
of the patient. In 10 per cent it belonged to the universal group. Precau¬ 
tions with regard to the Wassermann reaction are taken. 

References.—A-L wer. Jour . Surg. 1935, xxvii, Jan., So ; 2 S-urg. Gynecol, and Ohst. 
1934, lix, Dec., 547. 

BHOOB -VESSELS ? SURGERY OF. (See also Blood Transfusion ; Fat 
Embolism ; Pulmonary Embolism ; Varicose Veins.) 

Sir W. 1. de C. Wheeler , F.R.C.SJ. 
Simultaneous Vein Ligation.—The idea of vein ligation when It was found 
necessary to ligate the corresponding artery following injury or in cases of 
aneurysm was developed during the War. Makins was one of the chief 
pioneers. It was thought that more blood would Temain In the parts involved 
below ligation of a main artery if the vein also was occluded. In any case 
where there lias been time for the development of arterial collateral circulation, 
even although this is not sufficient to maintain vitality, ligature of both artery 
and vein appears to be a safe and effective procedure. A further trial of sym¬ 
pathectomy by resection of the artery as a means of producing vasodilatation 
in the vessels below during a critical period might give valuable information. 
(Wheeler, Surg. Gynecol, and Obst. 1933, Feb., p. 11.) 

B. Brooks and G. S. Johnson 1 give a summary of their experimental results 
as follows :— 



Ligated 

Vein ligated 

Total number of experiments 

100 

100 

Slight muscle or temperature changes 

33 per cent 

56 per cent 

Complete paralysis 

! 66 | 

44 „ 

Focal gangrene 

17 „ 

2 

Massive gangrene 

; 29 „ i 

2 

Late ulceration 

I 7 ,, ; 

6 

Contracture 

15 „ ! 

4 


In their clinical experience deliberate ligation of a healthy vein has been 
performed 17 times. In 2 instances in which there was localized arterial 
obstruction with active progress of gangrene, it seemed that the immediate 
and marked improvement could hardly be attributed to anything other than 
the venous occlusion. In 14 instances of arterial obstruction due to arterio¬ 
sclerosis the results obtained were such as to suggest a possible beneficial effect 
in some instances, but they believe one can expect a favourable result in only 
a relatively small proportion of carefully selected patients. They know of no 
evidence which would indicate that any beneficial results could be expected 
from therapeutic vein ligation in thrombo-angiitis obliterans. 

Gangrene of the Extremities : Arteriography.—J. R. Veal and E. M. 
McFetridge 2 discuss adequate circulation in the extremities and amputation 
when the circulation fails. The question is often not whether to amputate but 
where to amputate. If the amputation is high to ensure good circulation, the 
mortality-rate is raised. The mortality is in direct proportion to the nearness 
of amputation to the trunk. Apart from the decreased economic usefulness of 
a high amputation and the difficulty of fitting an artificial limb, routine high 
amputation is no solution to the problem. The £ sleeve ’ amputation is indicated 
in selected cases. (See Medical Annual, 1932, p. 22.) 

Veal advocates the more extended use of direct visualization of the arterial 
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supply by means of arteriography with a stabilized solution of thorium dioxide. 
In 200 cases there were no immediate or remote harmful results. The method 
is on its trial and some of the hopes entertained have not materialized ; it 
is a field which with further development may be fruitfully explored. Veal 
and McFetridge say :— 

“Our technic, which we have described in detail in previous communications, 
we need mention only briefly. The patient lies on the table with the involved 
limb rotated outward, the leg partially flexed on the thigh, and the knee flat 
against the X-ray plate. In this position it is possible to visualize on a 14 by 17 
film the upper two-thirds of the leg and the lower third of the thigh, which 
is usually all that is necessary. Under local analgesia the femoral artery is 
punctured in the femoral triangle, and by digital pressure, applied just proximal 
to the site of puncture, the artery is occluded until the thorium dioxide solution 
has been introduced, firm pressure being continued until the injection has been 
completed. At the end of three seconds, which allows sufficient time for the 
solution to be distributed throughout the larger trunks and the smaller branches 
of the arterial tree, the exposure is made by the technic advised by Dr. Amedee 
Granger of the Department of Radiology, who has cooperated with us through¬ 
out this study: 45 milliamperes, 90 kilovolts, 35 inches, one second. The 
average dose of thorium dioxide is 20 c.c.; 15 c.c. is often sufficient, and we 
have never found it necessary to use more than 30 c.c. Even this maximum 
quantity, it should be noted, is several times less than the dosage established 
as well -within the limits of safety by investigators of unquestioned verity who 
have used this agent in visualization of the liver and spleen. The injection is 
painless and non-irritating, and we have never seen the slightest evidence of 
arteritis or thrombosis, or any other untoward effect. We make very guarded 
claims for the worth of arteriography. We by no means claim that the marked 
reduction in mortality which this group of thirty cases shows, as compared 
to the mortality we recently reported in a group of 171 cases of gangrene, 
23*3 per cent against 39'1 per cent, is entirely, or even chiefly, due to its use. 
It is only fair to point out that the majority of these amputations were done 
in our own service, in which it is the policy of the entire staff to surround with 
every possible protection the patient who has gangrene. We amputate with¬ 
out delay in the presence of frank gangrene, we prepare the patient carefully 
by the use of fluids by all routes, our post-operative care is equally meticulous, 
we check the cardiac and renal reserve in all cases, and we handle diabetic 
gangrene only with the close cooperation of a competent internist. But we 
do claim that the use of this test, in conjunction with other tests the worth 
of which has been established, and in conjunction with the proper pre-operative 
and post-operative therapy, will furnish one more safeguard for the patient 
with gangrene of the extremities. Furthermore, since the harmlessness of the 
stabilized solution of thorium dioxide has been established, and since the 
injection is only slightly more complicated than the taldng of a simple roent¬ 
genogram, we can see no objection to the employment of the method at least 
in those clinics in -which radiography of the extremities is part of the routine 
of the management of peripheral vascular disease.” (Plate V .) 

The same writers 3 say, with regard to amputation in arteriosclerotic disease, 
that with the exception of ether the type of anaesthetic seems to play no part 
in the mortality, but the type of operation does. A simple circular amputation 
is recommended. 

E. V. Allen and J. D. Camp 4 also discuss arteriography. Their technique is 
as follows:— 

Technique.— 

“ The Upper Extremities. —The patient lies on the roentgenographic table with 
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PLATE VI —ARTE RIOGRAPHY, continued 




-Fig. A .—Arteriogram showing the smooth outline and direct course of Fig. B. —Arteriosclerosis. The radial and ulnar arteries are shaggy and 

normal arteries. The collateral circulation is minimal. moth-eaten in appearance and the lumens arc reduced in size. 

By kind permission of the * Journal of the American J/edical Association ’ 
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the film under the outstretched, supinated arm. An ordinary sphygmomano¬ 
meter cuff is wrapped about the arm as near to the shoulder as possible. 
Under aseptic conditions the skin and the tissues around the brachial artery, 
just above the lacertus fibrosus, are anaesthetized with 1 or 2 c.c. of solution 
of procaine, 0*5 per cent. The brachial artery is then entered with an ordinary 
venipuncture needle attached to a syringe containing the radiopaque material^; 
as soon as the point of the needle is well within the lumen of the artery, and 
bright red blood pulses forcibly into the barrel of the syringe, the sphygmo¬ 
manometer cuff is rapidly inflated above the systolic blood-pressure and the 
radiopaque material is injected. The needle is quickly withdrawn, and as 
pressure is made over the point of puncture to stop any transient leakage, 
the first roentgenogram is made. The sphygmomanometer cuff is now quickly 
deflated to the level of the diastolic blood-pressure for a period of two to four 
pulse beats, to permit the injected material to be carried more distally. 
Then the cuff is quickly reinflated to its previous pressure, and the second 
roentgenogram is made. The procedure is repeated for a third film. The 
cuff is now removed, and with a gauze sponge firm pressure is made over 
the point of puncture for a few minutes. Additional films, with the forearm 
in pronation or in the lateral position, may be made before the cuff is finally 
deflated. 

“ The Lower Extremities .—The skin and tissues about the femoral artery, just 
below the inguinal ligament, are anaesthetized. The artery is punctured in 
the same manner as the brachial artery; the lumen is occluded above the 
point of puncture by pressure of an assistant’s fingers ; the medium is injected, 
and a film is exposed. The assistant lessens the pressure on the artery, allow¬ 
ing a small amount of blood to flow, and occludes it again by pressure w r hile 
a second roentgenogram is made. The procedure is then repeated for a third 
film.” 

Illustrations are given in this communication of cases of arteriosclerosis, 
thrombo-angiitis obliterans, arteriovenous fistula, and popliteal aneurysm which 
were visualized by arteriography ( Plate VI). The writers state that obstruction 
from arterial emboli can also be determined accurately. 

Arteriosclerosis.—K. W. MacNealy and P. F. Shapiro 5 state that the 
vascular involvement of old age is not patchy as in Buerger’s disease, but 
uniform. It strikes not only one or two branches of the vascular tree at 
a time but the w'hole tree at once with all its finest twigs. The margin of 
collateral safety is very small. Gangrene is generally precipitated by throm¬ 
bosis or infection. Amputation may be withheld for a long time unless there 
is evidence of spreading infection, a large area of gangrene, or intractable pain. 
Amputation of one or more toes will suffice for the minimal lesions. If, how¬ 
ever, the dorsalis pedis and posterior tibial arteries are not pulsating, and 
there is an absence of a w r arm foot and good colour, mid-leg or higher amputa¬ 
tion must be done. A greater margin of collateral safety is required in arterio¬ 
sclerosis than in Buerger’s disease. It is especially urgent that a mid-leg 
rather than a thigh amputation be done when possible if the condition of the 
other foot is such that subsequent trouble seems probable. About 6 in. below 
the tubercle of the tibia is the best site for amputation. The elective thigh 
amputation is 8 in. above the knee. This latter is indicated when popliteal 
pulsation is absent and the skin is not warm and of good colour in all 
positions down to the ankle. It is indicated when the patient is over 60 
years of age and in poor general condition or in cases of rapidly spreading 
infection. 

Thrombo-angiitis Obliterans.—S. Silbert 6 recommends the treatment of 
this condition by repeated injections of hypertonic salt solution. He gives a 
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record of 524 eases. The solution used is 5 per cent sodium chloride in freshly 
distilled water. Immediate sterilization is important as bacteria grow readily 
in distilled water. The intzal dose is 150 c.c. given by the gravity method 
into a superficial vein at the elbow. The solution is allowed to run in slowly, 
about ten minutes being the usual time. All subsequent injections are 300 c.c. 
The injections are given three times a week at first, later twice a week. The 
intervals’are further increased as the patient improves. The length of treat¬ 
ment varies from six weeks to two years. Silbert thinks that the role of 
tobacco as the exciting cause of the disease cannot be doubted. Cessation of 
smoking is the most important part of the treatment. Silbert does not give 
the rationale of the treatment, but his results are convincing. 

{See also Arteries, Peripheral, Disease of.) 

Embolectomy.—In about 60 per cent of cases the blockage of an artery 
from embolus is due to a cardiac lesion. Gangrene follows embolism • and 
thrombosis in the lower extremity more often than in the upper. The history 
of the case is often characteristic. The patient has a cardiac lesion, some mild 
infection is usually superimposed. Pain suddenly develops along the course 
of a main vessel followed by numbness, tingling, and gradual loss of muscular 
power. The skin becomes blanched, with irregular patches of eechymosis and 
cyanosis. There is absence of pulsation in the affected vessel, and gangrene 
soon follows. If it is possible to locate the point at which pulsation stops, 
the level of the embolic obstruction can be accurately gauged. This level 
otherwise is not easy to estimate. The most common site is near an arterial 
bifurcation. Arteriography may be tried. Embolectomy , if performed early, 
has given many good results, and is the only possible operation when the aorta 
or other very large arteries are involved. It has been shown that in certain 
cases arteriectomy, i.e., complete excision of the obstructed segment of the 
vessel may be a more feasible operation, and it has given good results (Medical 
Annual, 1935, p. 55). Probably the sympathectomy (peri-arterial) which of 
necessity accompanies excision of an artery and the vasodilatation which follows 
in the branches below is an important factor in improving the circulation. 

G. Jefferson 7 reports five cases of embolectomy. He refers to Carrel’s 
experimental work which demonstrated that, given a careful technique, very 
fine silk suture material, and the use of anticoagulants in the wound, vessels 
could be Incised and closed again without thrombosis at the suture line. The 
artery should be exposed with as little delay as possible. The time factor is 
important because secondary clot formation takes place in the vessel beyond 
the embolus after a few hours but not immediately. Local anaesthesia as 
opposed to spinal anaesthesia is essential, as the patients’ subjective sensations 
are a good indication in deciding whether success has been achieved. 

. References.— k4n?i. of Burg. 1934, Oct., 761 ; -Jour. Amer. Med. Assoc. 1935, 
civ, Feb. 16, 542 ; z Surg . Gynecol, and Obst. 1935, lx , April S40 ; our. Amer. Med. 
Amoc. 1935, civ, Feb. 23, 618 ; & Surg. Gynecol, and Obst. 1934, lix, Oct., 650 ; 6 Ibid. 
1935, Aug., 214 ; 7 Brit. Med, Jour. 1934, ii, 1090. 

BONE TUMOURS, (See also Cancer, Radiotherapy of ; X-ray and 
Radium. Therapy.) E. W. Hey Groves . M.S. , F.R.C.S. 

K. H. Pridie , F.R.C.S. 

In this subject, recent research has thrown much light on the minute struc¬ 
ture, histogenesis, and life history of the disease. But it has made many new 
difficulties in the matter of treatment and prognosis. It is easy to tabulate 
the swellings of bones into innocent or malignant tumours and inflammatory 
affections; but it is quite certain that innocent tumours often become malig¬ 
nant and that conditions which closely resemble osteomyelitis are caused by 
new growths. 
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H. Platt 1 gives a very useful summary of the subject. His classification 
follows that of the Americans and is as follows:— 


Malignant Bone Tumours— 


Primary 


J Sarcoma 
(^Myeloma 


/ Osteogenic 

- Endothelioma (Ewing’s) 
[ Extraperiosteal fibroma 


J Solitary 
\ Multiple 


Secondary (usually carcinomas) to primary growth in breast, thyroid, prostate, 
kidney, bronchus. 

To this might be added to make the list of bone tumours complete 


Innocent Tumours of Bone— 

Bony. —Exostosis, cancellous or ivory 
Cartilage .—Ecehondroma and enchondroma 
Cysts .—Solitary and multiple 


In the present review^ the innocent tumours will not be separately discussed, 
but it is of great importance to note that such conditions as chondroma and 
fibrocystic disease may be confused with malignant growths and also that they 
may become malignant. 

Primary Bone Sarcoma is now called an osteogenic sarcoma, and this 
includes the old periosteal and endosteal sarcoma, but excludes the myeloma, 
endothelioma, and extraperiosteal fibroma. Statistics show that about 1 in 
100,000 of the population of America and 1 in 75,000 in Breat Britain are the 
victims of this disease. It is rather commoner in males than females, and 
more cases occur between the ages of 10 and 20 than in any other decade. 
It is nine times commoner in the bones of the lower than the upper limb. Its 
commonest site of origin is the metaphysis at the lower end of the femur, 
upper end of the tibia, upper end of the humerus, and lower end of the radius. 
It is unknown in the bones of the hand or foot. It is composed for the most 
part of enlarged osteoblasts, i.e., spindle- or oat-shaped cells, a few giant cells 
being generally found. It involves both the cortex and medulla and is always 
associated with some osteolytic process, although there is often some osteo¬ 
genesis of new bone on the surface. 

More than half the cases are preceded by some definite trauma, and it is 
probable that such trauma begins the series of tissue changes which eventuates 
in a sarcoma. But from a medico-legal point of view this matter is one of 
controversy. The most constant symptom is pain, which begins early, increases 
with the progress of the disease, and is worse at night. The actual tumour 
varies very much according to the stage of the disease. In its full-blown 
manifestation it is unmistakable, forming a spindle-shaped mass of great 
hardness with the bone as its centre. But it is of vital importance to recog¬ 
nize the tumour in its early stage, when it forms nothing but a slight eccen¬ 
trically placed prominence on one side of the bone. When the bony mass has 
grown to be a large tumour the skin over it is pale but shows dilated veins. 

In the late stage of the disease there is cachexia with pulmonary symptoms 
caused by metastases in the lungs and the tumour mass may burst through 
the skin with fungation, sepsis, or haemorrhage. It is usual to represent the 
X-ray picture of bone sarcoma in its advanced stage with sun-ray spicules 
of bone sticking out all over its surface. Actually the so-called typical sun- 
ray picture is only seen in about 20 per cent of all cases. When it has reached 
this stage, the X-ray is unnecessary for diagnosis. In the early stage there 
is no X-ray appearance which is certainly characteristic of the disease. A 
little destruction of the cancellous tissue, a little attenuation of the cortex. 
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or u little nodular thickening. and that is all (Plate VII). It takes a bold 
man to make a diagnosis at this stage, and in fact such early diagnosis is quite 

exceptional. 

J, Ewing 2 is very emphatic about the importance and the difficulty of early 
diagnosis. He says that any ease of constant or increasing localized pain in 
a tone, of unexplained origin, should be regarded as a sarcoma, and treated 
without delay by radiation. The diagnosis has to be made from pyogenic 
osteitis, syphilis, myeloma, or cyst. The inflammatory condition of osteo¬ 
myelitis is much more likely to be confused with Ewing’s tumour and will be 
referred to in that connection. Syphilis must be excluded by the history, the 
Wassermann reaction, and by the therapeutic test. Neither myeloma nor 
cyst is likely to cause symptoms which call for investigation before a charac¬ 
teristic trabecula!ion or cavity lias been formed which can be easily seen in 
the X-rays. 

The pros and cons of biopsy form a most controversial chapter in clinical 
pathology. It is not easy to make a certain diagnosis of malignant sarcoma of 
bone even if the whole specimen is available for a complete section. A bit taken 
for examination may or may not be typical of the whole. A smear of cells or 
a hollow needle full of tissue may or may not represent the true picture. For 
most of us it will be enough to learn that the greatest living authority on bone 
neoplasms—Dr. Ewing—is most emphatic in condemning biopsy. He holds 
that it should only be the final act in diagnosis to be done by the surgeon as 
a preliminary step to operative exposure or removal. 

Treatment.— In the matter of treatment, opinion has now definitely swung 
round to advising amputation or ercision in all possible cases. The high rate 
of ultimate mortality due to metastatic growths had led many men to advise 
against amputation, relying on radiation or toxins as the sole method of 
treatment. Fortunately we now have an exact and far-reaching register of all 
these cases in the Sarcoma Register of the American College of Surgeons. 
This puts the matter beyond all doubt. In the last ten years there have 
been 504 eases. Of these, there are 74 cases alive and well more than five 
years after treatment. Of these, 39 were treated by operation alone, whilst 
35 were treated by operation followed by radiation and/or Coley’s fluid. There 
are no instances of five-year cures in eases treated by radiation alone. Thus 
early removal of the affected limb is still by far the most effective method of 
treatment. It should be followed by a course of deep X-ray treatment, applied 
locally and to the chest, and this should be repeated at intervals of six to twelve 
months for three years. 

The value of pre-operative radiation is much open to dispute., J. C. 
Bloodgood 3 advocates this method very strongly and shows cases in which 
even osteogenic sarcomata almost disappeared by its use ( Plates VIII , IX). 
But, as Ewing points out, there are two drawbacks to beginning treatment 
with radiation : (I) It involves long delay of the operation, probably some 
months ; and (2) When remarkable improvement takes place, the patient will 
naturally be inclined to plead for abandoning the idea of a mutilating operation. 
'Quite apart- from curing the disease, there can be no doubt that both deep 
radiation and Coley’s fluid do cause recession of the growth and alleviation 
of symptoms. Both these methods, however, produce their best results in 
Ewing's tumour, which will now ’be considered. 

Ewing's Sarcoma, endothelioma, or endothelial myeloma, in point of numbers 
repieronts only about 10 per cent of malignant bone sarcomas. Probably, 
however, it is commoner than is supposed, being mistaken for osteomyelitis. 
It begins m & painful affection of the diaphysis, the' tibia, fibula, humerus, 
; and femur being the- bones most 'commonly affected in the order named. W C. 



PLATE VII 


OSTEOGENIC SARCOMA 


(Harry Platt) 



Early osteogenic sarcoma of lower end of femur in a man of 25. The radiograph shows a 
localized area of destruction in the inner condyle and an attenuated cortex. 


By kind permission of the ‘ Liverpool Mtdico-CMrurgicul Journal ’ 
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PLATE IX 


PRE-OPERATIVE IRRADIATION IN BONE TUMOURS— contd. 


(J. c. iSLOODfiOOI)) 



X-mv of same case as Plato Vllf , taken on April 21, 1WU, after irradiation. All 
soft-part 'swelling, pain, and tenderness have gone. The child is clinically well. Some weeks 
later there were signs of metastasis to the chest aud skull. No recurrence in the arm. 


Jin Jiml perm bssion of ‘ The American Journal of & urgent 
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PLATE X —EWING’S SARCOMA 

(Harry Platti 



Ewings sarcoma of shaft of fibula in a female child aged 9. Badiogrnph shows subperiosteal 
new bone"formation : (1) Tn lines parallel to the shaft : (2) In lines at right angles to the shaft. 
The patient died fourteen months after amputation with signs of metaprases in the lungs, lymph 
glands, and other parts of the skeleton. 

By kind permission of the ‘ Liverpool Nedico-Cltinirgival Journal 
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EWING’S 



PLATE XIII 



Ew'ar-r's turn iiir of the upper end of the femur with pathological fracture ami change 
closely resembling osteomyelitis. 


MEDICAL ANNUAL , 1935 
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Campbell 4 gives the order of frequency as being tibia, femur, humerus, and 
fibula. The shaft of the bone becomes thickened with a marked periosteal 
reaction {Plate X). Campbell has shown that if the case is observed from 
the first, there are three distinct stages in the X-ray appearance of the diseased 
bone : (1) It appears condensed without any other change {Plate XI); (2) The 
periosteum over it shows reactive irritation with the onion-skin layers typical 
of osteomyelitis (Plate XII ); and (3) There is the stage of gross tumour forma¬ 
tion with destruction of the original bone structure (Plate XIII). In the early 
stage of the disease when the pain is most acute, there is often a rise of 
temperature, although this is generally lower than that associated with pyo¬ 
genic osteomyelitis. The blood picture, too, should distinguish it from the 
latter disease. Leucocytosis is only of moderate degree, usually about 10,000 
cells per c.mm., as compared with 20,000 to 30,000 in osteomyelitis. If opera¬ 
tion is done in early stages, a fluid like pus escapes from under the periosteum 
and on drilling the medulla, but a smear of these will show a conspicuous 
absence of staphylococci. Microscopically the tumour consists of small round 
endothelial cells arranged in groups or clumps, and until recently it was 
described as a ‘round-celled sarcoma’. 

The rapid shrinkage of the tumour and the amelioration of the pain which 
follows deep X-ray irradiation is so marked and so constant as to afford a 
convincing therapeutic test which is less liable to danger and mistake than 
biopsy. 

Treatment. —The history of the treatment of this tumour has been one 
of extravagant hope and bitter disappointment. Its rapid response to radiation , 
whether by radium or deep X rays, led to the belief that a cure might be 
expected from this method. But in every recorded case where radiation has 
been the sole method of treatment, death from metastasis has occurred within 
a year or two. W. B. Coley 5 has collected very remarkable and striking 
figures relating to the results of different types of treatment. These may be 
thus summarized :— 


NO. OF 
OASES 

Treatment 

NO. OF 
5-year Cures 

Per Cent 

8 

Radiation alone 

0 

0 

13 

Amputation -f radiation .. ,. .. 

3 

23 

24 

Amputation alone .. .. .. ! 

4 . 1 

16-6 

1 

Coley’s toxins .. .. .. .. j 

0 

0 

12 

Amputation + Coley .. .. ., j 

7 

58*3 

32 

Amputation -j- Coley -f- irradiation 

12 

37 


Some of the most remarkable cures on record are contained in this last group, 
where amputation was done rather as a palliative measure than with any hope 
of cure. Metastases, both pulmonary and osseous, had occurred, but yielded 
before the combination of Coley’s toxins and radiation, and the patients are 
now alive and well at periods varying from five to twenty-six years after. 

Fibro-sarcoma is really a fibroid tumour growing from the superficial layer 
of the periosteum. It used to be called a ‘parosteal sarcoma’. It is certainly 
of very rare occurrence. It forms a firm, slow-growing tumour intimately 
attached to the bone and therefore readily mistaken for a sarcoma. But in 
its early stages it is painless, and even when of large size it is proved by 
X-rays to be a growth of the soft parts which throws no bony shadow, 
though it may cause some absorption by pressure. Treatment should he by 
local excision. 
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Secondary Malignant Tumours of Bone.—The common type of bone 
growth secondary to primary cancer elsewhere needs no special description. 
Curative treatment is out of the question, but deep radiation will often give 
relief from pain. But in exceptional eases the bone growth may occur before 
there is any suspicion of malignant disease elsewhere. The bone growth may 
form an obvious solitary tumour in the shaft of one of the long bones, the 
upper end of the femur being a common site. Or there may be no tumour, 
and the first evidence of disease may be afforded by ‘spontaneous fracture’. 
This type of solitary bone metastasis causing tumour or fracture is generally 
secondary to carcinoma of the thyroid, prostate, breast, bronchus, or kidney. 

In such eases a biopsy will be of great value as indicating the nature and 
origin of the disease {Plate. XIV, Fig. B). Unfortunately these osseous 
metastatic growths usually occur in the proximal parts of the limbs (Plate XIV , 
Fig. A) and therefore removal would involve disarticulation of the hip or 
fore-quartering of the arm, and this would not be justifiable as a palliative 
operation. Fortunately such growths are not very painful. 

Although, at the moment, the American nomenclature and classification 
of bone tumours has been generally accepted in this country, it is a matter 
of opinion whether it really represents any advance in our knowledge. Certainly 
it has been right in abolishing the distinction between periosteal and endosteal 
sarcoma. But grouping together all these under the term ‘osteogenic sarcoma’ 
and making Ewing’s tumour into a separate category is not a helpful classifica¬ 
tion. It is of interest to follow a different system of classification which 
presumably represents that which is commonly accepted in Germany. R. 
Glauner* tabulates all eases of primary bone tumour occurring in Munich in 


the last few years as follows :—■ 

Cases 

Group A .—Innocent tumours .. .. .. ..10 

GmupB .—Undifferentiated sarcoma .. .. ..27 

Group C. —Differentiated sarcoma .. .. 22 

Group D .—Cysts, solitary or multiple .. .. .. 14 


Group A —These included ehondromata, osteomata, and one fibroma. Local 
removal in all cases was followed by a lasting cure. Two of the cases of chon¬ 
droma were of special Interest. In one a woman of 27 had had loss of sensa¬ 
tion in the ‘saddle area 5 with paralysis* of the rectum and bladder. The 
removal of a chondroma from the caudal region was followed by complete 
recovery. In the other, a man of 22, the upper end of the humerus was the 
seat of a tumour which encroached on the shoulder-joint. The upper third 
of the humerus was resected and replaced with a fibular transplant. The 
tumour proved to be a simple chondroma and recovery was complete. 

Group B .—The 27 cases of undifferentiated sarcoma included all those cases 
in which the tumour consisted of spindle or round cells without any mature 
tissue, e.g.. bone, cartilage, or myxomatous tissue. These were treated by 
amputation followed by intensive X-ray treatment. There were 5 eases of 
undoubted spindle-celled sarcoma, of which 4 might be regarded as cured, 2 
having been alive and well after twelve years. It is noteworthy that several 
cases of ‘mixed-’ or spindle-celled sarcoma proved on further investigation 
to be fibrocystic disease ; also that the cases of round-celled sarcoma or Ewing’s 
tumour were at tot diagnosed and treated as osteomyelitis. 

Orotiji C*—The 22 cases of differentiated sarcoma, including osteo-, chondro-, 
and myxo-sareomata, were treated in the same way as those in Group B. The 
eventual mortality was very little less than that found in the latter group 
p survivals out of 22). 



PLATE XIV 


SECONDARY MALIGNANT TUMOURS OF BONE 

(Harry Platt) 



Fig. .1.—Secondary thyroid tumour in the shaft of the humerus in a woman of 5S. The 
radiograph shows the exrent of the tumour nine months from the time of its first discovery. 
There was no evidence of a primary tumour in the thyroid gland at this date. The patient 
lived for four and a half years after the diagnosis of the secondary tumour. During that time 
a thyroid tumour appeared which steadily increased in size, and another small secondary tumour 
was discovered in the ischium. There was no widespread skeletal dissemination. 


Fig. B .—Histology of tumour illustrated in Fig. A t showing typical thyroid vesicles. 

By kind permission of the ‘ Liverpool Medico-CMrurgical JournaF 
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Group D .—Fourteen eases of localized osteitis fibrosa. In this group a 
difficulty often occurred in making a diagnosis from spindle-celled sarcoma 
or from the giant-celled myeloma or ‘brown’ tumour, the characteristic tissue 
of which is often found in the tissue lining solitary cysts. 

In pointing out that radical removal should once more he regarded as the 
first line of treatment for malignant bone tumours, it is encouraging to note 
that by the adoption of modern methods of preventing shock, i.e., nerve¬ 
blocking and blood transfusion, G. Gordon-Taylor 7 has had success in the hind- 
quarter amputation, or as he calls it the 4 interinnomino-abdommal amputation 5 . 
(See also Amputations.) 

References.— ^Liverpool Med.-Ghir. Jour . 1935, xliii, 42 ; 2 A m er . Jour. Surg . 1935, 
xxvii, Jan., 26 ; 3 Ibid . 35 ; 4 Jour. Bone and Joint Surg. 1934, xvi, Oefc., 761 ; & Amer. 
Jour. Surg. 1935, xxvii, Jan., 7 ; *Arch. f. Min. Ghir. 1934, clxxix, Aug., 672; "Brit. 
Jour. Surg. 1935, xxii, April, 671. 

BRAIN. ( See also Intracranial Tumours.) 

BRAIN, ABSCESS OF. (See also Ear, Affections of—-Intracranial 
Complications.) Geoffrey Jefferson , M,S. t F.R.C.S. 

There are few subjects of more general interest than that of brain abscess, 
for no method of treatment so far advised is applicable to all varieties and 
all situations. First of all diagnosis is often difficult, but, as H. Cairns and 
C. Donald 1 point out in an important paper, the primary requisite is a careful 
examination of the eases by a skilled neurologist, who might be a physician 
or a surgeon. Only too often in the case of otitic abscesses the otologist has 
a shrewd suspicion that the patient has a cerebral abscess, basing his opinion 
on general clinical acumen and past experience, but to a very considerable 
degree on the appearance of the dura mater as observed at operation. It 
would be wrong to say that this last point was of no importance whatever : 
there is equally no doubt that it has attained a diagnostic status to which it 
is not entitled. Nothing will take the place of clinical observation ; we must 
insist upon it as the only valid standard of diagnosis. Even with the most 
skilful diagnosis and treatment the acute fulminating intracranial suppura¬ 
tions cause death, and it is becoming more and more generally recognized that 
when possible, operation on the abscess ought to be deferred until it has become 
encapsulated. 

A. W. Adson and W. McK. Craig 2 emphasize three stages of the develop¬ 
ment of a cerebral abscess: (1) Initial stage of localized meningitis and 
encephalitis with spontaneous recovery, or progressing to the second stage; 
(2) A quiescent stage with encapsulation and liquefaction ; (3) The terminal 
stage with recovery through operation, or death. Occasionally recovery 
from the third stage may occur spontaneously, but more often there is rupture 
of the abscess into the ventricle or subarachnoid space. They hold, and most 
surgeons will agree with them, that operation during the second stage is the 
correct time. It is believed that the wall of an abscess requires from two 
to three weeks before it becomes firm enough to ensure loculation. There 
is little doubt that intracranial abscesses have often been present much longer 
than the history at first obtained suggests, and often enough a patient will 
have a radical mastoid operation done because of an increase of pain and 
discomfort which he believes is due to the lighting up of trouble in his ear, 
but which is really due to the development of an intracranial abscess. When 
the abscess finally presents unequivocal signs the otologist is apt to assume 
that it has formed since the radical mastoid operation which he lias recently 
performed. 
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How are these Abscesses Best ©©alt with ?—Adson and McK. Craig 
describe the method now employed at the Mayo Clinic. It consists in the 
exposure of the abscess by an opening in the skull directly over it, excision 
of a small piece of overlying cortex (after causing the dura to adhere to the 
brain by electrocoagulation), incision of the wall of the abscess under vision, 
and packing the cavity with thin gauze strips, which are left in position until 
their removal on the tenth day. Two rubber catheters aTe plaeed in the 
wound at the time of operation and one at least is left in for six weeks. 

J. E. J. King 3 describes in great detail one single case in which he excised 
the abscess cavity wall after sucking away the necrotic brain tissue around 
it, Cairns and Donald described the complete excision of one case of chronic 
cerebral abscess. There is no doubt that this is the ideal method of treat¬ 
ment for an encapsulated abscess near the surface, and sufficiently well defined 
to allow of tliis procedure, and several cases have now been reported by 
different surgeons in which an abscess has in this way been extirpated in 
toto without rupture. The chronic and relatively thick-walled abscess cavity 
does not drain well. One has a temporary good result, but the abscess fills 
up again and the cerebral tissue seems to be unable to obliterate and dispose 
of the capsule. In the intermediate cases, and where extirpation is felt to 
be impossible, straightforward drainage will often suffice, but the thicker its 
wall the less likely is this to be the case, and repeated operations may have 
to be undertaken, each one with decreasing success. Cone, of Montreal, 
appears to have had some recoveries by applying the King method of sucking 
out as far as possible the oedematous and infected tissue of the acute abscesses 
when they are inadvertently or compulsorily operated upon before proper 
encapsulation has occurred, the cavity being then lightly packed. 

References,— r Proc. Boy. S 02 . Med. (Sect. Otol.), 1934, xxvii, 1043 ; -Ann. of >Snrg. 
1935, ci. 7 ; Mbid. 190. 

BRAIN, METASTATIC TUMOURS OF. 

Macdonald Critchley, M.D., F.B.C.P . 

The question of secondary carcinoma of the brain has recently been reviewed 
by J. St. C. Elkington. 1 He show's that the published statistics dealing with 
large numbers of cerebral tumours of all types give very varying figures as to 
the percentage of metastatic growths. Naturally, the neurological hospitals 
show r an undue proportion of non-earcinomatous tumours, and better informa¬ 
tion is to be sought from figures from general hospitals. H. Garland and 
Armitage 2 found 12*8 per cent to be metastatic out of a total of 204 verified 
cases of brain tumour. Elkington believes that metastatic tumours actually 
constitute not less than 20 per cent of all cases of cerebral tumour. How 
many cases of malignant disease eventually show secondary deposits within 
the brain is uncertain : Krasting 3 puts the figure at 4-7 per cent, and Raw 4 
at 3*2 per cent. When bronchial carcinoma is considered, however, the 
proportion rises considerably—the percentage being estimated at about 80. 
It is agreed that sarcomata are more prone than carcinomata to metastasize 
within the brain, and it has been stated that 50 per cent of all cases of melanotic 
sarcoma develop secondary cerebral growths. When the origin of the primary 
carcinomatous growth is considered in relation to cerebral metastases, it is 
found that the bronchus is the commonest site. Thus, out of 72 eases of 
secondary malignant growths of the brain admitted to the National Hospital, 
Queen Square, the bronchus was the primary focus in 24 cases, or 83*3 per 
cent; in Meagher and Eisenhardt’s 5 series of 40 cases the proportion of 
bronchial carcinoma was 35 per cent. Nine out of Elkington’s 17 cases (he., 
52*9 per cent) originated in a bronchus. 
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Of Ellungtorfs 17 eases, 18 were aged between 40 and 60 years ; this age 
incidence corresponds with the commonest age period for cerebral tumours 
of all types. The average duration of symptoms prior to the patients coming 
under observation was 4 months ; this length of history is shorter than is usual 
in other types of cerebral tumour. The average duration of life from the onset 
of symptoms was 6*8 months ; the longest interval was 14 months, and the 
shortest 3 months. An abrupt onset, with an epileptic fit, a sudden headache 
or paralysis, was noted in 7 out of the 17 cases. Differentiation has to be 
made in such eases from cerebrovascular disease. 

The commonest symptom is headache, which may be intense and often 
paroxysmal. The pain is not necessarily due entirely to high intracranial 
tension. Vomiting is not usually a prominent symptom. Elkington found 
conspicuous mental changes in 8 cases only ; this contrasts rather with the 
observations of Siefert, 6 W. E. Rees and F. R. Ferguson, 7 and others. Siefert, 
indeed, had described a delirious state which he regarded as characteristic of 
carcinomatosis of the brain. Epileptic disturbances of various types occurred in 
7 out of Elkington’s 17 cases. Evidences of meningeal irritation, such as 
Kernig’s sign and rigidity of the neck, were observed in one case only, although 
other writers have suggested that these features were common in metastatic 
tumours. Papilhrdemu was absent in 9 out of the 17 cases, whilst one patient 
developed this sign when under observation. Although Rees and Ferguson 
found pyrexia a common symptom in their series, it was present in 2 only of 
Elkington’s cases. 

Cerebrospinal fluid changes may, of course, be detected, the most striking 
being the presence of malignant cells in the fluid. This was not encountered 
in any of Elkington’s cases. 

In two cases (out of a total of 18) an X-ray of the skull revealed an alteration 
in the cranial wall corresponding with a malignant deposit. Skiagraphy of 
the chest is, of course, a most important diagnostic feature in the case of 
primary bronchial carcinoma. 

Elkington regards as features of importance in suggesting a metastatic type 
of growth : (1) Short history ; (2) An elderly subject; (3) Sudden onset of 
symptoms ; (4) General failure of health out of proportion to the nervous 
disorder; (5) Severe headache without other signs of intense intracranial 

pressure ; (6) Symptoms or signs suggesting disease elsewhere—especially 

the lungs. 

As regards treatment, the writer suggests that when headache is severe, 
dvcorn prettftion should he performed over the site of the tumour. 

K, Oldberg 8 has also suggested that operation should not be withheld from 
patients with suspected metastases in the brain, provided that the general condi¬ 
tion warrants it, and that the cerebral tumour is apparently solitary. Three 
reasons for surgical intervention are given : (1) It may be possible to remove 
the metastasis, with relief to the patient and prolongation of life j (2) If the 
lesion cannot he removed, at least palliative decompression can relieve some 
of the more distressing symptoms ; and (3) Occasionally a gratifying surprise 
is encountered, in the form of a benign type of tumour. 

Elkington’s findings may usefully be compared and contrasted with an earlier 
paper by J. H. Globus and IT. Selinsky. 9 Their series comprised 12 eases with 
complete post-mortem studies. The authors put forward the following clinical 
picture as characteristic of metastatic tumours of the brain : (1) An acute 
and often precipitate onset of cerebral symptoms, commonly of a disjointed 
or disseminate character, simulating a meni n go -encephalitic process; (2) 

Symptoms of increased intracranial pressure, such as headache, nausea, 
vomiting, and diciness, out of proportion to the objective neurological findings ; 
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(3) Papilloedema rarely ; (4) Meningeal signs not infrequently, often associated 
with radicular pain ; (5) A rapidly declining clinical course, with the progressive 
appearance of new and poorly linked or diffuse signs, and by general wasting 
and growing asthenia; (6) Terminal psychotic manifestations at times. 

Globus and Selinsky do not regard these last as of diagnostic value beyond 
indicating a widespread cellular reaction. 

References.— 1 Proc . Roy. Soc. Med. 1935, xxviii, 1080 ; 2 Jour . Pathol, and Bacterial. 
1933 xxxvii, 461 ; s Zeits.f. Krebsforch. 1906, iv, 315; Hbid. 1922, xviii, 141 ; Linn. 
of Surg. 1931, xciii, 132 ; 6 Arch. f. Pxychiat. 1902-3, xxxvi, 720 ; 7 Lancet , 1930, i, 738 ; 
s Jour. A mer. Med. Ax,soc, 1933, ci, Nov. 4, 1458; 9 A rch. A 1 enrol, and Psychiat. 1927, 
xvii, 481. 

BREAST, DISEASES OF. W. Sampson Handley , M.S., F.H.C.S, 

Physiological Factors in Breast Pathology. 

Hormonic Regulation of Mammary Activity.—The activities of the 
breast have a monthly cycle which indicates their dependence on ovarian 
function, and this in turn is regulated by the anterior pituitary. At puberty 
the breasts enlarge, and before each period there is hyperemia with corres¬ 
ponding lymph-congestion, indicated by tenderness and swelling. These 
symptoms subside rather suddenly with the onset of the period. Histologically 
there is premenstrual proliferation of the alveoli and activity of the epithelium. 
The tendency of the moment is to ascribe all troubles of the breast to endocrine 
dysfunction. It is essential to notice, what some authors have forgotten, 
that hormonic disturbance cannot be the sole cause of troubles of the breast 
which are local and unilateral. Duct obstruction and irritation by retained 
secretion are certainly important factors in conditions such as chronic mastitis 
or papillomatosis w r hich are known to affect individual lobes of the breast 
while sparing others. Duct infection is a frequent cause of duct obstruction, 
and in this connection the great frequency of Demodex infection of the nipple 
must be remembered. 

The Breast and Menstruation.—E. K. Dawson 1 discusses the histological 
changes seen in the normal mamma in relation to age and to menstrual func¬ 
tion. Rosenberg stated that in the menstrual interval lobules are not found 
—only milk ducts in a dense stroma ; be considered that lobules are re-formed 
in the pre-menstruum, and after the period again involute and disappear. 
Dieckmann finds that the lobule is a gradual growth of many years and that 
it persists through the menstrual interval. Menstrual changes, according to 
him, are associated with a temporary physiological oedema around the lobule, 
and not with epithelial activity. After the period the oedema disappears. 
Dawson's observations, and my own too, agree with Dieckmann’s descriptions 
and contradict those of Rosenberg. Dawson found lobules still existing many 
yeais after the menopause. 

The abnormal persistence of the pre-menstrual lymph congestion of the 
breast, owing to conditions of local lymphatic obstruction, is in my view the 
cause of chronic mastitis. 

CEstrin and the Breast.—Dean Lewis and C. F. Geschickter, 2 by injecting 
2000 to 5000 rat-units of oestrin into the breasts of male monkeys over a period 
of some weeks, produced bilateral hypertrophy of the breasts. The histological 
changes resembled those of gynecomastia—proliferation of the ducts, increase 
in the periductal fibrous tissue, and the presence of an epithelial lining of two 
or more rows of cells. They refer to the statements of Kriss and others that 
teratoma and chorionepithelioma of the testicle are associated with gyneco¬ 
mastia. Both tumours may contain chorionic tissue, and may thus be a source 
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of oestrin. CEstrin has been recovered from the tissues of patients with tumours 
of the testicle. 

In four male monkeys injections of anterior-pituitary-like hormone (follutein) 
obtained from pregnancy urine produced less definite hypertrophy of the 
breasts, associated with enlargement of the testicles and of the prostate. 

The hypertrophy of the breasts which occurs in females before the onset 
of menstruation is stated to resemble gymeeomastia in its causation and in its 
histology. Lewis and Gcschickter believe that libro-adenoma is a ‘localized’ 
response to the same stimulus which, acting on the whole breast, produces 
virginal hypertrophy. 

In one specimen of libro-adenoma a high concentration of oestrin was found 
on analysis. The authors conclude that gymeeomastia, virginal hypertrophy, 
and libro-adenoma represent different phases of the same pathological process, 
and may have the same etiological factor—oestrin. It is, however, rather 
difficult to see how such a biochemical factor can determine unilateral gyneco¬ 
mastia or initiate a local libro-adenoma. Pickhardt, in the discussion which 
followed, stressed—rightly in my opinion—the importance of mechanical duct- 
stasis, and of inflammation due to chemical irritation by retained secretions, 
as factors in breast pathology. Even more important, as laying the founda¬ 
tions of local lymph obstruction in particular lobes, are the casual infections 
of the ducts which must so often occur. 

Chronic Mastitis. 

Chronic Cystic Mastitis and Carcinoma.-—P. Klingenstein 3 discusses 
cystic disease of the breast (Hdclus’ disease) with particular reference to the 
question whether it tends to end in carcinoma. Brodie, Schimmelbusch (who 
found coincident carcinoma in 3 out of 43 cases), von Saar, and Bertels, believed 
that it does, and in my opinion they are right. Tietze is quoted as estimating 
that 10 per cent of cases of cystic mastitis develop carcinoma, Speese 15 per 
cent, Semb 24 per cent, Cheatle and Cutler 20 per cent. Of breasts removed 
for undoubted carcinoma, MaeCarty and Keynes found cystic changes in 80 per 
cent, Thompson in 33 per cent, W. Fischer in 14 per cent, Ewing in 50 per cent. 

In spite of the evidence he quotes, Klingenstein does not consider that 
mastectomy is necessary for cystic mastitis, but thinks that partial resection 
suffices, a view difficult to reconcile with Grecnough and Simmonds’ statistics. 
They found in 83 eases of cystic disease treated by partial operation that cancer 
developed subsequently in 4 cases. The follow-up period is not stated, but 
the remaining 70 eases remain at risk, and only a lifelong follow-up could 
establish the real facts. Klingenstein in 54 cases treated by partial operation 
and followed up found 3*8 per cent of subsequent carcinoma. Semb, who 
usually practises complete mastectomy for cystic disease, observed 2 cases of 
carcinoma following partial resection for this condition. Bloodgood found 
only 3 instances of cancer following 128 partial resections for cystic disease, 
and considers that any group of women of like age would show a like incidence. 

Perhaps I may take Klingenstein’s paper as an excuse for stating my own 
views on cystic disease of the breast. They are inferences from my views on 
its pathology. 

Chronic mastitis is a fibrosis of the breast due to persistent lymph-stasis, and 
in such cases, if there is even partial obstruction of the ducts, or if the tissue 
pressure becomes really high, cystic distension of the duets and acini is a natural 
consequence of the abnormal pressure of the tissue fluid. Lymph-stasis stimu¬ 
lates the proliferation of epithelium just as powerfully as it encourages 
the formation of fibrous tissue, but the effect is a slower one. Hence the epi¬ 
thelium of many cysts undergoes pressure atrophy before the stimulus is felt. 
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while in others papillomata are ultimately formed which tend in the course 
of years to become carcinomatous. The complete cycle of changes from per¬ 
manent lymph-stasis to malignancy may be estimated to occupy twenty years. 
[Plates XV, XVI.) 

Now for the practical inferences. Up to the age of forty cystic mastitis 
may be treated merely by three half-pastel doses of 180,000-volt X rays to 
depress the activity of the epithelium, provided that the breast is seen by 
a skilled observer once in three months. Even up to the age of fifty, if close 
observation can be ensured, a similar policy is justifiable in the absence of 
duct-retraction, deviation of the nipple, serous discharge, or of more definite 
signs of carcinoma. It should not be forgotten that mastectomy is an insult 
to physical pride which may have serious psychological reactions. The X-ray 
course may be repeated every two years. 

After the age of fifty a cystic breast should be removed. A single cyst, near 
the nipple, may be tapped and injected with 10 min. of 5 per cent protargol, 
but, broadly speaking, a breast which has produced more than one cyst should 
be removed in a patient over fifty. If physical pride is an important factor 
and if the cysts arc confined strictly to one segment of the breast, usually 
the upper and outer quadrant, this quadrant may be resected through a 
marginal incision and a course of X rays given. The breasts must be subse¬ 
quently watched. 

Experimental Cystic Mastitis.—Sir Lenthal C'heatle 4 describes experi¬ 
ments by Lacassagne on young male mice. A course of oestrin injections 
produced in some weeks an epithelial hypertrophy and cystic changes in the 
ducts of the breasts, terminating in carcinoma. Metastases in the lungs were 
found in some cases. Cheatle considers that the changes produced (among 
which, however, judging from the illustrations given, cyst-formation is not 
prominent) are identical with those seen in Schimmelbusch’s disease, or chronic 
cystic mastitis. He finds in them confirmation of his belief that chronic mas¬ 
titis, which he calls ‘mazoplasia’, is a condition quite distinct from chronic 
cystic mastitis, which he calls 4 desquamative cystiphorous hyperplasia’. 
According to him the former condition never leads to cancer. He advocates 
mastectomy for all cases of chronic cystic mastitis. Some of the breasts 
removed by him have proved to be only cystic, others have contained cysts 
with papillomatous growths, others unsuspected early carcinoma. He has met 
with instances in which local excision of a cyst or cysts has been followed by 
carcinoma. He considers it would be unwise, in view of Lacussagne’s experi¬ 
ments, to adininster ‘ovarian residue’ to women with cystic breasts, but does 
not think harm can be done by it in mazoplasia. 

Chrome Non-cystic Mastitis (Mazoplasia).—I am of opinion that Chea tie’s 
‘mazoplasia’ is only an early stage of his ‘desquamative cystiphorous hyper¬ 
plasia’. The two conditions may sometimes be seen in the same field of the 
microscope. There seems no need to abandon the old terms ‘chronic mastitis’ 
and ‘ chronic cystic mastitis’. 

In an article on the prognosis of non-malignant diseases of the breast, Pearce 
Gould 5 supports Cheatle’s conclusions, and states, regarding chronic mastitis, 
that the condition, by whatever name it is called, is never a pre-cancerous one. 

I can only record my conviction that chronic mastitis and chronic cystic 
mastitis are stages of the same process, which begins with persistent lymph- 
stasis and not infrequently ends in carcinoma. The process is, however, such 
a slow one, extending perhaps over twenty years, that clinical evidence is hard 
to secure, but the case recorded later in this article is not unique. I have dealt 
with the subject more fully elsewhere. 5 

In my opinion every case of non-cystic chronic mastitis in a woman over 
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THE STAGES OF CHRONIC MASTITIS 

(W. isAMPSO.V JlANDI.KY) 



Fuj. A. '< Hironic must it is in (lie initial stupe of lymphatic, congestion or lymph-stasis which 
precedes l.lie stupe of intralobular fibrosis. The acini are practically nonnal, thouph some of 
them show slight cystic distension. They art* sum imded liy a, system of empty spaces, in 
places lined hy definite endothelium. Tin* system represents the lymphatic vessels and spaces 
of the lolmle distended hy lymph. The blood-vessels an 1 also eomrestod. The epithelium 
shows no elianpe. (:•: 10a.) 



Fit/. 11. Chronic mastitis, stupe of early intralobular fibrosis. Another part of the breast 
from the same case as the preceding fipure. Intralobular fibrosis lias now hepun. A J‘< w (mpty 
lymph vessels or spaces can still he seen, and (In* perilobular lymph space is distended by lymph, 
but. most of the distended lymph vessels and spaces have become obliterated and tilled* up with 
younp fibrous tissue result nip from the proliferative response of the lymphatic endothelium and 
the fixed connective tissue cells to the stimulus of lymphatic congestion. For the same reason 
the epithelium of the small duet bepins to show proliferative activity. (X 85.) 
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THE STAGES OF CHRONIC M A S TIT1S —continued 

( \V. £ A M PSO N T 11A N r I )L 10 Y) 



Fig. C .—Chronic mastitis. More advanced intralobular fibrosis. Prom tlio same case as 
the two preceding Ugures. The distended lymph spaces and the perilobular lymph sinus have 
now disappeared, the intralobular iibrous tissue is becoming less cellular and more Jibrotic*. The 
acini are dilated, tiie epithelium is more active and is no longer single layered. Just above A 
there is a suggestion of incipient malignant infiltration. (>; 105.) 



Pig. D .—From a ease of 1 Reelus’ disease ’ (cystic elironie mastitis) in a. stage of advanced 
intralobular librosis with obliteration of the porih bular lymph sinus and of the lymphatic vessels 
and spaces. The acini much dilated and tilled with secretion show a tendency to run into each 
other which may herald malignancy. The inter-acinous fibrous tissue is increased in amount', 
is of the 1 adult ’ type though still cellular, and is blended closely with the Fibrous tissue iu 
which the lobule is embedded. (X 155.) 

Plates IF, XVI from the author's ‘ Genesis of Cancer Kegun Paul 
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forty should receive a short prophylactic course of deep X rays as a sedative 
to the epithelium, and should subsequently be seen every three months. 

* Mastopathla ’ (Chronic Interstitial Mastitis).—F. d’Abreu, 7 in a 
thoughtful paper on chronic interstitial mastitis, which he prefers to call 
‘ mastopathia \ upholds the endocrine origin of the condition, but does not 
mention the difficulty that it is frequently unilateral, and that if bilateral it 
often affects only part of the breast, the upper and outer quadrant for choice. 
He believes that the premenstrual proliferative activity seen in the breast, and 
called by Cheatle ‘mazoplasia’, may, if the ovarian function is deficient, fail to 
undergo the usual, post-menstrual involution and then may gradually pass into 
permanent nodularity of the breast with epithelial hypertrophy and cyst 
formation (Cheatle’s 4 cystiphorous hyperplasia’). D’Abreu found nodularity 
of the breast in 144 out of 500 women examined. “ Nearly all of those [with 
nodularity of the breast] who were between puberty and the menopause showed 
signs of ovarian hypo-function, their periods being painful and scanty, and 
were of the asthenic, chronically unhealthy type.” 

D’Abreu treated 15 cases, 9 of which had had courses of X-ray treatment 
without benefit, by the administration of ovarian residue tablets 5 gr. t.d.s., 
during the fortnight preceding menstruation, as recommended by Cutler, or by 
daily injections of theclin 2 c.c. (Parke, Davis & Co.), the pure follicular 
hormone, during the same period. Of these patients, 12 reported a remarkable 
improvement as regards pain, and there was a noticeable diminution of nodu¬ 
larity ; in 3 cases all traces of nodularity had disappeared. In the remaining 
3 there was no improvement. 

It would appear that a hormone secreted by the developing Graafian follicle 
is regarded as the prc-menstrual breast stimulant. Accounts differ as to 
whether lutein stimulates breast activity. In view of d’Abreu’s results, Cutler’s 
method deserves a further trial, though personally I have found X-ray treat¬ 
ment more satisfactory, and there is much that is still obscure and contradictory 
in the accounts given of the endocrine government of the monthly breast-cycle. 

Tuberculosis of the Breast. 

J. L. McGhee and H. C. Schmeisser, 8 of Memphis, contribute a well- 
documented paper on tuberculosis of the breast, based upon eight cases, seven 
of which occurred in negro women. They refer to Sir Astley Cooper’s pioneer 
contribution (1829) on “Scrofulous Swelling of the Bosom”. Dunbar in 
1881 found the tubercle bacillus in the tissues. In all, the authors found about 
400 reported cases in the literature. The possible routes of infection are : 
(1) Through the duets ; (2) Through a surface wound ; (3) Through the blood¬ 
stream ; (4) Through the lymphatics ; and (5) Through the contiguity of 
structures, e.g., from a diseased rib. J. B. Deaver believed that retrograde 
lymphatic involvement from the axilla or from some intrathoracic focus is the 
usual route. I would add that tuberculous glands of the neck in childhood 
frequently lead to enlarged axillary glands which may persist after the neck- 
glands have disappeared. In such cases the authors point out that axillary 
gland enlargement precedes the appearance of a lump in the breast. Raw 
in 1920 considered breast tubercle to be due to the bovine bacillus, as might 
be expected if the tonsil is the primary port of infection. 

The authors rightly state that frequently the mammary disease is the only 
focus of tubercle demonstrable. Only 81 out of 400 cases occurred in unmarried 
women, and only 13 per cent of cases gave a family history of tubercle. 

The age incidence is important as a help to the diagnosis from carcinoma. 
The average age of the author’s 8 cases was 32, the youngest was 20, and the 
oldest 40. The mass was fixed in every case, and the overlying skin attached 
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in 7 cases. Peau d’orange was present in (> teases, retraction of the nipple in 
5 cases. Axillary glands were palpable in 7 cases. A sinus was present 
in 4 cases. 

Coincident cancer was present in one case, and it is significant that this 
was the oldest case. Two of the cases began with an acute abscess. The 
pre-operative diagnosis was cancer in fi of the 8 cases. The authors recom¬ 
mend pre-operative radiation followed by cautery-knife excision and post¬ 
operative radiation. Six of the 8 cases remained well when last heard of; 
1 died of post-operative shock, and 1 of metastatic cancer. 

To this summary I would add a few remarks on tubercle of the breast. 
Mammary tubercle, like all tubercle, is a lymphangitis. It leads to lymphatic 
obstruction and lymph-stasis and may ultimately thus produce cancer. I am 
accustomed to teach that it has three stages which simulate respectively 
(1) chronic mastitis, (2) cancer, (3) chronic or acute abscess. A supposed 
cancer without axillary gland enlargement occurring under the age of 35 is 
likely to prove on biopsy to be tubercle. I have found simple mastectomy 
by the diathermy needle a satisfactory method of treatment if the axillary 
glands are removed in continuity with the breast. Removal of the pectorals 
is in my opinion unnecessary, but a short subsequent course of deep X rays 
is advisable. 


Malignant Disease of the Bit east. 

Colloid (Gelatinous) Cancer of the Breast.—J. Lee, H. Hauser, and 
G. T. Pack 9 find that colloid cancer of the breast, like colloid cancer of the 
rectum and stomach, has a low’ malignancy, growing slowly and metastasizing 
late. It is rare in the breast—30 cases out of 1922 of breast cancer. The 
tumour is often encapsulated, and the skin, the nipple, and the fat of the 
breast may be free from invasion after years of growth, so that the tumour 
may he erroneously thought to be innocent. This is only true if the w r hole 
tumour has undergone the mucoid change. 

In Lee’s 30 cases of colloid cancer the percentage of five-year cures was 57, 
as compared with 41 per cent in a control group of 217 cases of ordinary 
mammary cancer. Only 24 per cent showed retraction of the nipple. Occasion¬ 
ally a colloid cancer ulcerates, discharging a glairy greenish mucinous material. 
Metastases are usually confined to the axillary lymph nodes, which may them¬ 
selves show colloid changes. (Plate XVII.) 

Diffuse Intraductal Carcinoma.—E. H. Lepper and A, H. .Baker 10 
describe from the Elizabeth Garrett Anderson Hospital 11 cases of diffuse 
intraduct carcinoma of the breast, a condition in which the duets of the breast 
are extensively distended by malignant epithelium, which here and there may 
infiltrate the surrounding tissues. The condition probably originates in a 
diffuse papillomatosis of the ducts. It w'as called by Ewing "comedo carcinoma’ 
because of the wdiitish plugs of degenerate epithelium which are seen on section 
filling the ducts. The more chronic cases are often associated with Paget’s 
disease of the nipple. 

In diffuse duet-carcinoma the single typical lump of ordinary breast cancer 
is replaced by a diffuse lumpiness which may simulate chronic cystic mastitis. 
Discharge from the nipple was present in 7 out of II cases. It may be blood¬ 
stained or serous and in one case was described as purulent. Probably in this 
ease the discharge was a suspension of degenerate epithelium. In C> cases no 
glands were palpable, in 3 the glands w’ere hard. The nipple was retracted 
in 4 cases. 

The areas of malignant infiltration around the distended ducts may be small 
and easy to miss. The authors suggest a hormonic origin for the disease. To 
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avoid mistaking a malignant condition for an innocent one, it is necessary for 
both the surgeon and the pathologist to recognize the peculiarities of diffuse 
duct carcinoma (Plate XV III.) 

Fallacies of Breast Statistics.—A. Gentile, D. Murphy, and E. Lehman 11 
(University of Virginia) draw attention to the fallacies introduced into the 
statistics of carcinoma of the breast by the inclusion of cases erroneously 
diagnosed as malignant when they are really innocent, in a series of 63 cases 
originally diagnosed as cancer of the breast, and completely followed up, 
8 (12-5 per cent) were found to be innocent on careful re-examination of the 
pathological material. The live-year survival rate was thus reduced from 
44-4 to 38-1 per cent. Of the 8 innocent cases, 7 were still living five years 
or more later. This paper is a useful reminder of the fallacies attendant on 
statistics, and of the vital importance to the surgeon of the trained morbid 
histologist. 

Prevention of Breast Cancer.—The most important of all the problems 
of breast cancer, and perhaps the one which has received the least attention, 
is how to prevent the disease. How can the fatal progress from simple lymph- 
stasis to carcinoma be arrested V It is impossible to re-establish the patency 
of the blocked lymphatic channels, and so to restore the normal environment 
of the tissues of the breast. But fortunately we can administer to the abnor¬ 
mally stimulated tissues a, dose of radiation suilicient to depress without 
destroying their vitality and proliferative activity. 

In the Practitioner for April, 1010, the reviewer advocated the X-ray treat¬ 
ment of chronic mastitis. It is frequently followed by disappearance of the 
mastitic induration and by relief of pain. Only a short course of treatment 
is required, but the radiation should be of high voltage (180,000). Since the 
introduction of high voltage X rays, out of some hundreds of cases, I have 
not observed a single one in which a carcinoma subsequently developed in 
the radiated breast. It seems a fair inference that we now possess a weapon 
which, properly employed, is able to prevent breast cancer. The proof can 
only be supplied by a collective investigation, which should be undertaken by 
a group of medical women. 

Treatment ©f Carcinoma.—G. E. Pfahler and J. H. Vastine, 12 from a 
large experience, recommend operation, preceded and followed by X-ray treat¬ 
ment, for breast carcinoma. If operation is refused or is impossible, radium 
by a modified Keynes technique is used and is followed by additional X-ray 
treatment, “ the attempt being made to keep the tissue saturated to the limit 
of its tolerance for a period of three to four weeks ”, 

Of 19 eases which were treated by interstitial radium, 13 remained free from 
gross evidence of disease for a period of from fourteen to twenty-seven months. 
Two were alive a year or longer after the treatment, but showed gross evidence 
of the disease. Three died of the disease and one of intercurrent disease. 

The authors have treated 254 cases of primary carcinoma by irradiation alone, 
chiefly X-ray therapy. Of 195 patients, 70 (39 per cent) were alive after 
three years; 11 of these still showed evidence of disease. Of 181 patients 
followed up for five or more years, 24 per cent were still alive, 4 of them with 
active disease. Of 124 patients treated for inoperable carcinoma, 25 (20 per 
cent) were alive and free from disease ten years later. 

The authors treated 476 cases of recurrent carcinoma of the breast. Of 458 
patients, 21 per cent were free from symptoms at the end of five years, and 
of 288 patients, 8 per cent w r ere free from symptoms at the end of ten years. 

Pfahler and Vastine state that in eases of axillary involvement surgery 
combined with radiation, as contrasted with surgery alone, yields twice as 
many five-year cases. 
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The Zaaliey Clinic Results.—R. H. Overholt and E. B. Eckerson 13 place 
on record 719 breast cases of ah kinds seen at Lahey Clinic, Boston, Mass., 
between 1923 and 1933. All but 4 of these cases were followed up, a remark¬ 
able feat perhaps made possible by the educational campaign of the American 
Society for the Control of Cancer. Of the 719 cases, 280 cases, mostly of 
bilateral chronic mastitis, were not operated upon; 238 cases were operated 
upon and found to have a benign lesion, which in 121 cases was a chronic 
cystic mastitis. A malignant lesion was found in 201 cases ; 17 of these were 
inoperable and 15 refused treatment. Of the 169 cases operated upon, 4 died 
following the operation, and 4 were lost sight of. 

State at End of 1933 of Breast Cancers Operated 
upon 1923-33. 

165 
89 
56 
20 

( 59 1 (54 per cent of total 
46 

o(i f (70 per cent of those 
( dying of cancer) 

Five-Year Results. 

Operated cases, 1923-28 .. .. 62 

Living free from cancer five years 

later .. .. .. .. 25 (40 per cent) 

Living with metastasis five years 
later .. .. .. 5 

Died of cancer after five years .. 3 

Died of other causes after five years 2 

Forty-eight per cent of the cases had axillary involvement (a decidedly 
lower percentage than is experienced at the Middlesex Hospital—again partly 
a result of public education). The authors discuss the question of cancer of the 
second breast, and believe that in cases of bilateral breast cancer it is practically 
impossible to say whether the tumour in the second breast is a metastasis 
from the first or a new tumour. On this point the reviewer does not agree 
with them. If palpable glands in the axilla precede the tumour in the opposite 
breast, then the tumour is a secondary one. If the lump in the second breast 
precedes the gland enlargement in that axilla, then the lump is a second primary 
carcinoma. With the improved results of the primary operation, the danger 
of a second cancer in the remaining breast acquires increasing importance, 
and for this reason alone, apart from the risk of recurrence, a six-monthly 
follow-up, indefinitely prolonged, is imperative, as Overholt and Eckerson insist. 

A recent case of the reviewer’s may serve to point a moral. A nurse, 
operated upon seven years ago for carcinoma of the left breast, was advised 
to have a prophylactic X-ray course for an area of chronic mastitis in the right 
breast, but refused. The breast became cystic, and its removal was then advised, 
but this advice also was rejected. Seen again recently after a five-year interval, 
she had an inoperable carcinoma of the right breast, arising in the mastitic area, 
without recurrence of the original growth. 

The authors conclude their valuable paper by stressing the importance of 
radiation as an adjunct to operation. In women before the menopause pelvic 
radiation is used to induce an artificial menopause, and so to check the stimu¬ 
lation of the breast by ovarian hormones. 

In regard to early diagnosis, they say that “ A lump in the breast which is 


Total number of cases 
Living 

Dead of cancer .. 

Dead of other causes 
Living with metastasis 
Living without metastasis.. 

Died within two years 

cancer within two voars 
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malignant should be removed before it is possible to tell clinically what it is 
In this connection attention is directed to the danger signals of threatened 
malignancy which the reviewer described some years ago, namely : (1) Duct- 
retraction, a recessing of one of the duct-orifices on the nipple, usually associated 
with a mastitic induration of the corresponding lobe ; (2) Deviation of the axis 
of the nipple ; (3) Slight elevation of the nipple is also a warning. These signs 
indicate the formation of adventitious fibrous tissue in one or more of the lobes 
of the breast. The fibrous tissue may be due to pre-cancerous periductal 
fibrosis or may be the stroma of a carcinoma. Overholt and Eckerson found 
carcinoma in one-third of their cases of sanguineous discharge from the nipple 
and advise mastectomy for this condition. The reviewer would also advise 
mastectomy for persistent serous discharge in a patient who has reached the 
cancer age. 

Radiation in Breast Cancer.—A. Hintze 14 reports that in a large Berlin 
clinic 70 per cent of operable cases of breast cancer, and 80 per cent of all 
cases, including inoperable ones, are fatal within a few years. But if post¬ 
operative radiation is used many permanent cures result. Radiation is 
advocated as a supplement to operation, not as a substitute for it. The heavy 
dosage necessary if X rays without operation are employed has an effect on 
the body generally no less severe than that of an operation. Inoperable or 
recurrent cancer of the breast can best be treated by irradiation. The author 
does not discuss the relative values of radium and X-radiation, nor draw atten¬ 
tion to the superiority of radium in the treatment of many forms of recurrence. 
Two cases are recorded in which X-ray treatment arrested spinal deposits for 
periods of two years and ten years respectively. The increasing efficiency of 
X-ray treatment in controlling bone deposits and relieving pain is illustrated 
by Hintze’s results, and is not yet fully realized by the profession. 

Interstitial Radium in Carcinoma,—R. G. Hutchison 15 considers that 
mammary carcinoma does not lend itself to surface radiation by radium, and 
that interstitial methods must be employed. He describes a method for the 
interstitial radiation of breast cancer which has been developed at the Manchester 
Radium Institute of which he is Assistant-Director. He considers it superior 
to that of Keynes, For details the original paper must be consulted. 
Hutchison considers that the internal mammary zone, the upper axilla, and 
the supraclavicular region usually escape adequate radiation. He makes the 
useful suggestion that m.c. radon seeds may with advantage he used for 
the irradiation of the internal mammary chain of glands. Three of these seeds 
are inserted at the inner end of each of the first four intercostal spaces, one 
behind the edge of the sternum, one behind the edge of the upper costal cartilage, 
and one behind the edge of the lower costal cartilage hounding the space. 

Radiation-castration after Breast Carcinoma.—Grantley Taylor 16 con¬ 
siders that, now the function of the ovaries can be abolished by pelvic radiation, 
and in view of the occasional favourable results which followed odphorectomy 
in the hands of Bcatson and Lett, a further trial should be given to radiation- 
castration in carcinoma of the breast. The proposal does not appear to be 
a very hopeful one, since Ahlbom, from a careful study of 168 cases sterilized 
at the Radiumhemmet, concluded that there is no proof that radiation- 
castration combined with local radiation therapy is more advantageous 
than local radiation alone. Of his cases, 73 per cent, nearly all of which 
received local radiation as well, showed improvement, and in no case 
was any harm done. Grantley Taylor points out that radiation-castration 
following radical operation would safeguard the patient by eliminating the 
possibility of a subsequent pregnancy. Trout collected 15 cases of pregnancy 
subsequent to operation for breast cancer, in 13 of which there was prompt 



Breast, Diseases of 


92 


MEDICAL ANNUAL 


development of carcinoma of the remaining breast. It seems a fair criticism 
of the suggested procedure to point out that the natural menopause does not 
appear in any degree to diminish the incidence of breast carcinoma. Cases 
such as that of Hoffman, in which scalp nodules disappeared following pelvie 
radiation, have little evidential value, since the spontaneous disappearance 
of local nodules has been frequently observed apart from any treatment. To 
the reviewer the scope of radiation-castration seems restricted to cases in which 
a subsequent pregnancy, with its evil consequences, is to be feared. 

Sarcoma of the Breast.—S. L. Fox 17 contributes a study of sarcoma of 
the breast based upon 60 eases from Johns Hopkins Hospital—1*6 per cent 
of all the malignant mammary tumours. He groups the sarcomas as follows : 
(1) Fibre-sarcoma of the fascial type, solid tumours which may undergo cystic 
degeneration and are often encapsulated. (2) Fibro-sarcoma derived from 
pre-existing fibre-adenoma, and therefore often containing gland elements; 
they are often encapsulated. (3) The serocystic sarcoma of Brodie derived 
from an intracanalicular fibre-adenoma and often producing an enormous 
tumour. (4) Lymphosarcoma. (5) The author, without producing any 
convincing evidence, describes ‘neurogenic’ sarcoma of the breast, including 
in it melanotic sarcoma and a ‘myeloid’ form of sarcoma. Seventy per cent 
of the tumours were fibrosarcomata, 11-7 per cent lymphoid sarcoma. The 
age incidence ranged from 13 to 75 years and was roughly the same as the 
incidence of carcinoma, with a peak between the ages of 46 and 55. In 33 per 
cent a tumour had been present for three years or longer—an indication that 
the sarcoma arose from a pre-existing innocent tumour. Gland metastases 
were found in only 5 of the 60 cases, and 3 of these were lymphosarcomata. 

Treatment.—- 

Results in 47 Cases followed up. 


Dead from operation or sarcoma (2 of these lived 

more than five years) .. .. ..10 

Dead from natural or unknown causes (3 lived over 

three years, and 3 more than five years) .. 7 

Well for three or more years .. ..• .. 13 

Well for five or more years .. .. .. 0 


In regard to treatment, irradiation is recommended for lymphosarcoma, and 
mastectomy, with removal of muscles but without removal of the axillary 
glands, for other forms of sarcoma. 

In the reviewer’s opinion, though gland metastasis is unusual, it is better 
to clear out the axilla. An important point is to remove a large area of 
skin—much larger than is necessary in carcinoma. Skin-grafting is usually 
necessary. The reviewer’s results show a better post-operative prognosis than 
for carcinoma, and in this conclusion Fox concurs. He states that the outlook 
is better if the sarcoma develops in a pre-existing innocent tumour, while in 
lymphosarcoma it is hopeless. It is pointed out quite truly that only by a 
frozen section can the diagnosis between sarcoma and carcinoma be made with 
certainty. 

{See also X-ray and Radium Therapy.) 

References.— l Edin. Med. Jour. 1934, xli, Dec., No. 12 ; 2 Ann. of Surg. 1934, Oct., 
779 ; Mbid. 1935, May, 1144 ; *Brit. Jour. Surg. 1935, xxii, April, 710 ; 6 Lancet , 1935, 
Oct. 19, 899 ; ^Genesis of Cancer , Kegan Paul ; 7 Brit. Jour. Surg. 1935, xxii, Jan., 456 ; 
*Amer. Jour. Surg. 1935, xxviii. May, 461 ; *Surg. Gynecol, and Obst. 1934, Dec., 841 ; 

Jour. Surg. 1935, xxii, Jan., 415; u Amer. Jour. Surg. 1934, xxv, July, 91 ; 
12 Amer. Jour. Roentgenol. 1935, xxxiii, 41, abstr. in Surg. Gynecol, and Obst. 1935, lx, 
417; 13 New Eng. Jour. Med. 1934, Oct. 18; u Surg. Gynecol, and Obst. 1934, lix, 
Dec., 507 ; 1 Jour. Surg. 1935, xxii, Jan., 465; lB New Eng. Jour . Med. 1934, 
ccxi, Dec. 20, 1138 ; 11 Ann. of Surg. 1934, Sept., 401. 
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BRONCHIECTASIS. L. S. T. Burrell , M.D., F.R.C.P . 

Advances in the study of this disease in the last year have been mainly 
surgical. The technique in the operation of lobectomy has improved, so that 
whereas the mortality was about 80 per cent some ten years ago, it is now 
about 14 per cent. If the patient is prepared by a course of medical treatment, 
so that toxic symptoms arc removed and the tubes are not full of foetid pus, 
the mortality is only some 0 per cent. In bad toxic cases it is a little over 
20 per cent. Much, therefore, depends on the proper preparation for operation 
by preliminary medical treatment. If, owing to oedema or granulation tissue, 
pus is pent up in the dilated bronchial tubes, a course of bronchoscopic aspira¬ 
tions may be given with advantage before the operation. Tudor Edwards 
and Thomas 1 describe the technique and results of the one-stage lobectomy, 
and their results are extremely good. 

Graham 2 advocates lobectomy by means of the cautery, but the improved 
technique of ordinary lobectomy has rendered this comparatively safe, and 
the cautery operation is now very rarely employed. 

Lobectomy, however, is still a serious procedure, and experience has not yet 
enabled a judgement of the late results to be given. Cases have been recorded 
where bronchiectasis has spread or appeared in the upper parts of a lung after 
the lower lobe had been excised. Before advising the operation it is very 
important to decide the degree of disability, whether the disease is stationary 
or progressive, and the extent of the lesion. 3 If the disease is progressive, 
the prognosis is very serious, and objectionable symptoms make the life of the 
patient so miserable that even the most drastic treatment is justifiable if the 
progress of the disease cannot otherwise be checked. If, however, it is 
stationary, drastic and risky procedures should he avoided unless the damage 
in the bronchi is sufficiently great to produce symptoms which seriously impair 
the patient’s activities. In children the disease is nearly always progressive, 
and it is important to prevent spread to the other lung. In older people it 
may remain unchanged indefinitely, and many patients are enabled to lead 
a normal life and avoid offensive sputum by emptying the tubes once or twice 
a day by cough. Posture is of great importance for this purpose, and in acute 
cases the toxaemia may be relieved, and the spread of the disease may some¬ 
times be checked, by postural drainage. Even if subsequently surgical treat¬ 
ment becomes necessary, a course of postural drainage will usually improve 
the general condition of the patient and render the operation less dangerous. 

Nelson 4 emphasizes the importance of accurate localization of the lesion in 
bronchiectasis before starting postural drainage. He divides each lung into 
four parts, the upper, the lower, the middle, and dorsal. The dorsal part 
represents roughly the upper quarter of the lower lobe. He says that lesions 
in the upper zone should be treated in the sitting position, those in the middle 
zone in the recumbent position with the patient on his back or face downward 
according to whether the lesuon is anterior or posterior, and those in the lower 
zone by raising the foot of the bed so that the head is lower than the diaphragm. 
With a lateral lesion the patient should lie on the opposite side with the foot 
of the bed raised. In order to drain lesions in the lower zones Nelson advises 
a special hinged bed so that by winding a handle it rises in the middle. The 
patient lies prone with the anterior iliac spines opposite the hinges, the head, 
thorax, and abdomen hang down on one side of the hinge, and the lower limbs 
on the other. An inclination of 45° can be obtained, but this is too much for 
most people, especially adults, for whom 30° or even 20° are usually sufficient. 
By this means a continuous drainage is obtained, and the results are better 
than in treatment by intermittent posture for only a few minutes two or three 
times a day. 
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Artificial ‘pneumothorax is rarely indicated. The reviewer 5 recorded the 
results of 8 patients treated for bronchiectasis by this method. After ten or 
more years, 2 (one being a bilateral case) are well and at work. One remained 
unchanged, and so a thoracoplasty was performed, but although alive he still 
has copious sputum and is an invalid. The other 5 are dead. Of these, one 
died from cerebral abscess, one as the result of toxaemia from spread of the 
bronchiectasis, two following thoracoplasty, which was subsequently performed 
as a result of the failure of artificial pneumothorax, and one improved and 
remained in fair health for nine years, when she died of pneumonia. 

Thoracoplasty is a bad operation for bronchiectasis. It collapses the lung 
tissue, but usually leaves the bronchieetatic cavities untouched. Phrenic 
evulsion also is not successful, and often makes matters worse by producing 
a flabby diaphragm and lessening the force of cough. 

Warner 6 reports five cases of massive atelectative bronchiectasis . One of 
these he considers congenital, which he regards as a pathological curiosity. He 
refers to the triangular basal shadow so often seen in cases of bronchiectasis, 
and thinks this is due to a shrunken bronehiectectic lobe, for injection of 
lipiodol invariably shows dilated bronchi in that region. He concludes that 
collapse is a factor in the production of bronchiectasis, and is probably produced 
in most cases by obstruction of the terminal bronchioles. Fibrosis and pleural 
adhesions are not necessary in the production of bronchiectasis. Radiographs 
show thin-walled whorl-like shadows from apex to base in cases of massive 
atelectative bronchiectasis. 

References. — x Brit. Joar. Burg. 1934, xxii, 310; ^Arch.ojSurg. 1925,x ; 3 Practitioner 
1926, cxvii, 183; A Brit. Med . Jour. 1934, ii, 251 ; 5 Lancet, 1933, ii, .1414 ; “Quart. Jour. 
Med. 1934, xxvii, 401. 

BRONCHIECTASIS : SURGICAL TREATMENT. 

A. Tudor Edwards , M.Ch., F.R.C.S. 

Lobectomy and Total Pneumonectomy.—The recent and rapid advance 
of the radical treatment of bronchiectasis has resulted in a series of contributions 
to this subject in the last year or two. Not only have relatively large series 
of cases of successful lobectomy been recorded, but quite a number of cases of 
total pneumonectomy. Until about four years ago no patient had survived 
the convalescent period following total pneumonectomy. Two recent articles 
by E. Archibald 1 and by J. Alexander 2 have appeared discussing particular 
points in respect of these operations. 

Archibald reviews the history of the procedure, and then proceeds to discuss 
the various points in the operations both as regards technique and complications. 
Firstly, anaesthesia is quite rightly held to be a matter of the greatest importance. 
After considering spinal anaesthesia, as advocated by Shenstone and others, 
he passes on to a discussion of general anaesthesia, either nitrous-oxide gas 
with oxygen, or ethylene, or ether. The disadvantages of a general anaesthetic 
are that it does not prevent shock or the accident of contra-lateral infection 
through flooding. The author has, therefore, been using an instrument con¬ 
sisting of a very long coude catheter bearing at its end an inflatable balloon 
of a size to fit the stem bronchus, which prevents the pus contained in the 
affected lobe from running out of it during operation. Archibald next discusses 
the question of approach, and considers this to depend upon several factors— 
e.g., the presence or absence of adhesions, and the disease for which the 
operation is performed, either bronchiectasis or new growth. It will appear 
advisable, particularly where it is proposed to do a total removal of a lung for 
malignant disease, to use an anterior approach, especially on the left side, and 
to secure the main blood-vessels of the pedicle and follow up by dividing the 
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main bronchus. Obviously the presence of adhesions will complicate both 
the postero-lateral and the anterior approaches. In bronchiectasis, however, 
it is probable that a postero-lateral approach should be used, particularly in 
view of the fact that the majority of dense adhesions are situated over the 
posterior aspect of the lung, and are difficult to separate through an anterior 
incision. 

As regards single or two-stage operation, it is obvious that if the same result 
can be obtained by a one-stage procedure as by a two-stage, the former has 
everything to recommend it, and this view is held by those who practise this 
operation. Furthermore, in the two-stage operation, the first stage of which is 
directed to the production of adhesions between the normal lobe and the chest 
wall, two measures have been adopted. In one the lobe or lung has been secured 
by a mass-ligation, and the lung or lobe left in situ and allowed to slough away. 
In the other the major portion of the lung is removed distal to the mass-ligature. 
In the former, which might be termed the ‘delayed amputation of the lung’, 
obviously there is going to be a considerable degree of toxic absorption from 
the surrounding pleura even when this has been prepared by a previous aseptic 
pleurisy. 

Archibald again stresses the question of tension pneumothorax, and therefore 
of the considerable risk if no method of post-operative drainage is used. For 
this reason he advises this measure of safety, which appears to him unobjec¬ 
tionable. Infection of the other portions of the lung, he considers, can be 
controlled, to a certain degree at any rate, by the use of the inflatable balloon. 
This, however, does not prevent the infection of the pleura, which is almost 
inevitable. 

As regards obliteration of the residual cavity, it has been shown that in the 
majority of cases this occurs spontaneously by emphysematous expansion of 
the sound lung associated with displacement of the heart and a rise of the 
diaphragm. But a phrenicectomy, either preliminary or late, is usual. In 
total pneumonectomy thoracoplasty has been performed as an early or late 
measure in some instances. In Graham’s case this was done as a first stage of the 
operative procedure, i.e., before removal of the lung—a case which was followed 
by success. The majority of surgeons, however, do not advise such a preli¬ 
minary operation, and obviously it must add to the dangers of a one-stage 
operation. 

Alexander, likewise, in considering lobectomy, discusses at some length the 
question of one- and two-stage procedures, of the latter of which he is a strong 
advocate. He declares that he and his assistant have operated upon 25 
patients by this method, 5 of whom have died (20 per cent). He states that, 
of 82 patients operated on by the two-stage method, there were 12 deaths 
(14*0 per cent). Alexander appears to advise a temporary phrenic nerve 
paralysis in preference to a permanent one before unilateral lobectomy. This 
operation is stated to hasten the closure of the pleural space that remains after 
the removal of the lobe, and he states that return of diaphragmatic function 
is desirable. He likewise somewhat condemns the use of artificial pneumo¬ 
thorax as a desirable measure preliminary to lobectomy, advancing as a reason 
that there is a definite risk of producing an empyema or a pleural effusion and 
stiffening of the pleura which would tend to delay or prevent eventual expan¬ 
sion and adhesion of the undiseased lobe. It is important to note, however, 
that Alexander does not advocate a two-stage procedure for lobectomy or 
pneumonectomy where carcinoma is concerned. 

G. A. Mason 3 records two cases of total pneumonectomy in which the lung 
was left in situ after mass ligation and allowed to slough off subsequently. 
The latter stage shows that the cavity was largely obliterated in the course 
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of the six months following the operation, and at the time of the report was 
only the size of a walnut. It was epithelialized, and contained on its floor 
two bronchial fistula?. In the second patient also there were three residual 
bronchial fistula? four months after operation. Both these patients, however 
have been enormously improved by the operative procedure, which was 
obviously justified. 

References.— ^-Ann. of Suvg. 1934, Oct., 796 ; "Ibid. 1935, Jan., 393; 3 JBril. Med, 
Jour . 1935, i, 299. 

BRONCHITIS AND EMPHYSEMA, J. F. Gaskell , M.A., M.D. , F.R.C.P. 

Etiology and Pathology. —The relationship of chronic bronchitis and 
emphysema and the etiology of these conditions are still matters of controversy, 
but it is recognized by all investigators that the connection between the two 
is a very close one, and that the existence of the one without the other becomes 
the more difficult to establish, the more exactly the two conditions are studied. 

Emphysema occurs in two forms, the form which is found in patients who 
have not yet reached old age, and the senile type which occurs in the old and 
is of comparatively little importance clinically. The view which is held by 
recent investigators tends to be that the former type is always obstructive— 
that is to to say, the lung itself is the organ which is primarily at fault. The 
emphysema and the respiratory and structural changes are secondary to 
alterations in the bronchial tree owing to spasm or mucous obstruction in 
the bronchi or bronchioles. In other words, bronchitis in some form, either 
inflammatory or reflex, precedes and causes the emphysema. The American 
authors therefore call this earlier form 4 obstructive emphysema’, and the 
senile form 4 non-obstructive’. 

A third clinical condition, namely asthma, must be also considered in its 
relationship to obstructive emphysema, and the development of emphysema 
has been more closely studied in cases of asthma than in cases of simple 
chronic bronchitis. The dividing line is, however, difficult if not impossible 
to draw, so much so that German authors have reached the conclusion that 
all cases of chronic bronchitis and emphysema occurring in earlier years have 
really an asthmatic basis—that is to say, a reflex hypersensitivity of the 
respiratory apparatus. 

In order to study the condition of emphysema, the investigation of the 
respiratory exchange and the changes from the normal of the various sub¬ 
divisions of the total pulmonary capacity is essential, and modem American 
study of the condition by the spirometer, etc., has been largely concentrated 
on this aspect. 

R. V. Christie 1 points out that the various terms in” use hqye been used 
loosely and are given different meanings by different authors. He proposes 
a scheme which is most simply explained by a diagram (Fig. 10). The 
total pulmonary capacity—that is to say, the total air in the lung at fullest 
inspiration—is represented by a column. This is divided up into three parts : 
(1) Residual air, which is always present even at fullest expiration ; (2) Reserve 
air, which is in addition present and not expired in ordinary breathing ; and 
(8) Complemental air, which with the other two makes up the total capacity. 
He points out that the physiologically constant level is the resting respiratory 
level, also called the 4 mid-capacity’, as at this level, which is that at the end 
of normal expiration at rest, no muscular activity is taking place, for the 
elasticity of the lung is up to then the only expiratory force; the respiratory 
muscles only begin to come into action in forced expiration. The vital 
capacity, the total air exchange possible with deepest inspiration and expiration, 
is therefore the sum of the complemental and reserve air, while the functional 
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residual air is that remaining permanently in the lung in ordinary breathing, 
being the sum of the reserve and residual air. Christie finds that in any given 
individual the mid-capacity or resting respiratory level remains constant and 
that therefore the functional residual air remains constant, though the comple- 
mental air and the reserve air show considerable variations purely fortuitous 
in nature even in a trained and controlled individual. He describes a method 
of measuring the functional residual air. This scheme of Christie’s has been 
adopted in the American literature. 


Vital capacity 


Functional residual air 



Fig. 10.—Scheme sflowing pulmonary ventilation and respiratory exchange. (R. V. Christie.) 


The study of the changes in chest position and movements has been greatly 
facilitated by radiography. J. V. Sparks and F. G. Wood 2 give a summary 
of the X-ray changes found. In their eases of bronchitis and emphysema 
they almost always obtained evidence of fibrotic changes in the lung parenchyma, 
often accompanied by adhesions and limitations of the movements of the 
diaphragm. The costophrenic angle tends to be obliterated and the outline 
of the diaphragm is irregular owing to the adhesions. These changes are 
additional to the characteristic changes—the increased clarity of the lung 
fields, the lowering of the diaphragm, the widening of the costophrenic angle, 
the increase in the intercostal spaces so that the ribs are more horizontal, and 
the enlargement of the retrosternal space which becomes more translucent 
in the lateral view. They found, however, that increased clarity of fields 
was often patchy, especially in the left lower zone. 

Lipiodol injections practically always show that the bronchi have a beaded 
irregular outline extending as far out as the periphery of the lung fields. There 
may he also saccular dilatations present. Another quite abnormal appearance 
consists of a network of fine thread-like bronchi, which is still present post 
mortem and therefore cannot be due to spasm of the bronchioles. No satis¬ 
factory explanation of this has up to the present been found. 

J. B. Christopherson 3 has studied radiographically over 200 cases of chronic 
bronchitis and bronchial asthma, and finds emphysema practically always 
present. The bronchial tubes almost always show varicose, beaded, or fusi¬ 
form dilatations, mainly in the tubes of the second to the fifth or sixth degree ; 
the large bronchi are also always dilated. He considers these changes are 
the result of overaction of the autonomic nervous system. He therefore 
agrees with the view widely held in Germany that chronic bronchitis and 
emphysema is a subasthmatic state, brought about by the same agencies as 
true asthma. 

Radiographic evidence thus strongly supports the thesis that chronic 
bronchitis and emphysema are inseparable and if the one condition is present 
the other is also. 
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The anatomical changes in the senile type are, however, of a different character 
according to \V. B. Kountz and H. L. Alexander, 4 who have made an exhaustive 
study of this type, which they hold to be a truly degenerative change with 
comparatively little alteration of lung function. Such patients show pre¬ 
ponderant abdominal breathing with an increase of diaphragmatic excursion ; 
this may be as high as 1C cm., in great contrast to the marked diminution of 
movement in the obstructive non-senile type, which may be as low as 1 cm. 
The authors found with a special apparatus a great increase over the normal 
of abdominal movement and very little chest movement in the senile type, 
while, in the obstructive type, breathing was almost entirely by chest move¬ 
ment. The vital capacity is usually diminished, but never so much as in 
obstructive emphysema; they found an average of 85 per cent in non¬ 
obstructive senile emphysema, and only 55 per cent in obstructive. Venous 
pressure is not increased in non-obstructive, and the oxygen content and CO a 
concentration of the blood are normal. They therefore concluded that alteration 
of lung function could not be the cause of the senile type, and sought elsewhere 
for its etiology. 

The theory, originally advanced by Freund in 1859, that ossification of 
cartilages and ankylosis of the costo-vertebral joints was the cause, was not 
borne out in their series of cases ; ossification w f as not constantly present and 
ankylosis was comparatively uncommon. They noticed, however, that a 
constant feature was a straightness and stiffness of the thoracic spine, easily 
proved by X-ray examination. This straightening caused separation of the 
vertebral bodies and therefore a separation of the ribs at their attachments, 
with a rising up of the sternum and an increase of the horizontal diameters 
of the chest. This the authors proved experimentally by using the bony 
thorax freed from muscles, etc. Post-mortem material demonstrated both 
macroscopically and microscopically that the straightening was due to swelling 
and degeneration of the intervertebral discs, with at the same time irregular 
absorption of the bodies of the vertebrae. Ultimately the bodies may become 
so much eroded that kyphosis results ; this accentuates the barrel shape of 
the chest owing to the spine’s sinking away from the upper part of the chest 
which is held up by the clavicles. They therefore hold that senile non- 
obstructive emphysema is due to bony changes of the chest wall which increase 
the size of the pulmonary cage. 

The changes in the pulmonary mechanism of the non-senile obstructive 
type of emphysema have been studied by Hurtado and others in America. 
A. Hurtado, W. W. Fray, and VV. 8. McCann, 0 in an intensive study of nine 
cases of pulmonary emphysema, found the vital capacity greatly reduced and 
the residual air much increased, so that the air volume of the lungs at mid¬ 
capacity (resting respiratory level) is much increased ; these changes cor¬ 
responded with the clinical severity of the condition. Forced expiration 
still, however, expels the normal reserve air. A high ratio of residual air to 
total capacity always means dyspnoea on exertion. Emphysematous patients 
on exertion increase the rate rather than the depth of breathing, but when 
the voluntary expiratory muscles are brought into play the depth is increased 
and the rate slowed. The maximum ventilation that is possible, the vital 
capacity, is always decreased. They found that emphysema does not always 
produce changes in the structure of the thorax; the proof of its presence, 
therefore, depends on the estimation of the pulmonary capacity and its sub¬ 
divisions. 

In a further paper 6 26 patients were studied who had chronic bronchitis 
at intervals, often with bronchial asthma. The shape of the chest in the series 
ranged from the characteristic barrel shape to the normal. AH, however, 
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had increase of the antero-posterior diameter, limited expansion, low position 
of the diaphragm, hyper-resonance, and prolongation of expiration, with the 
radiographic appearances already given in this review. The authors found 
the total capacity only slightly decreased, averaging a loss of 5*7 per cent. 
The residual air was more than doubled, averaging an increase of 110 per cent, 
while the vital capacity was decreased by 09 per cent, due mainly to loss in 
the complemental air. The average value of the reserve air was practically 
normal. They studied the expansion of the chest by radiographic films, and, 
averaging the series, found that the ratio of the area at maximum inspiration 
to the area at maximum expiration rose from the normal 62 per cent to 
73 per cent, thus measuring the loss of expansibility. The movements of 
the diaphragm fell from the normal 6*3 cm. to 4 cm. and the lateral expansion 
of the chest from 3*2 cm. to 2*4 cm. They conclude that the degree of dis¬ 
ability can be measured by the ratio of the residual air to the total capacity. 

It. V. Christie 7 describes ail inquiry into the elastic properties of the 
emphysematous lung in life, holding that no conclusions can be drawn about 
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Fig. LL—-The vital capacity in. four cases of emphysema, showing the overstretching 
on deep inspiration and the difference between the volume of reserve air taken alone and that 
taken at the oud of a test for vital capacity. C\ Oomplcmental air; It, Deserve air; V, Vital 
capacity. The irregularity in the resting respiratory level is also well shown. (By kind 
permission of the ‘ Journal of the American Medical Association .’) 

this from post-mortem investigations. He introduced a small amount of air 
into the pleural cavity, which was connected with a manometer so as to 
measure intrapleural pressure. In emphysema the degree of distension of the 
lung was found to be not proportional to the intrathoracic pressure, showing 
that the elasticity of the lung is imperfect. This can also be shown tod 
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measured in another way, by taking the vital capacity. In emphysema the loss 
of elasticity of the lung prevents complete and immediate return to the resting 
respiratory level after a maximum deep inspiration ; also, if the vital capacity 
test is performed, maximum expiration by voluntary effort no longer can empty 
the lung to the same extent as after an ordinary inspiration, owing to the slowing 
and diminution of the elastic recoil. Temporarily the reserve air is lowered 
(Mg. 11). 

Hurtado, 6 in the series lie investigated, did not lied this lowering of reserve 
air after deep inspiration to be present in all his cases, only in some, and there¬ 
fore criticizes tills work of Christie’s. The latter holds that in bad cases of 
emphysema elasticity is almost completely lost, expiration being only carried 
out by the extrinsic muscles and therefore giving rise to a positive intra- 
thoracic pressure. The upward movement of the diaphragm is also due to 
respiratory recoil; when elasticity is lost it gets fixed at the inspiratory 
level. This loss of elasticity produces a pressure gradient in the lung causing 
greatest distension at the periphery and therefore inequality of gas diffusion ; 
the greatest diffusion thus takes place in the distended alveoli, whose walls 
are atrophic and capillaries damaged and few, so that oxygen absorption is 
greatly lowered. There is in consequence great waste of effort with diminution 
of effective tidal air, which may be responsible for some, if not all, of the 
anoxaemia and CO 2 retention associated with emphysema. A vicious circle 
is thus established with increasing demand for hyperventilation and decreasing 
ability to ventilate. 

The outcome of these researches into the lung volume and its subdivisions 
is that in emphysema, though the total capacity is on the whole little altered, 
the respiratory cycle starts at a much higher level, a level which in normal 
persons is one of partial inspiration ; in order to obtain sufficient ventilation 
the normal respiratory effort approaches or even reaches the upper inspiratory 
limit. The inspiratory muscles therefore undergo their well-known hyper¬ 
trophy in order to add to the efficiency of the upper inspiratory range. 

A. Hurtado, N. L. Kaltreider, and W. S. McCann 8 have studied the oxygen 
saturation and CO a concentration of the arterial blood in 24 cases of pulmonary 
emphysema. They find that anoxaemia is always pronounced and the CQ a 
concentration is increased. This can be correlated with the abnormalities 
of the subdivisions of the pulmonary capacity: if the residual air rises to 
45 per cent of the total capacity, anoxaemia is invariably present. They 
conclude that the deficient alveolar ventilation is the chief factor in producing 
the anoxaemia of pulmonary emphysema. 

A. Hurtado, N. L. Kaltreider, and W. D. Brooks 9 have also examined the 
plasma, blood, and cell volume in emphysema, and find no noteworthy changes. 
The total circulation of haemoglobin per kilo of body weight is also within 
normal limits. They therefore do not agree that polycythemia and increase 
in haemoglobin are factors in the well-known cyanosis of emphysematous 
patients. 

O. Bruns and R. Herbst 10 have also investigated the changes in lung function 
in emphysema. They first discuss Herbst’s co-efficient of oxygen absorption, 
which is the amount of oxygen taken up in the blood out of a litre of inspired 
air, and can be measured from the minute volume of the breathing. This, 
however, varies very greatly in the normal, as also does the respiratory rate. 
In the latter the authors have found variation of from three to twenty per 
minute according to the respiratory training of the individual, athletes show¬ 
ing the lower rates, those with sedentary occupations the highest. In 
emphysema, when the patient is at rest, all these factors fall within the extremes 
of the normal range. Investigations are therefore necessary under working 
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strain. In normals under severe bodily strain a point is reached when the 
blood can no longer take up to the full the oxygen presented to it in the lung, and 
the oxygen absorption then sinks. The authors are in agreement with Hurtado, 
Christie, and earlier authors in respect to the alterations of the respiratory 
volumes, and. emphasize the necessity for hypertrophy of the inspiratory 
muscles to carry on the increased inspiratory effort needed. They also make 
the point that in emphysema the inspiratory movement is quickened and 
shortened, while the expiratory movement is prolonged, being divided into 
a short initial quick expiratory movement followed by a long slow collapse 
of the thorax. This form of respiration was found not only in the bronchial 
asthma type but also in bronchitis and emphysema and all types with a high 
resting respiratory level. The minute volume of the respiration at rest is 
increased. They have found that examination of patients under working 
conditions, partly owing to their respiratory distress and lack of co-operation, 
leads to unsatisfactory results; they have therefore simulated bronchial 
asthma and emphysema in trained normal individuals, by an artificial stenosis 
of the air entry on the one hand, and by fixation of the diaphragm with a 
tight abdominal bandage on the other, put on in the position of extreme 
expiration when the diaphragm is fully relaxed. Under severe exertion they 
got similar results to those in patients. Work could only be carried on for 
a short time under these conditions, being given up with signs of severe 
breathlessness. Nevertheless the oxygen lack of the body was never high 
and cannot, be held to account for the severe disability of working power. 
If, however, in these experiments the rapid shallow breathing that naturally 
ensues is replaced by trained deep breathing, work can be carried on for a 
much longer time, yet the ventilation and oxygen absorption is found to be 
still lower than with undisciplined breathing. Nevertheless cyanosis and 
breathlessness do not occur, although the oxygen intake is greater with super¬ 
ficial undisciplined breathing. Anoxaemia cannot therefore explain the cyanosis 
and breathlessness ; this must be also largely due to impairment of the cir¬ 
culation. 

The venous blood-pressure has been shown by Ilerbst to rise in undisciplined 
breathing but to fall with trained breathing , and accompanying this rise 
and fall is a respective diminution and increase of the minute volume of the 
heart output. The time relations of inspiration and expiration are altered 
from the normal 1 to 1*15 to 1 to 2 or even I to 4 in this rapid shallow breath¬ 
ing ; with trained breathing they come back to 1 to 0-96. Now inspiration 
by its suction (‘fleet assists the How of venous blood into the right auricle, and 
expiration inhibits it; also inspiration aids the right ventricle by widening the 
lung capillaries and sucking blood into the lung, and expiration hinders this. 
The alteration of the inspiratory expiratory ratio is therefore most important, 
and contributes largely to the circulatory impairment and the consequent 
cyanosis and breathlessness. The cyanosis in its turn stimulates the nervous 
respiratory mechanism, which produces still more rapid and shallow breathing, 
a vicious circle which is broken by trained breathing. The training of 
emphysematous patients in respiration is of very great benefit and often allows 
light work to be undertaken which, without it, is impossible. It is a long 
process and should be carried on in the case of bronchial asthmatics in the 
intermittent periods, so that it becomes almost automatic in attacks. It has 
been found to reduce or even ward off severe attacks. 

W. Berger 11 endeavours to substantiate the thesis that bronchitis and 
emphysema is a minor manifestation of asthma, and that the asthma mechanism 
acting in a more prolonged way and to a slighter degree is responsible for its 
production. He points out that asthmatic attacks always have a bronchitic 
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element in the swelling and exudative reaction of the mucous membrane of 
the bronchioles, and claims that this condition may spread into the larger 
bronchi and in time produce constriction of these bronchi, because of the 
prolonged though slight action of the asthma mechanism. In true asthma 
attacks of chronic bronchitis often occur apart from true asthmatic attacks, 
and spasms of coughing may often precede the occurrence of true asthma for 
manv years. Such attacks of chronic bronchitis yield to the same therapy 
as the* true asthma, whether the therapy is physical, nervous, or allergic. 
Again, attacks of chronic bronchitis without true asthma often show' a surprisingly 
quick diminution of symptoms, pointing strongly to a functional origin. 
Chronic bronchitis is often accompanied by allergic manifestations typical 
of true asthma, such as rhinitis, eczema, urticaria, angioneurotic oedema, joint 
pains and swellings, disturbances of digestion, enteritis membranacea, or mucous 
colic. When bronchitis and emphysema become established in those of younger 
years, attacks of shortness of breath, finally developing into true asthma, are 
not uncommon. Finally, treatment with asthmatic remedies such as ephedrine 
and adrenalin is often very successful in bronchitis and emphysema. 

A. Engelhard 12 also has investigated cases of emphysema in those of sedentary 
occupations, and details 2G cases, in all of which the reason for seeking medical 
help was some nervous manifestation, such as dyspepsia, bradycardia, angina 
pectoralis nervosa, peripheral vascular neurosis, etc. He therefore concludes 
that true emphysema can arise owing to disorganization of the vegetative 
functional mechanism. Chest changes are secondary to these disturbances. 
Fie comes into line with Berger in the view that chronic bronchitis and 
emphysema is brought about by a similar mechanism to that causing true asthma. 

Treatment. —This has already been referred to to some extent, especially 
the great improvement that can be brought about by (rained breathing . The 
value of an abdominal belt is stressed by several writers. Christie 7 states that 
the diaphragm can be raised again in emphysema by increasing the abdominal 
pressure. This cannot be done by the emphysematous patient unaided, as 
such a patient usually has a pendulous abdomen with a flabby muscular wall. 
A suitable belt pressing on the low r er abdomen below the umbilicus can, 
however, increase abdominal pressure sufficiently to raise the diaphragm. 
This gives great relief to the patient and brings the diaphragm once more into 
play in inspiration. 

H. L. Alexander and W. B. Kountz 13 have observed that patients with 
advanced emphysema tend to assume positions compressing the abdomen, 
also that hard pressure just above the symphysis pubis can be shown radio- 
logically to raise the diaphragm in such patients. They have therefore devised 
a special belt, with an adjustable spring fitting closely to the lower abdomen. 
The spring is to adjust the pressure for different body positions. The patient 
soon learns the necessary adjustment to produce maximum relief. The authors 
have tried such belts on 25 patients with severe obstructive emphysema, and 
19 of these had distinct subjective improvement. The vital capacity was 
increased on the average by 39 per cent. In one patient who wore the belt 
for six months, the position of the diaphragm and the increase of vital capacity 
w T as finally maintained without the belt. 

J. Meakins and R. Y. Christie 14 give a summary of the methods of treat¬ 
ment of emphysema. They first briefly describe the fundamental changes 
of the condition, laying especial emphasis on the disturbances of the circulation 
due to changes in the intrapleural pressure, and the consequent increase of 
venous pressure and tendency to right heart failure already described in the 
review of the paper by Bruns and Herbst. 10 They hold that circulatory failure 
is proportional to the increase in the intrapleural pressure. They also strongly 
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advocate the value of an abdominal belt, though they do not agree that in 
subjects trained to give reliable values for the various air volumes there is much 
increase of vital capacity. Symptomatic relief is, however, marked. 

These authors fmd that oxygen often relieves the lowered oxygen saturation of 
the blood shown by cyanosis. This is especially valuable at night, given for 
an hour or two before going to sleep. The duration of the effect is surprising. 
Cardiac failure must be relieved by the usual methods. The use of a belt 
may in time aggravate the embarrassment of the pulmonary circulation, which 
may explain the intolerance of certain patients to a belt. Chronic bronchitis 
and asthma must be treated in the usual way. They agree with the German 
view that most cases of emphysema present some asthmatic tendency, so that 
drugs such as ephedrine are always worth a trial. 

The treatment of bronchitis by drugs, in addition to the provision of a 
warm constant atmosphere, is universally acknowledged to be important, 
the most valuable being potassium, iodide , ipecacuanha , and ammonium carbonate . 
In some cases of recurrent winter bronchitis vaccines are of value, especially 
if the same organism is preponderant in the sputum from year to year. 

References. — 'Jour. Clin. Invest. 1932, xi, 1099; 3 Lancet , 1932, ii, Dec. 31, 1419; 
z Amer. Jour. Med. fid. 1933, olxxxvi, Oct. 504 ; Clour. Arner. Med. Assoc. 1933, c, 
551 ; 9 Jour. Clin. Invest. 1933, xii, 833 ; Mbid. 1934, xiii, 1027 ; Ubid. 295; Hbid. 
1935, xiv, 94 ; 9 [bid. 1934, xiii, 999 ; U) Muneh. med. Woeh. 1932, Ixxix, 1385 ; 11 Wien, 
med. Woeh. 1934, lxxxiv, 873 ; Vi l)cut. Arch. f. kiln. Med. 1933, clxxv, 38; Arner. 
Jour. Med. Sci. 1934, clxxxvii, May, 087 ; v \tour. Amer. Med. Assoc. 1934, eiii, 384. 

BRUCELLA INFECTIONS. (See Undulant Fever.) 

BUBO, CLIMATIC. (Sec Lymphogranuloma.) 

BURNS. (See also Wounds and Wound Infections.) 

Sir W. I . de C. Wheeler , F.R.C.S.I. 

Tannic acid remains the fundamental basis of treatment for burns. The 
cod-liver oil method mentioned under Wounds is worthy of extended trial, 
especially in areas of the body where tannic acid is contra-indicated, e.g., the 
face and buttocks. All are agreed on the uses of morphia in the early stages 
of shock and subsequent pain. Glucose and hypertonic saline solutions intra¬ 
venously are especially indicated in cases of extensive burns. A pint of 10 
per cent glucose in 5 per cent saline is a suitable combination; 5 per cent 
glucose in normal saline is less likely to cause clotting if the continuous drip 
method is employed. Blood transfusion will sometimes save the patient who 
is toxic and shocked beyond the probability of recovery. 

Don Weaver 1 describes the technique of treatment. The clothes are removed 
and heat maintained by warm blankets or with the aid of an electric cradle. 
As all burns are infected with streptococci, the patient is given gas and oxygen 
and cleansing of the burnt area is begun. The burnt area is quickly and lightly 
scrubbed with a soft brush, using water and green soap followed by alcohol and 
ether. A freshly prepared solution of tannic acid is applied in any suitable 
manner, more usually in the form of saturated swabs. The hands, feet, buttocks, 
or the entire body may be immersed in tannic acid. In twelve to twenty- 
four hours tanning is complete. The patient is then covered with sterile 
sheets and kept warm with electric bulbs. The eoagulum gradually separates, 
a process requiring two to four weeks, when the healing will be found almost 
complete. In about 30 per cent of cases signs of infection or deep necrosis 
appear. Organisms gain late entrance at the margins of the eoagulum. To 
avoid this Weaver recommends painting the margins of the eoagulum daily with 
1 per cent gentian violet. If infection becomes apparent, all the overlying 
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eoagulum must be removed over the infected area. This sometimes requires 
general anaesthesia. By attention to the above principles and details there was 
a marked improvement in results. [The reviewer has found that gentle washing 
with -weak iysol solution followed by methylated spirit is sufficient without the 
aid of soap and a brush.—W. X. de €. W.] 

A. M. Clark and R. Cruickshank 2 make some interesting observations on 
the treatment of burns. They refer to the primary shock and to the dehydra¬ 
tion which occurs by the escape of fluid from the blood at the burnt surface 
and into the tissues in the burnt area. The blood is concentrated and there 
is a decrease in chlorides. Emphasis is laid on the infection, which becomes 
manifest in three or four days, but probably begins within twenty-four hours. 
The Sir. haemolyticus is the predominant organism : 10 c.c. of concentrated 
scarlatinal streptococcus antiserum is given on three different occasions, 30 c.c. 
in all. Dettol has been found more efficacious than other antiseptics in com¬ 
bination with tannic acid in cases of burns. A freshly prepared 5 per cent 
solution of tannic acid combined with a 20 per cent solution of dettol is 
applied to the burnt area. It is employed in the form of a moist dressing, 
which acts more rapidly than when an atomizer is used. Three or four layers 
of lint are soaked in the solution ; these are covered with cotton-wool and held 
in position by a bandage. The bandage and wool are removed every two or 
three hours, but the lint is left in position and resoaked with the solution. 
After eight to twelve hours the entire dressing is removed. A brown eoagulum 
has formed. This is sprayed with 5 per cent tannic acid solution and dried 
by an electric drier. At the same time a large area of surrounding skin is 
swabbed over with dettol. The sponging of the surrounding skin with dettol 
is repeated every four to six hours until the eoagulum separates. After the 
eoagulum has separated the general principles of wound treatment are applied. 
Each day the patient is placed in a bath with running water. Skin-grafting 
when necessary should be carried out early. Clark and Cruickshank were 
convinced of the value of dettol after careful comparative investigation in the 
laboratory. A combination of the treatment just described with the cod- 
liver oil method referred to above might prove efficacious. 

References. — l Calif. and Western Med. 1934, Oct,, 222 ; 2 Lancet , 1935, i, Jan. 20, 201. 

CANCER, RADIOTHERAPY OF. (Seealso X-kay and Radium Tiimrapy.) 

Stanford Cade , FMX'.S. 

The progress made in the radiation treatment of malignant disease is shown 
in a most striking manner in the Report of the Medical Research Council 1 for 
the year 1934. The number of cases submitted to radiation as compared to 
those submitted to surgical treatment continues to increase (Table I). 

Adding the figures contributed by the various centres for 1930, 1931, 1932, 
1933, and 1934, a total of 10,430 cases of malignant disease has been treated, 
of which 2887 have been treated by surgery alone, making 28 per cent, and 
4560 cases have been treated by means of radium alone, making 44 per cent. 
The report also draws attention to the discrepancy in results obtained at various 
centres ; this variation has led the Medical Research Council to initiate an 
inquiry, and a questionnaire was circulated to the centres concerned. 

Cancer of the Month. —Interstitial irradiation or surface treatment are the 
methods employed at most clinics. Where bombs of 1 gxm. or more are avail¬ 
able, distance radiation is gradually superseding the older methods. The 
treatment of the lymphatic fields in most institutions consists of a block dissec¬ 
tion whenever possible followed by careful radiation to the limits of tolerance 
of the sldn. However, recurrence is reported as being frequent, and these 
recurrences are very resistant to both radium and X rays. It seems that a more 
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focal method of treatment, such as that provided by a bond), is likely to produce 
improved results. At the Middlesex Hospital 1 cases of malignant disease of 
the mouth have been treated by means of the 1-grm. bomb in association with 
either interstitial radium or intrabueeal application. At University College 
Hospital 2 the 1-grm. bomb has been in use throughout the year. The maximum 
dosage found practicable to give to a single area was 18 grm.-hours spread over 
three to four weeks ; this produces fairly severe radio-epidermitis. Rapid 
retrogression of the irradiated lesion is common when the latter does not lie 
deeper than 2 cm. from the skin or where four or five equidistant ports of entry 
can be used. In cases where the lesion is deeper, the limit of skin tolerance 
is not infrequently reached before the lethal tumour dose is delivered. The 
solution of this difficulty lies in the direction of increased radium-skin distance 
with corresponding increase of radium element and probably increased filtra¬ 
tion. This lias been found successful in Westminster Hospital, where, using a 
bomb containing 2 grtn. of radium, a greatly increased tumour-dose can be 
delivered by increasing the radium-skin distance up to 10 cm. and prolonging 
the period of treatment up to six or eight weeks. By this method deep-seated 
tumours of the larynx and pharynx have been adequately irradiated. 

Table L —-Relative Frequency of Surgical and Radiological Treatment. 

(Medical Research Council. Special Report Series No. 204, 1935.) 


METHOD OF TREATMENT 


By all methods .. .. 

By surgery alono .. .. ' 

By radium alone .. ,. j 

By X rays alono .. .. i 

By surgery [ radium ,. .. j 

By aurgery-j-X ray a .. .. ! 

By radium (-X. rays .. ,. j 

By surgery-| radiumX rays j 


NUMBER i | PERCENTAGE OF 
Treater Total number 
(1034) j Treated 


2475 1 

100*0 

012 

24*7 

1145 ! 

46*3 

251 i 

10*1 

2i s ; 

8*8 

100 1 

4*3 

118 | 

4*8 

25 | 

1*0 


Cancer of the Pharynx and Larynx.—Radiation treatment of cancer of 
the pharynx and larynx is discussed by Stanford Cade in the Westminster 
Hospital report submitted to the British Umpire Cancer Campaign. 8 This class 
of tumours is subdivided into two main groups: (1) Endolaryngeal tumours— 
comprising lesions of the vocal eords, ventricular bands, and anterior com¬ 
missure ; and (2) Extrinsic laryngeal tumours—comprising, the epilaryngeal 
group, the posterior and lateral pharyngeal group, the pyriform fossa, and the 
hypopharynx including the post-cricoid area. 

The first group -endolaryngeal tumours—is suitable for interstitial radium 
treatment. The method was evolved by Finzi and Harmer from the operation 
devised by Ledoux, with one very important difference—namely, that the 
radium needles were inserted in close proximity to the lesion without opening 
the air-passages. This modification was of the greatest practical importance 
as it rendered the procedure safe and reduced the mortality to a negligible 
figure. The size, position, and extent of the growth dictate the amount of 
cartilage to be removed. If the ary-epiglottidean fold is involved, the great 
cornu of the hyoid is removed in addition to the ala of the thyroid cartilage; 
in the presence of a subglottic extension a portion of the cricoid is taken away. 
The access to the lesion is therefore no longer a true fenestration of the thyroid 
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cartilage, but a more extensive and accurate procedure. In the majority of 
cases tile tumour disappears and the voeal cords assume a normal appearance. 
The functional result is better than after laryngofissure. Recurrences have 
occurred locally ; in some eases this was due to under-estimation of the extent 
of the lesion and inadequate irradiation ; radiographic control of the treatment 
showed in a few eases that the needles had slipped and so the radium was no 
longer in apposition with the lesion. At the Birmingham General Hospital 1 
a fresh technique has been adopted. A larger number of needles have been 
inserted, left in position for eight days. This is followed by deep X-ray therapy 
through the port-hole in the laryngeal cartilage ; it is reported that the early 
results are noticeably better than those previously attained. 

The treatment of the second group—extrinsic carcinoma—is essentially by 
means of X rays or the bomb. X-ray treatment has been brought to its present 
position chiefly by the work of Coutard. The real importance of Coutard’s 
work lies in its principles—namely, the protraction of the period of treatment 
and the fractioning of the dose. These principles when applied to the radium 
bomb have given results equal and in some cases greatly superior to those 
obtained with X rays. That the bomb is a real necessity in the treatment of 
these groups of pharyngeal cancer is obvious from the following observations : 
(1) The proportion of three-year cures obtained by Coutard is 12 per cent, and 
for a true perspective it is necessary to focus attention on the 88 per cent of 
failures as well as on the 12 per cent of successes. (2) Of the various forms of 
laryngeal cancer, the proliferative type accounts for most of the X-ray successes, 
whilst the infiltrating type gives very bad results. Radium alone in large 
quantities, in a suitable container, can be successfully used in this type of 
tumour. Cade and Allchin, 4 employing 2 grin, of radium in combination with 
high-voltage X rays, have obtained at the Westminster Hospital during the 
past four years the results shown in Table II. 


Table II .— Combined Bomb and X Rays. 
( Westminster Hospital. ) 


Site of Carcinoma 

Oases 

AlJVE 

(Price from 
DISEASE) 

Pyriform fossa 

23 

7 

Post-cricoid 

1 h> 

a 

Lateral and posterior pharyngeal .. 

7 

:i 

Epipharyngeal .. 

j 12 

4 

Total .. 

f>2 

17 


That complete disappearance of pharyngeal cancer can be obtained by means 
of the radium bomb is an established fact. A great deal of work remains to be 
done to ensure permanence of results. With increased quantities of radium, 
accumulated experience, and improved technique, further practical advances are 
certain to be made, but even to-day the immediate results obtained by radia¬ 
tion are superior to those of the major surgical operations and at a negligible risk. 

Cancer of the Breast.—The number of cases of carcinoma of the breast 
in which irradiation is employed increases year by year, and it is a point of 
great interest to the practitioner and to the public that cases which from a 
surgical point of view are regarded as hopeless are being successfully treated 
by a combination of radium, surgery, and X rays. At many centres the method 
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employed in very advanced cases consists in the local removal of the breast 
or tumour, preferably by diathermy, combined with irradiation of the 
axillary and cervical glands. This is done either by needling alone or, prefer¬ 
ably, by needling followed by surface application of radium on plaques or 
X rays. The Surgical Unit of St. Bartholomew’s Hospital 5 makes an interest¬ 
ing statement in the latest report to the Medical Research Council. Comparing 
the results of surgical treatment and radium needling in breast cancer, examina¬ 
tion of the five-year survival rates obtained by the Follow-up Department 
shows that the results of the two methods of treatment are not materially 
different, being in each ease 40 per cent. An attempt to improve results is 
being made by combining interstitial radium with surgery, the breast being 
amputated a few weeks after the needling. 

(See also Breast, Diseases of.) 

Cancer of the Rectum.—In the present stage of radium therapy it is 
recognized that surgical excision gives the patient as good a chance of cure 
as can he hoped for. Radium therapy, however, proves at times of consider¬ 
able value in the treatment of rectal cancer. The application of radium results 
in a number of eases in the arrest of haemorrhage, partial or complete healing 
of the ulcerated surface, a diminution of the discharge, less pain, and a retarda¬ 
tion of the rate of progress of the disease. In some instances the growth becomes 
less fixed and in others it becomes transformed into fibrous tissue. The 
selection of eases suitable for radiation resolves itself into the following : (1) 
Borderline eases and inoperable eases ; (2) Operable cases where operation is 
contra-indicated on general grounds, or in patients who refuse exeisional treat¬ 
ment ; (3) When a colostomy must at all costs be avoided or delayed ; (4) 
Pre-operative irradiation, providing the dosage is correct and operation not 
delayed beyond three or four weeks after irradiation. Delay in the hope of 
obviating the operation altogether is bud, as it renders the operation more 
difficult to perform, post-operative convalescence is prolonged, and healing 
delayed. 

Method of Irradiation. —Technique of irradiation varies with the site, 
extent, and type of growth. It also depends upon the general health of the 
patient, the presence of obstruction, and the object in view : mere palliation 
or attempt at cure. 

Most methods previously described have now been abandoned, and the 
following is given as the only method in which the risk of radiation is small, 
post-radiation pains negligible, and results encouraging. 0 

The following radium is necessary to carry out the treatment : (1) Forty 
mgnn. of radium, preferably in tubes of 10 tngrm. each; overall length, 20 mm. 
Screenngc, a minimum of 1 nun. of platinum. (2) Needles of 1 mgrm. per cm. 
active length, screened by at least 0-8 mm. of platinum ; about 80 or 40 mgrm. 
are required. 

7Vr/m%?iC.»—Irradiation consists of a simultaneous intrareetal and perirectal 
insertion of radium in such a manner that the tumour is submitted to 
the effects of radium from the periphery from a series of weak foci of 
irradiation and from the lumen of the bowel from a relatively high source 
of radiation. 

Perirectal Irradiation ,—The high lithotomy position is necessary. The coccyx 
is removed, but otherwise no surgical exposure is necessary. The needles are 
inserted by puncturing the skin and guiding their position by a finger in 
the rectum. In the male a metal sound is introduced in the urethra, 
and the prostate and urethra are brought down as near the perineum as 
possible ; in the female the anterior group of needles are placed through 
the vagina. 
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Intrarectal Radium.—' Three or four tubes of 10 mgrm. each are used. They 
are inserted in a rubber tube of 1 mm. thickness and a knot is tied in between 
each tube. The total length of the tube is about 10 in. Tins is inserted with 
the aid of a proctoscope into the lumen of the growth. The rectum is tightly 
plugged so as to keep the tube in position ; the end of the rubber tube is 
sutured to the anus in two places. 

Both sets of radium are left in situ seven to ten days. On removing the 
radium the growth is seen to be flatter and the surface covered with a film of 
white, fibrin. The immediate results are encouraging find the above irradiation 
appears to be a step in the right direction. It is far too early to express an 
opinion on the ultimate results. 

Seeds .—Some workers advocate the use of seeds instead of needles. They 
are much easier to introduce and sometimes lead to complete arrest of disease. 
The introduction of seeds direct into the growth through the sigmoidoscope 
or proctoscope is, however, not an ideal method and presents definite risks of 
post-radiation haemorrhage, which may prove fatal. Further study in this 
method is urgently needed. 

(See also Rectum, Cancer, of.) 

Carcinoma of the Anal Canal.—This is a squamous-cellcd neoplasm, in 
no way different from a skin cancer in any other situation. It is eminently 
suitable for radium treatment. Tine ideal method of radiation is by the 
interstitial method, with needles in preference to seeds. Gabriel quotes 
50 per cent success in this type of case, from the cases at St. Mark’s 
Hospital. A greater percentage of success should be obtained if the lesions 
are completely surrounded by radium and treatment is prolonged for at least 
seven days. 

Surface treatment of inguinal glands should be carried out in all cases of 
anal carcinoma. Plaques of spongy rubber, felt, or Columbia paste are applied to 
eaeb groin. If the radium skin distance is 4 cm., 100 mgrm. of radium to each 
groin are applied 12 hours daily for 10 to 14 days. If a distance mass radiation 
apparatus is available, this can very conveniently replace the plaques, and in 
such cases hospitalization is not essential. 

It should be noticed that neither at the Radium Institute in Paris nor at the 
Radiumhemmet in Stockholm is radium favoured for rectal cancer. It is, 
however, essential that further work in this direction be carried out., and the 
future remains more hopeful than at first seems to be the case on perusal 
of the literature on the subject. 

Cancer of the Uterus.—The Marie Curie Hospital 3 reports that, it; is now 
the tenth year since the Clinic was established. During tins time nearly 1000 
cases of carcinoma of the cervix have been treated. An analysis of the results 
obtained shows that although there has been a general improvement, during 
the ten years, it has not been steadily progressive, the falling off in the percentage 
of five-year cures in some years being due to the differences in the initial material. 
The collected results of the ten centres reporting to the Medical Research 
Council 1 show the figures given in Table III. 

Malcolm Donaldson 7 states that “the five years’ results (of radiotherapy) 
must convince the most conservative-minded medical man of the value of 
radiotherapy. It is almost impossible to judge which of the more well-known 
techniques is the most successful, but there is no doubt in my mind that when 
radiotherapy is combined with X-ray treatment the final results are superior to 
either of these methods of radiation used alone.” 

Rone Sarcoma.—An account of bone sarcoma is given by Stanford Cade in 
the 1984 report of the Mount Vernon Hospital. 8 Radiation treatment of these 
tumours can be given by radium or X rays, or preferably by a combination of 
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botli methods. Although most bone sarcomata require large doses and pro¬ 
longed treatment, excessive irradiation, specially by unsuitable methods, causes 
grave accidents, and the results of treatment can be worse than the disease. To 
understand the rationale of radiation of bone tumours it is necessary to refer 
to the various types met clinically. Classification of these tumours has been 
placed on a more accurate basis by the American Registry of Bone Sarcoma 
established in 1920. The main groups are as follows ; (1) Osteogenic sarcoma ; 
(2) Ewing's tumour ; (3) Giant-celled tumour ; (4) Myelomatosis ; (5) Chondro¬ 
sarcoma. The classification is of practical nature, as upon the recognition of 


Table III .— Cancer of the Cervix Uteri. (Medical Research Council. 
Special Report No. 204.) 


Yeah 

Interval 

Since 

IRRADI¬ 

ATION 

NO. OF 
Cases 
Treated 




STAGE 





n | 

III 

TV 

L. 

.1). 

L. 

D. 

L. 

D. 

L. 

D. 

1921 .. 

13 

41 

1 

3 

2 

12 

0 

20 

0 

3 

1922 .. 

12 

37 

1 

3 

1 

10 

0 

18 

0 

4 

1923 .. 

11 

(52 

2 

4 

0 

14 

0 

34 

0 

8 

1924 .. 

10 

73 

3 

5 

1 

23 

2 

28 

1 

10 

1925 .. 

9 

124 

0 

(5 

4 

21 

4 

55 

0 

28 

1920 .. 

8 

145 

5 

3 ! 

4 

15 

13 

80 

2 

23 

1927 .. 

7 

140 

4 

4 1 

8 

18 

18 

53 

1 

40 

1928 .. 

0 

240 

1(5 

15 | 

18 

44 

24 

88 

0 

29 

1929 .. 

r> 

234 

14 

9 

20 

30 

32 

98 

3 

28 

1930 .. 

4 

295 

27 

10 1 

40 

40 

37 

95 

0 

25 

1931 .. 

3 

320 

29 

24 

27 

51 

41 

98 

3 

47 

1932 .. 

2 

312 

41 

15 

40 

29 

45 

98 

3 

35 

1933 

1 

312 

3(5 

6 

53 

31 

04 

71 

17 

34 


the various types depends the selection of the method of treatment. The fifth 
group, or chondrosarcoma, belongs more to the parosteal type and is an extra- 
periosteal tumour of lower grade of malignancy. The other four groups present 
very different clinical pictures, pursue different clinical courses, and are of 
different prognosis. Each of the live different groups presents characteristic 
histological appearances. The chief clinical characteristics are grouped together 
in Table IF. 

Radiation Treatment of Bone Sarcoma. —Interstitial radium treatment 
has no place in the treatment of bone sarcoma. The results obtained by this 
method are bad, and the damage done to the normal tissues is so great that 
the method should be condemned. Surface radiation by plaques is a sound 
method but presents difficulties of technique, as the quantity of radium required 
is great and the depth dose to be adequate generally causes severe damage to 
the skin. Distance radiation with a bomb is undoubtedly the method of choice. 
It is safe, permits accuracy of treatment, protraction and fractioning of the 
dose is easily achieved, and in combination with X-radiation has given the best 
results. By means of this method—with the 4-grm. bomb and smaller units— 
19 patients were treated at Westminster Hospital, and, of these, 6 are alive and 
free from disease- one for six years, one for five years, two for three years, and 
two for two years. The results obtained are tabulated in the Tables V and VI. 

In all cases of osteogenic sarcoma prophylactic X-ray treatment should be 
given to the chest, even in the absence of any evidence of pulmonary metastasis. 






Table IV. —Main Characteristics of the Types of Bone Sarcoma. 
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A second treatment of both the primary and the chest should be given eight 
months after the initial treatment. In Ewing’s 8 tumour the response to radia¬ 
tion is so rapid that it is of diagnostic value. 

(See also Bonk Tumours ; X-ray and Radium Therapy.) 

Tabic V . —Sarcoma ok Bone. 


TYria or tumour 

| Total 

Dead 

A LIVE 

(J?REE FROM 

Disease) 

Osteogenic sarcoma .. 

27 

20 

7 

Ewing’s tumour 

. . ; 0 

3 

3 

Giant-celled tumour 

4 

0 

4 

Multiple myeloma .. 

1 

1 . 

0 

Chondrosarcoma 

1 ^ 

1 

1 


Table VI. —Survival ok Osteogenic Sarcoma .* Six Cases. 


.Done 

.DiorsY 

Years 

Treatment 

Femur 

No 

0 

Bomb and X rays 

Tibia 

Yos 

5 

Bomb and X rays 

Tibia 

Yes 

3 

Radium plaque 

Scapula 

Yes 

3 

Bomb, surgery, and X rays 

Humerus . . 

Yos 

2 

Bomb and X rays 

Tibia 

No 

2 

Bomb and X rays 


Reeerences. ■■ 1 ‘‘ Medical Uses of Radium ”, Med. Research Council , Spec. Rep. 
No. 204 ; 2 Report on Radiotherapy , Univ. Coll. Kosp. 1935 ; a Brit . Emp. Cancer Camp. 
12 ih Ann. Rep. 1935; ^Lancet, 1935, Sept. 21; b Jbid. Nov. 9 ; G Rroc, Roy. Soc, Med. 
1935 ; 7 Rost-Uradtiate Surgery, Medical Publications, 1935 ; B Mount Vernon Hosp. 
Statist. Rep. 1934 ; °Amcr. Jour. Surg. 1935, xxiii, 1. 

CARDIOSPASM. (See Sympathetic Nervous System, Surgery of.) 

CATARACT. Sir Stewart Duke-Elder , M.D., F.R.C.S. 

Cataract and Vitamin C.—An interesting series of experiments have 
recently been performed in Russia on the etiology of cataract by N. Moniukova 
and M. Fradkin, 1 associating this condition with a deficiency of vitamin C. 
It is known that a considerable quantity of ascorbic acid is found in the 
aqueous humour ; the authors confirmed the observation that in the anterior 
chamber of eataraetous patients hardly any ascorbic acid is observed. They 
believe that ascorbic acid plays an important role in oxidation and reduction 
of the lens. They made a careful experimental study of scorbutic animals, i.e., 
animals with avitaminosis C, in order to verify the recent data on the metabol¬ 
ism of both normal and pathological lenses. In the first part of the experiment 
twenty-five guinea-pigs were fed a scorbutogenous diet, hay and oats, for from 
fifteen to twenty days. The lenses were examined with the slit lamp, and in 
six animals incipient opacities were observed in the centre and in the posterior 
layers of the lens in the shape of rings and punctate opacities. The second 
part of the experiment consisted of a careful puncturing of the anterior chamber 
with the tip of a keratome in eleven scorbutic guinea-pigs with transparent 
lenses. On examination with the slit lamp on the second or third day all 
these animals showed various-shaped opacities in the posterior layers of the 
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lens. In the third part of the experiment the same operation was done on a 
few animals which were getting food rich in vitamin C. None of these animals 
showed changes of the lens. 

The next step in the experiment was to establish the correlation between 
vitamin C and the function of the endocrine gland system in cataracfcous 
patients, also the correlation between proteins and carbohydrates in the 
blood serum of these patients, because of the presumption that high content 
of proteins and insufficiency of carbohydrates predispose to avitaminosis C. 
The Luthge-Metz reaction showed a disturbance of the function of the suprarenal 
gland in cataractous patients. There was also observed the absence of the 
cysteine reaction in cataractous patients, which indicated a disturbance of 
oxidation in the lens. The final step in the experiment was the feeding of the 
scorbutic animals which had acquired cataracts with food rich in vitamin C, 
but the time of observation in the last stage was too short to justify the drawing 
of conclusions. 

Moniukova and Fradkin come to the following conclusions : (1) Tillman’s 
reaction demonstrates in the normal anterior chamber of the rabbit a high con¬ 
centration of vitamin C ; (2) The aqueous of a cataractous eye has no ascorbic 
acid ; (3) The reducing property of vitamin C plays an important role in the 
oxidation processes of the lens ; (4) The high concentration of vitamin C in a 
normal anterior chamber can be explained by one-way diffusion of ascorbic 
acid from the blood into the eye; (5) Opacity of the lens is observed only in 
severe, advanced cases of scurvy ; (0) The emptying of the anterior chamber 
of the scorbutic animal leads to opacification of the lens ; (7) A disappearance 
of vitamin C from the anterior chamber is an etiological feature in opacification of 
the clear lens ; (8) In the light of this experiment, senile cataract is a result 
of disturbance of the permeability of the eye on a background of general 
insufficiency of vitamin C. 

Endophthalmitis Phaco-anaphylactica.—It is well known that after an 
extracapsular extraction of cataract, especially when a considerable quantity 
of lens material is left in the eye, an iritis, sometimes of considerable severity, 
is a commonplace. The theory that this reaction in the eye is due to an ana¬ 
phylactic reaction to the lens proteins is already well-known from the work 
of Burky and Woods, as is also their suggestion that sensitive patients should 
be desensitized before an operation is undertaken. The determination of the 
sensitivity is by a cutaneous test consisting of an intradermal injection of 0*1 c.e. 
of a 1 per cent solution of lens extract, A strongly positive reaction consists 
of the rapid development of an erythematous patch and a wheal; while a 
mildly positive reaction is represented by a similar appearance developing 
after several hours and reaching its peak in twenty-four hours. In a recent 
paper E. L. Goodman 2 tested 700 patients before extraction in this way ; 582 
(83*1 per cent) showed no reaction ; 118 (16*9 per cent) showed a positive 
reaction, which was strongly positive in 38 (5*4 per cent). 

The relation of post-operative ocular inflammation to cutaneous reactions 
is interesting. Fifty-three patients showed excessive post-operative ocular 
reactions which could not be accounted for by an accident at the time of 
operation, post-operative complication, etc. Of these 53 patients, 31 showed 
no cutaneous reactions and 22 showed cutaneous reactions of some degree. Of 
the 31 patients with no cutaneous reaction, only 4 (12*9 per cent) showed 
severe post-operative ocular reactions, while 11 (50 per cent) of the 22 patients 
showing cutaneous reactions had post-operative ocular reactions of severe 
degree. 

Another interesting point is brought out by the following comparison. Of 
the 118 patients with cutaneous reactions of some degree, 59 (50 per cent) had 
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a normal post-operative course, while of the 38 patients with strongly positive 
cutaneous reactions, only 17 (44-8 per cent) had an uneventful recovery. Also 
82 (23*7 per cent) of the 118 patients showing cutaneous reactions of some 
degree had excessive post-operative ocular reactions for which no specific 
reason could be found, while 14 (36-9 per cent) of the 38 patients showing 
cutaneous reactions of -+- + or greater had such unaccountable ocular reactions. 

It was interesting to note, furthermore, that each of the 5 patients who gave 
strongly positive cutaneous reactions had a severe post-operative reaction, 
and, incidentally, each of these 5 patients was not seen until long after the 
capsule of the lens in at least one eye had been opened and there had been plenty 
of time for autosensitization to develop. This by no means held true for those 
patients showing milder cutaneous reactions, many of them having perfectly 
uneventful recoveries. This leads one to the conclusion that severe post¬ 
operative ocular inflammation of the anaphylactic type needs to be feared only 
when the patient has demonstrated marked hypersensitivity to lens protein. 

It is interesting that 26 patients showed no cutaneous reaction to lens protein 
when first tested and showed reactions of some degree when tested after operative 
opening of the lens capsule ; and it is significant that all the markedly positive 
reactions 'were obtained only after there had been an opportunity for absorption 
of lens material from the anterior chamber. It is further of importance that 
no case of a normal lens showed a positive reaction, so that it would appear 
that: (1) Hypersensitivity to lens protein occurs only in patients with disease 
of the lens ; (2) Hypersensitivity to lens protein is thus acquired and not 
congenital. It is not too much to suppose that the ability to respond to a lens 
antigen with resultant hypersensitivity has a background in which the influences 
of heredity arc prominent. Cataractous cortical material forms the principal 
antigenic factor. 

Reviewing post-operative results Goodman comes to the following conclusions : 
(!) When lens material is left in the eye of a non-sensitive patient, it is not as 
great a source of danger as it is when left in the eye of a sensitive patient. (2) 
The amount of lens material left in the anterior chamber is in direct ratio, 
generally speaking, to the degree of the post-operative ocular reaction, whether 
in a sensitive or in a non-sensitive patient. (3) Lens material left in the eye 
following operation may have a deleterious action through its toxic, mechanical, 
or anaphylactic properties. The anaphylactic action, when present, is pro¬ 
ductive of the most severe types of reactions. On this basis Goodman urges 
the advisability of desensitization prior to operation in sensitive patients. 
Desensitization must be started with care and the dosage increased according 
to the degree of the local, focal, and general reactions obtained. No fear about 
the patient’s welfare need be felt if this programme is carried out. The initial 
dose should be 0*1 or 0*2 c.c. of about a 2 per cent solution of lens protein. The 
dosage should be increased about 0*2 c.c. at a time until 1 c.e. is reached, and 
then it may be increased by somewhat larger steps until 4 or 5 c.c. is being given 
at each injection. A focal reaction is the sign that the amount used should 
be repeated or decreased rather than increased at the next injection. A general 
reaction, if mild, may be disregarded. The injections should be given about 
every four days subcutaneously on the flexor surface of the forearm, where the 
local reactions may be easily studied. 

Every patient who shows a strongly positive reaction to lens protein prior 
to operation should receive desensitizing injections until there is no reaction 
to the skin test for a period of two weeks. The maximum dose used in the 
desensitizing injections should be continued after operation and until the eye 
that was operated on is entirely healed and the absorption of the lens material 
has been completed. 


8 
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Desensitization should not be undertaken during the active stage of end¬ 
ophthalmitis phaco-anaphylactiea. The desensitization in all probability could 
not be accomplished before the endophthalmitis has run its natural course, 
and the inevitable focal reactions to the injections would only increase the 
severity of the ocular inflammation and result in greater residual damage to 
the eye. 

Intraeapsular extraction should be attempted in all favourable cases when 
there is any reaction to the cutaneous test wdth lens protein. If the capsule 
ruptures, the anterior chamber should be thoroughly irrigated and all the 
cortical material removed. These statements hold true especially for the 
patient who shows a marked hypersensitivity and who has not been desensitized. 
Three illustrative cases may be quoted :— 

One of the most interesting cases encountered was that of an exceptionally 
sensitive person who had suffered from severe endophthalmitis phaco-anaphylac- 
tica after each of two extracapsular extractions and after each of two needling 
operations. He was successfully desensitized, and subsequent irido-capsulo- 
tornies which were performed on the two eyes were successful and produced 
only ordinary reactions. Prior to the irido-capsulotoinies there was perception 
only of light in each eye. The corrected vision three months following the 
irido-eapsulotomies was 6 80 in each eye. 

An attempt was made to desensitize one patient with active and severe 
endophthalmitis following extracapsular extraction. This resulted in aggrava¬ 
tion of the process, and it was necessary to enucleate the eye because of the 
continued inflammation six weeks after the extraction. 

One patient with only one eye was found to be fairly sensitive. He was 
successfully desensitized and then an extracapsular extraction was performed. 
There was considerable residual cortex following this operation, but recovery 
was uneventful. 

Sutures in a Cataract Section.—It is frequently advisable that sutures 
be inserted in the wound after a cataract extraction, especially in cases where 
the patient is restless and when vitreous loss has been encountered. All are 
agreed that conjunctival sutures are of little value as compared with a corneo¬ 
scleral suture, but the difficulty of inserting the latter has always made it 
unpopular; considerable force is necessary to thrust the needles through the 
tough tissues, and any force is too apt to involve the eye in further calamity. 
An ingenious instrument devised by F. H. Verhoeff 3 overcomes this difficulty 
{ Fig. 12). It serves to hold the lips of the wound close together and to 
support them without endangering the eye while the needle is passed through 
the cornea and sclera. It consists of a shaft 1 mm. in diameter, at one end 
of which is a sliding piece bearing three steel needles. By means of a spring 
the cornea and sclera can be clamped between the footplate and the sliding 
piece. For a short distance from the footplate the shaft is flat and thin (0-4 mm. 
in thickness), so that when inserted in the wound it does not separate the lips 
to an important extent. The sliding piece is slotted to fit firmly on this part 
of the shaft and yet be freely movable up and down. The end of the sliding 
piece is slightly concave, and the needles, 2 mm. apart, project from it each 
about 0*0 mm. Two of these are to engage in the sclera, the other in the cornea. 
There is a stop on the instrument to prevent the needles from touching the 
footplate. The sliding piece has a small lateral arm in the form of a right 
angle. The third needle projects from this to engage in the sclera. The lateral 
arm and this needle, when the suture-needle is being passed, serve to hold the 
sclera in place. The footplate is rectangular in shape, 2*5 x 4*5 mm. in size, 
and slightly concave on its upper surface. When inserted through the wound 
it forms a shelf 1 mm. wide beneath the sclera, and 1*25 mm. wide beneath 
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is now roade in the usual way, preferably exactly at the limbus. The knurled 
sleeve on the sliding piece of the instrument is grasped between the thumb 
and first finger of the left hand and pulled up by holding the knob on the upper 
end of the instrument against the n ic tacarpo-phalangea 1 joint of the index finger 
(Fig. The footplate is passed into the anterior chamber at the site 

selected, and brought against the cornea and sclera. The sliding piece is then 
slowly released, thus clamping the lips of the wound. In carrying out these 
procedures care should be taken not to displace the lips of the wound laterally 
from their natural relative positions. The first suture is now to be inserted ; 
Xo. 1 black silk thread about 85 cm. in length, armed with two curved needles, 
is employed. The knob of the instrument is released and the latter held firmly 
in a comfortable upright position (Fig. 14). One needle is entered in the 
cornea between the body of the end piece and its arm, about 0*75 mm. from 
the edge of the wound, passed through the corneal stroma at a depth of about 
one half the corneal thickness, then through the sclera for a distance of about 
0-5 mm. In doing this it is best first to push the point of the needle from the 



cornea out of the wound a fraction of a millimetre so as to ascertain the position 
of the point, and then to pass the needle through the sclera. It is important, 
of course, not to pass the needle entirely through the cornea or sclera into the 
anterior chamber. As the needle is passing through the sclera it is pointed 
upward so that the pressure on the sclera is resisted by the small projecting 
arm of the instrument. The instrument is then removed from the eye, and 
each of the needles is passed through the conjunctival flap from beneath, the 
upper needle about 3 mm. and the lower about 1-5 mm. from the cut edge 
(Fig. 15). The instrument is then again introduced in the eye at a different 
place and a second suture inserted. The two sutures should be about 4-5 mm. 
apart. An iridectomy, if desired, is now done, and the iris replaced. With a 
spatula each suture is pulled out from the wound and the loops thus obtained 
are placed one on each side, out of the way (Fig. 15). The cataract is now 
removed by any method preferred. Each suture is tied by a "granny knot’, 
and only with sufficient tension to take up the slack. They later * become 
tighter owing to the swelling of the tissues, and never become'loose or untied 
(Fig*. 15, 16). After the sutures are tied, the margin of the flap should 
be grasped by smooth forceps and gently pulled upon, especially at the site 
of each suture, until it is in perfect position. 
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Verhoeff generally removes the sutures on the eighth day, but in the case 
of a non-co-operative patient they may be allowed to remain two or three 
weeks. The sites of the sutures are anesthetized by a 20 per cent solution 
of cocaine applied for about thirty seconds by cotton-tipped toothpicks. The 
knots are cut. with scissors ; it is important for the latter to be sharp at the 
points. The sutures are then picked out with forceps. If this is found diffi¬ 
cult the sutures may be allowed to remain after cutting the knots. The ends 
of the sutures should never be grasped with forceps before cutting the knots, 
as the patient might break open the wound by a sudden movement of the eye. 
The author finds the removal of the sutures is the most annoying part of this 
technique. 

Refer knows.. l Sovet . vcttlnik . oftal. 1934, v, 97; -Arch, of Ophthalmol. 1935, xiv, 

90 ; 'Aimer. Jour. Ophthalmol. 1934, xvii, 53. 

CAVERNOUS SINUS THROMBOSIS. F. W. Watkyn-Thomas, F.R.C.S. 

Fj. It. Lewis 1 describes a remarkable ease of proved spontaneous recovery, 
with fatal re-infection later. In 1031 he reported a ease in which a patient 
showed signs of cavernous sinus thrombosis one month after incision of a boil 
on the left cheek. With these signs there was meningitis and affections of 
the first eight cranial nerves. The patient was treated by repeated lumbar 
punctures, and, after four months, recovered with some residual impairment 
in the nerves. In duly, 1 Odd, he developed an acute fulminating right-sided 
mastoiditis with intracranial complications, from which he died. Post mortem 
there was found a cerebral abscess which had burst into the third ventricle 
and recent bilateral infection of the cavernous sinuses. Histological examination 
proved that there had been a previous infection of the left cavernous sinus. 

[This case is noteworthy as proving histologically spontaneous recovery 
from cavernous sinus thrombosis, an occurrence which has been reported before, 
but usually has been supported only by clinical evidence. It is interesting 
also because on the two occasions infection must have readied the sinus by 
different routes. This suggests some individual liability to cavernous infection, 
which may explain the rarity of cavernous thrombosis in spite of the frequency 
of facial suppurations and the recklessness with which they are often treated. 
—F. W. W.-T. | 

KniriORKNCK. 'Ann. of 0 ltd, lihlnot, and haryngol. 1934, xliii, 10S4. 

CEREBRAL ABSCESS. {Sec Brain, Abscess of.) 

CEREBRAL TUMOURS.' (See Intracranial Tumours.) 

CEREBROSPINAL FEVER. J. J). RoUeston, M.D., FJt.C.P. 

Ki’mKMioLouv. Tim incidence and mortality of cerebrospinal fever through¬ 
out the world in 1934 are set forth as follows in an official publication. 1 In 
Africa, as in former years, the countries most affected have been Egypt and the 
Anglo-Egyptian Soudan. In the former, however, the number of eases has 
declined to less than half that for .1933, while in the latter 1934 was marked 
by an increased severity* of the epidemic. In Asia the disease continued to 
occur in endemic form in the forts of China and particularly at Shanghai and 
Hong-Kong. There was a severe epidemic in the island of Formosa, where 
273 cases occurred during the first six months. Japan showed a very marked 
increase in cerebrospinal fever incidence, the number of cases rising from 359 
in 1933 to 1225 with 033 deaths in 1934. The number of cases recorded in 
Manchuria was by no means negligible, but did not reach epidemic proportions. 
In British India the disease showed a change from its usual sporadic to the 
endemo-epidcmic form, particularly in the Bombay Presidency, where there 
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were 1221 eases with <345 deaths, and in the urban area of Calcutta, where there 
were 775 eases and 584 deaths. In the Near East cerebrospinal fever occurred 
in endemic form. In Turkey, in particular, the number of eases rose from (327 in 
1 to 0-1*1 in 1934 with 20(3 deaths. In Europe the morbidity was highest 
in England and Wales (1115 eases). Germany (1015 eases), Italy (557 cases), 
and Poland { 52(3 eases). In North America the morbidity was slightly lower 
than that in the previous year, and in Australia and Oceania the disease 
remained sporadic. 

In a special report on the incidence of cerebrospinal fever in England and 
Wales H. T. Morgan 2 states that the notifications which in 1931 had amounted 
to 2157 in a population of about 40 millions, and in 1932 were 2136, fell to 1695 
in 1933. In the West Riding of Yorkshire, where the increase was greatest, 
the notifications in 1933 were not half the number of those in 1931. The 
general incidence of the disease, therefore, though still above the normal, shows 
a well-marked decline. Examination of the serological type of meningococci 
from 169 cases of cerebrospinal fever during the period April 1, 1933, to 
March 31, 1934, showed that. 112 (66 per cent) belonged to Group I and 57 
(34 per cent) to Group II, whereas during the war the epidemic of cerebrospinal 
fever was caused by meningococci belonging to the two groups in almost equal 
proportions. During the period 1931-4 the epidemic showed little tendency 
to spread beyond the A Vest Riding of Yorkshire, although the disease presented 
some degree of abnormal frequency in the adjacent County of Derbyshire. 
The cases in which meningococci of Group II were isolated did not differ 
clinically from those due to Group I, though that may partly have been due 
to the disease being principally found in infants. In 811 cases in which serum 
treatment had a fair chance of acting, the fatality was 26-9 per cent, although 
in many of these eases it was not employed until a later stage. 

Symptoms. —M. J. Wallfield, 3 who reports an illustrative case, states that 
the recurrent or relapsing form of meningococcus meningitis is rare, as it occurs 
in only 1 to 2 per cent of treated and in from 15 to 20 per cent of untreated 
cases, wiiereas recrudescences are common. The origin of the re-infection 
in the subsequent attack is either from without, as for example from a carrier 
of a different type of meningococcus, or more commonly from within, the 
recurrence in such cases being due to lighting up of little accessible and well 
protected foci situated in the meninges or the ventricles. Other foci, such as 
the nasopharynx, accessory nasal sinuses, and even the heart valves, must also 
be considered, as meningococci have frequently been found in these situations 
post mortem. A further cause of recurrence is the lowered or even absent 
immunity of the body. Wailfield's case was that of a boy, aged 74 years, who 
had two recurrences, the first in the first seven days after apparent recovery, 
and the second six weeks after discharge from hospital. Meningococci were 
found in cultures of the cerebrospinal fluid on the second recurrence, but the 
blood, nose, and throat cultures w r ere negative. Recovery took place after 
treatment by intrathecal, intravenous, and intramuscular injection of anti- 
meningococcus serum. 

R. G. Maegraith 4 records a fatal case of meningococcal meningitis in a 
soldier following fracture of the skull due to a motor accident, and refers to a 
case reported by Jakob in which meningococcal meningitis followed fracture 
of the skull and recovery took place after treatment by antimeningocoecal 
serum. Maegraith’s patient was probably a carrier of meningococci which 
entered Ms cranial cavity either directly through a fissure in the base of the 
skull or through the blood-stream. 

C. J. Du verges and O. Gabre, 5 who report a personal case, state that cerebro¬ 
spinal fever in the puerperimn is a very rare event, and is apparently always 
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fatal, only severe eases having been collected by Bar. The diagnosis must 
be made from eclampsia by lumbar puncture, which reveals a turbid or puru¬ 
lent spinal iiuid containing meningococci, or by measurement of the blood- 
pressure, which is raised in eclampsia but normal or low in cerebrospinal fever. 
The writers’ case was that of a multipara, aged 35, who developed cerebrospinal 
fever on the day after delivery, and died in two days in spite of injections of 
anti-meningococcal scrum. The infant did not subsequently develop any 
signs of disease. 

Diagnosis.— ~B. G. Mucgraith, 0 who records his observations on 300 spinal 
quids, maintains that the polyvalent precipitin reaction obtained by the 
interaction of polyvalent antimeningococeal serum and the centrifuged spinal 
fluid is a reliable method of diagnosing meningococcal infection of the cerebro¬ 
spinal system. Cases of Groups I—111 meningococcal injection can be diagnosed 
in a few minutes from the withdrawal of the spinal fluid by a monovalent preci¬ 
pitin reaction. Probably many Group II infections may be similarly detected 
by Group II monovalent series. The monovalent Groups I-1II precipitin 
reaction can be demonstrated within twenty-four hours of the clinical onset 
of the disease. 

Prophylaxis. - -N. S. Terry and A. II. Steele 7 tested 005 children with a 
toxin prepared from Types I I11 cultures of the meningococcus and diluted 
according to a standard toxin, so that 0*1 e.e. contained a skin-test dose. 
Those showing a skin reaction of 10 mm. or more in diameter were regarded as 
susceptible, and received at intervals of a week three subcutaneous injections 
of an immunizing toxin composed of an equal mixture of the four types of 
meningococci. Of the 005 tested, 285 (47*1 per cent) gave a positive reaction, 
and 232 of these were retested after the immunizing injections, when 155 
(00*8 per cent) gave negative reactions. 

Treatment. .E. H. YV. Gilmore 8 reports a ease in a boy aged 17 remarkable 

for the extraordinarily large quantities of cerebrospinal fluid withdrawn 
(1182 oz.) and the considerable quantity of antimeningococeal serum injected 
(042 e.e.). Uncomplicated recovery took place. 

H. S. Banks 9 records his observations on 13 eases of cerebrospinal fever 
treated by Terry's antimen ingococeus antitoxin prepared by using as antigens 
soluble toxins of Types I, IS, ill, and IV meningococci. Eleven eases treated 
with a regular polyvalent antimeningococeal scrum served as controls. Banks 
found that the antitoxin was a potent therapeutic agent for Types I and III 
meningococcus meningitis, but that its potency in Type 11 meningitis was 
much more doubtful. 

It. Traul 10 maintains that subovcipital puncture should not be. reserved for 
eases in which blocking has taken place, but should be used as a routine measure 
alternately with lumbar puncture, not only in infants but at all ages, at least 
in children. 

Rwkmuhnukh. 1 Kpid. Hep. Health Meet,. League of Nat. 11)115, xiv, 1 ; “Bull. Off. 
Intermit. d\llyy. puhL 1934, xxvi, 1 551); ‘ A Mcd. Record, 11)34, ex I, 201 ; 4 Lancet , 1935, 
i, 8(13 ; r, l*renm med, Argent. 1935, xxi, 2330; 9 Lancet , 1935, i, 545 ; 7 Jour. Amer. Med. 
Amsog. 1935, civ, 983 ; "Lancet, 1934, ii, 1047; Hbid. 1935, i, 850 ; "'These de Baris, 
1.934, No. 037. 

CEREBROSPINAL FLUID. Macdonald Critchley , M.D., F.R.C.P. 

Lumbar Puncture Headaches.—On more than one occasion in the Annual 
the subject of post lumbar puncture headaches has been discussed, both from 
the standpoint of causation and of treatment (Medical Annual, 1931, p. 89, 
and 1935, p. 249). A recent paper by V. G. Schube and F. Le Drew 1 is of 
interest in that attention is drawn to the value of sedatives in the prevention 
of painful reactions after lumbar puncture. Their paper may be compared 
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with the earlier studies made by S. H. Epstein and G. M. Lott, 2 and by G. V. 

Ivulcliar and A. D. King. 3 

Seiiube and Le Drew’s series consists of 350 patients upon whom lumbar 
puncture was performed under uniform conditions of technique. Of these, 
100 patients were given a capsule containing 3 gr. of sodium amytal, while the 
puncture was being performed; 200 patients were given a capsule of 3 gr. 
of sodium ortal ; the remaining 50 patients received no medication. The 
percentage of post-puncture reactions is shown as follows :— 



Group 

_ 

Headache 

[ AND 

Stiff Neck 

Nausea 

AND 

Vomiting 

i 

REACTIONS 

Control 


i 1 

. . ! 50 

: 

10 

3 

26 

Sodium 

amytal 

. . ! 100 

S 14 

1 

: 15 

Sodium 

ortal 

. . | 200 

| 24 

l_ 8 :_ 

12 


* These cases also had headaches. 


It could not be said that pre-puncture medication caused any delay in the 
appearance of reactions. The authors found that the symptoms shown in the 
amytal and ortal groups were of a much severer nature, although not of longer 
duration, than those of the control group. 

In Epstein and Lott’s series there were 60 patients to whom 6 gr. of sodium 
amytal had been given ; of these 15 (25 per cent) developed reactions. The 
same authors also employed 3 gr. of nembutal in 55 patients. Of these, 11 
(20 per cent) developed reactions. 

Kulchar and King performed lumbar puncture on 105 patients, to whom 
3 gr. of sodium amytal had been given; 16 patients (13*5 per cent) developed 
reactions. The same writers had injected codeine prior to lumbar puncture 
in 12 patients, of whom 4 (33*3 per cent) developed headaches. 

The figures from each group of investigators are not very eloquent witnesses 
to the high efficacy of pre-puncture medication with sedatives. It is probable 
that other factors are of great importance in determining whether or not a 
headache will develop. We would suggest that emotional calmness on the 
part of the patient, the maintenance of one posture at the time of the puncture, 
and for thirty-six hours afterwards a horizontal rather than vertical position, 
the use of a very fine needle, technical efficiency whereby the theca is punctured 
once only and without probing of the tissues, and the employment of local 
anaesthesia, are more important factors in the prevention of complications. 
Provided that all these points are observed, there is nothing but benefit to be 
expected from the employment of a sedative—whether sodium amytal or 
nembutal—shortly before the puncture is attempted. By reason of the result¬ 
ing sleepiness the patient’s apprehension is allayed, and abrupt changes in 
posture are less likely to occur. 

(See also Syphilis—Prevention of Headache following Lumbar 
Puncture.) 

Diagnosis in Cerebrospinal Fluid Contaminated by Blood.—It is 
frequently essential to be able to make some pathological investigation of 
cerebrospinal fluid even when the specimen contains blood contamination. 
When the fluid is found to be blood-stained, the first matter of importance 
is to determine whether the blood is of traumatic origin—i.e., due to the actual 
lumbar puncture—or whether it represents a pre-puncture subarachnoid 
haemorrhage. For this purpose a small amount of fluid should be collected 
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in each of three test-tubes. There are, then, three ways by which a ‘bloody 
tap 1 can be distinguished from a previous subarachnoid bleeding. In the 
case of the ‘bloody tap’ the amount of blood will probably be greatest in the 
first tube, and least in the third ; when previous subarachnoid haemorrhage has 
occurred, there will be a homogeneous admixture of blood and fluid. Secondly, 
the formation of a clot indicates a ‘bloody tap*. Thirdly, a yellow discoloration 
of the supernatant fluid, after the specimen has been allowed to stand for a few 
hours, points to previous subarachnoid bleeding. 

In the case of the ‘bloody tap’ it has recently been explained by P. Solomon 4 
how estimations of cell and protein content, the amount of sugar and of chlorides, 
can be estimated, and the Lange and Wassermann tests carried 'out. For 
cell-count Unna’s polychrome methylene blue method is advisable. The 
number of both red and white should be counted, and at the same time a red 
and white cell-count should be made in the patient’s blood. If RBC b and WBC b 
represent the cell-counts in the blood, and RBC P and WBC P those in the 
cerebrospinal fluid, the true cellular count of the cerebrospinal fluid will be 
found by the formula :— 

WBCu 

WiiCi..X RBCJj, 

B BC is 

Chloride and sugar estimations should be carried out on the supernatant 
fluid, as these are but little affected by contaminating blood. 

When the protein content is to be estimated, the determination is carried 
out on the supernatant fluid. The original protein (P) may be calculated with 
the greatest accuracy if the red blood-count (RBC n ), the serum protein (P B ), 
and hematocrit value of the blood (II) are known. If P p represents the protein 
content of the supernatant fluid as determined, and RBCf the red count in 
the fluid— 

RBOk 

V « P„ - X Fu X (1 -H) 

R BC« 

If it is assumed that the serum protein content is approximately 7 grin, per 
cent, tiie red count 5,100,000, and the liscmatocrit percentage 43, the formula 
may be simplified to— 

X> ^ p F 0-0008 RBC.V 

In other words, unless the patient is markedly amende, the original protein 
approximately amounts to the determined protein in the supernatant fluid, 
less 4 tngrm. per cent for each 5000 e.c. of contaminating blood. This method 
is not accurate, of course, if hiemolysis has occurred in the supernatant cerebro¬ 
spinal fluid. 

The examination of blood-stained fluids can, therefore, be summarized, 
according to Solomon, as follows : (1) The original white count can be obtained 
by subtracting 1 white cell for every 500 red cells in the bloody fluid. (2) The 
original protein content can be obtained by subtracting 4 mgrm. per 100 c.c. 
for every 5000 red cells present, or, roughly, 1 mgrm. per 1000 red cells. (3) 
The sugar and chloride values are not appreciably affected by contaminating 
blood. (4) The colloidal gold reaction is not affected unless the red cells 
number over 5000. Even 25,000 will produce only a few 2\s in the curve. (5) A 
negative Wassermann reaction in a bloody cerebrospinal fluid is reliable, but 
a positive Wassermann reaction in a bloody spinal fluid is significant only 
when the blood Wassermann reaction is negative. 

Rk vk i iio n css 1 New Eng . Jour. Med. 1934, cexi, Sept. 20, 537 ; 2 Jour. New. mid 
Ment, Via. 1932, lxxvi, Dec., 593 ; *Arch. of Neurol . and Pmjchiat, 1983, xxx, July, 170 ; 
*New Eng. Jour. Med. 1935, ecxi, Jan. 10, 55. 
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CHANCROID. Col. L. W. Harrison, D.S.O. 

Masure and Quero 1 strongly recommend the following simple method of 
treating soft chancre. It makes use of two well-tried remedies, chloride of 
zinc and iodoform. Every day, or every other day, the ulcers are touched 
with a 1-3 solution of zinc chloride and then dressed with a 1-3 iodoform 
and vaseline ointment, which smells only slightly of iodoform. The zinc 
chloride is applied four times, and the treatment usually lasts eight to 
fifteen days. 

Reference.— x Arch. Med . et Pharm. Xav. 1934, cxxiv, 359. 

CHEIROPOMPHOLYX. A. M. H. Gray , M.D., F.R.C.P ., PM.C.S. 

The origin of vesicular eruptions of the palms and soles has given rise to 
much controversy. The subject has recently been discussed by A. D. McLachlan 
and W. H. Brown, 1 and by I. Muende. 2 There is considerable difference of 
opinion as to what should be included under the title ‘cheiropompholyxh 
McLachlan and Brown include “ all eases which present an eruption of the 
sago-grain vesicle type on the hands and feet.” Muende, on the other hand, 
limits his group to the type of case originally described by Jonathan Hutchinson 
and accepted by Tilbury Fox. According to these authorities the following 
factors are present: (1) The rash is preceded by a sense of increased discomfort 
in the parts to be affected. (2) The eruption then appears spontaneously and 
symmetrically on both hands without any antecedent erythema ; has some¬ 
what deeply placed minute flattish vesicles, which resemble sago-grains 
embedded in the skin. (3) These vesicles appear scattered, at times irregularly, 
but at others in small groups along the sides of the fingers and also on the 
palms ; (4) In severe cases these vesicles may coalesce to form large bullae. 
(5) The eruption undergoes spontaneous resolution without rupture of the 
vesicles ; and (6) The condition tends to recur. Taking only cases which fall 
into this group, Muende has never had a case in which fungus could be recovered 
from different vesicles on both hands. In cases w'here fungus was isolated, 
the clinical picture was quite different, it being confined to a single patch, and 
the history showed that this particular place was affected first, and that a 
generalized non-mycotic rash appeared a week or two later. 

More than 50 per cent of the author’s cases, giving the clinical picture 
described above, were associated with fungus infection elsewhere and were 
thought to be allergic eruptions. About 90 per cent of these had primary 
lesions of the feet; the rest showed initial infective patches of the fingers, 
dorsum of the hands, and forearms. All these patients gave positive tricho- 
phytin reactions. The author does not consider that any of this group are 
due to pyogenic infection, as such infections have a different clinical picture ; 
he does, however, suggest that some typical cases may he due to endogenous 
toxins. In the remainder of cases no endogenous or exogenous factor could 
be traced. 

McLachlan and Brown, who include localized and asymmetrical vesicular 
lesions in their groups ( Plates XIX , XX), have reached the following con¬ 
clusions : (1) That eheiropompholyx is not a disease sui generis , but a form of 
cutaneous reaction due to a great variety of causes, acting singly or together. 
(2) That it is frequently a contact occupational dermatitis or an expression of 
a true sensitization dermatitis. (3) That it is a cutaneous reaction of the 
eczematous type. (4) That in a considerable percentage of cases the hereditary 
factor is important and that these cases belong to the eczema, asthma, hay-fever 
group. (5) That there is no valid evidence to support the contention that the 
disease is either solely due to, or connected with, sweat-gland dysfunction, 
or is essentially a fungus infection. 







MEDICAL ANNUAL 


123 


Chemical Warfare 


The authors summarize the etiological factors as they have found them in 
128 cases examined :— 


Cases 

Allergic family and personal history (eczema, asthma, etc.) 17 

Focal sepsis, internal or external . . . . . . . . 25 

Pregnancy, menstruation, endocrine disturbance, and neurosis 21 
Occupation and acute sensitization .. . . . . , . 20 

Fungus .. . . . , .. . . . . . . . . 4 

Definite gastric trouble at each attack . . .. ,. 3 

Drugs .. .. . . .. .. . . .. .. 1 

No definite cause . . . . ,. .. . . .. .. 37 


H. C, Semon 8 considers that all cases can be grouped under three headings ; 
(1) Those due to external irritants, mostly trade or occupational; (2) Mycotic 
infections ; and (3) Endogenous causes, associated with toxic absorption, or 
metabolic causes. In dealing with these cases it is important to determine 
the presence of any external irritant, and to remove it. In applying local 
treatment, the vehicle is often more important than the drug incorporated. 
In unruptured vesicles Semon favours a spirit and dusting powder application, 
and if fungus is suspected he dissolves in the spirit to 2 per cent salicylic acid 
and advises frequent applications during the daytime, with cotton-glove protec¬ 
tion in the winter, hut without this during the hotter weather. In cases where 
the fungus has been demonstrated he increases the salicylic acid to 5 per 
cent or 10 per cent, according to the degree of eczematous reaction present. 
Cases intolerant to this are painted with 1 per cent gentian violet in 25 per 
cent surgical spirit, followed by a dusting powder of equal parts colloidal kaolin 
and starch. When sepsis is present, liand-baths of saline, boric acid, or 1-10,000 
potassium permanganate arc used for live to six minutes twice daily. Ichthyol 
1 to 5 per cent in lead lotion, calamine liniment, or calamine cream is also 
useful in septic eases, the vehicle being varied according to the stage of the 
disease. Where deep cracks or fissures are present unguentum plumbi sub- 
aoetatis is employed, and if irritation is marked liq. pieis carbonis (30 min. to 
1 oz.) or anthrasoi can he added. X rays are also of value in this stage, but 
should only be used in special cases and then under skilled advice. 

J. H. Mitchell 1 believes the streptococcus may be responsible for the produc¬ 
tion of vesicular eruptions of the hands and feet simulating ringworm. He 
quotes live cases in which no fungus could be found but streptococci were 
cultured. These (‘uses all cleared up rapidy on perehloride of mercury baths 
and ammoniated mercury ointment. Some had failed to respond to anti¬ 
mycotic remedies previously. He considers these cases analogous to impetigo 
contagiosa. 

Kn km it knows. x ltriL Jour, Dermatol, and ftt/ph. 1934, xlvi, Nov., 457 ; 'ribid. 479 ; 
' A Practitioner, 1935, exxxiv, 347 ; \J 011 r. Amur. Med. Assoc.. 1935, civ, April t.i, 1220. 

CHEMICAL WARFARE AND CIVILIANS. 

G. E. Oates, MJX, MJl.C.P ., D.P.IL 

In spite of the fact that the use of poison gas in war is forbidden by the Geneva 
Gas Protocol of 1925, the risk of an enemy using it remains a possibility which 
cannot be disregarded. The safeguarding of the civil population against the 
effects of air attack is almost universally regarded as a necessary part of the 
defensive organization of any country which is open to air attack. This need 
not arise from any belief that war is imminent. It arises from the fact that 
the risk of attack from the air is one which cannot be ignored, and because 
preparations to minimize the consequences of attack from the air cannot be 
improvised on the spur of the moment, but must be made, if they are to be 
effective, in time of peace. The civilian doctor should have some knowledge 
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of the dangers of poison gas, the precautions to be taken, and the measures of 
first-aid. The following notes are abstracted from Anti-gas Precautions and First 
Aid for Air Raid Casualties , 1985, being one of a series of Air Raid. Precautions 
handbooks and memoranda published by H.M. Stationery Office for the Air 
Raid Precautions Department of the Home Office. 

By the term ‘gas’ in warfare is meant any chemical substance, whether 
solid, liquid, or gaseous, which can produce poisonous or irritant effects on the 
human body. Such substances are generally liberated in the air as vapours 
or irritant smokes, but in the case of mustard gas a serious effect is also caused 
by direct contact of the body with the liquid itself or with objects which 
have become contaminated by it. Gases are of two types : (1) ‘Non-persistent’ 
gases, when liberated in the air, form clouds of gas or smoke which drift 
along with the wind, gradually becoming mixed with larger quantities of 
air and consequently less dangerous. Examples are chlorine, phosgene, and 
the irritant smokes produced from certain compounds of arsenic. (2) ‘Per¬ 
sistent’ gases are usually liquids which evaporate slowly. The effects persist 
until the liquid has evaporated, or until steps have been taken to render it 
ineffective. 

The number of effective gases which can be produced in quantity is small. 
They may be classified according to the effects which they produce on the 
body. 

1. Choking Gas .—These are lung irritants, such as chlorine or phosgene, 
which attack the breathing passages and lungs. 

2. Nose Gas .—Irritant smokes produced from certain arsenical compounds 
are in this class, but though they produce intense pain in the nose, throat, and 
breathing passages during exposure to the gas, these painful effects, soon pass 
off after leaving it. 

3. Tear Gas .—An eye irritant which even in very small amounts has an 
immediate effect upon the eyes, causing intense smarting and a profuse flow 
of tears which generally makes it difficult to see. In pure air the effects soon 
pass off, and no damage is caused to the eyes. 

4. Blister Gas. —These cause intense irritation of the eyes and skin. In 
severe eases deep and extensive blisters may be caused. 

The important gases are the following :— 

Chlorine (non-persistent).—A powerful irritant of the respiratory organs. 
Exposure causes a burning sensation in the eyes, nose, and throat, which may 
be followed by bronchitis and pneumonia. 

Phosgene , or Carbonyl Chloride (non-persistent).—This is a colourless gas at 
ordinary temperatures, though when liberated as a cloud it usually has a 
whitish appearance owing to condensation of water vapour present in the air. 
It has a pungent odour rather like musty hay and is liable to cause coughing. 
In addition to being a powerful lung irritant, it is also a tear gas. It attacks 
the air-cells of the lungs, which, in severe cases, gradually become filled with 
inflammatory fluid, resulting in interference with the passage of oxygen into 
the blood. In this state exertion will cause the patient to collapse from want 
of oxygen, and death is frequently the result. For this reason phosgene is 
sometimes described as having a delayed action. 

Diphenylchloroarsine and Similar Compounds (non-persistent nose gases).— 
These arsenical substances can be liberated into the air as smokes, which, like 
tobacco smoke, really consist of very minute particles rather than actual gas 
or vapour. Quite small quantities, which are invisible to the eye, will produce 
intense irritation and pain in the nose and throat, wffiich is often accompanied 
by sneezing. A greater amount will cause a burning sensation in the chest, 
headache, and aching in the teeth and gums. These effects are, however, of 



medical annual 


125 


Chemical Warfare 


a temporary nature and no permanent injury results. High concentrations 
produce irritation of the eyes. 

Chloroacctophenone (non-persistent).--This is a white crystalline solid which 
vaporizes when heated. The cloud so produced is intensely tear-producing. 
In high concentrations the gas has an irritating effect upon the exposed skin. 

Ethyl Iodoacetate (persistent).—The liquid as generally used is a dark oily 
fluid with a pungent smell like pear drops. It is a strong tear gas and in high 
concentrations a respiratory irritant. It evaporates slowly when spattered 
on the ground and its effects may persist for some hours. 

Bromohenzyl Cyanide (persistent).—As generally used, this is a brown liquid 
with a penetrating smell. The effect of the vapour on the eyes is not quite 
as intense as that of the previous compound, but the liquid is much more 
persistent. Under suitable weather conditions the lachrymatory effect may 
be noticed several days after contamination. 

Mustard Gas , or Dichloro-duthyl Sulphide (persistent).—This is an oily liquid 
with a faint but characteristic smell. This may easily be overlooked. It is 
soluble in fats and is therefore quickly absorbed by the skin. It is readily 
absorbed by the tarred surface of roads. It evaporates slowly at ordinary 
temperatures and its effects are very persistent. It is a powerful irritant and 
this effect can be caused by the liquid or by its vapour. It differs from the 
gases previously described since it may be dangerous in a number of ways. 

1. When the ground or other objects have been splashed with liquid oil, 
vapour is given off which may injure the eyes, the lungs, or exposed parts of 
the body. 

2. The vapour may also be absorbed by clothing and gradually penetrate 
to the skin, causing bums even after the wearer has moved out of the dangerous 
area. 

;j. If the contaminated ground or splashed objects are touched with the 
hand or other parts of the body, burns will be caused, unless immediate pre¬ 
cautions are taken. Again, if the clothing rubs against anything which is 
contaminated, the liquid will be soaked up and the clothing may produce 
blisters. It has also to be remembered that whenever a person has become 
contaminated he is a source of danger to every one with whom he comes into 
contact. If he gets mustard gas on his boots and goes into a room containing 
other people, they may all be seriously affected by the vapour coining from 
the boots. Danger arises from the fact that the only means of appreciating 
the presence of the gas is by the sense of smell and that the smell may easily 
pass unnoticed. 

4. Persons may become contaminated by drops' of mustard gas which have 
been released from aircraft in the form of a spray. 

The symptoms resulting from exposure to mustard gas do not become 
apparent until two to eight hours afterwards, by which time it is too late to 
prevent injury. The eyes are the part of the body most liable to be affected 
by mustard gas. To remain unprotected in an atmosphere containing even 
a small amount of vapour for an hour will cause acute inflammation of the 
eyes. If more gas is present, a much shorter exposure will be injurious. 
Mustard gas vapour will also affect the respiratory system. Bronchitis or 
worse injury may result according to the quantity of gas present and the time 
of exposure. Both the vapour and the liquid will cause bums of the skin. 
An hour’s exposure to even a small quantity of vapour will produce, after the 
usual delay period, a reddening and scalding of the exposed parts of the body, 
while high concentrations of the vapour will produce blisters. 

Lewisite, or Chlorovinyl Dichlorarsine (persistent).—This gas differs from mus¬ 
tard gas in that it contains arsenic, it has a strong smell like that of geraniums, 
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it is noticed at once owing to irritation of the eyes and nose, and it acts 
more rapidly. Otherwise its characteristics and effects are generally similar 
to those of mustard gas. 

For a description of the procedure for rendering rooms gas-proof, respirators, 
protective clothing, the organization of first-aid, and the collection and disposal 
of casualties, reference may he made to the handbooks and memoranda already 
cited. 

Treatment of Casualties.— 

The Treatment of Casualties due to Choking Gas .—Casualties from lung 
irritants such as phosgene and chlorine are the most likely to prove fatal of 
all those arising from chemical agents, and must therefore be treated with 
extreme caution. After exposure to a poisonous concentration of one of these 
gases the development of symptoms is as follows :— 

The patient experiences a feeling of suffocation with violent coughing and 
sometimes retching and vomiting. There may be irritation of the eyes. On 
removal from the poisonous atmosphere these symptoms may lessen or dis¬ 
appear, and the patient appear normal for some hours. If, however, the 
amount of gas inhaled has been sufficient to cause injury to the lungs, the 
symptoms will return and gradually become worse. Breathing becomes 
difficult, and may be interrupted by coughing, which is sometimes accompanied 
by copious watery expectoration. The patient’s colour changes, and he 
becomes either flushed and purple in the face, with distended blood-vessels, 
or pallid, with the lips and tips of the ears of a lilac colour. The latter condition 
is the more serious and indicates that lie is not getting sufficient oxygen for 
his bodily needs. The pulse becomes full and bounding in the flushed cases, 
and rapid and thready in the pallid eases. If the injury is grave the symptoms 
described above nearly always appear within twelve hours of the exposure, 
and if such are not apparent within twenty-four hours the patient may be 
regarded as out of danger. In all cases of injury from lung irritants the 
essentials of first-aid treatment are rest and warmth. Tight clothing should 
he removed or loosened and the patient made to rest quietly in warm blankets. 
Hot-water bottles should be applied if the patient appears cold. In severe 
cases the special danger is due to lack of oxygen, and to combat this deficiency, 
oxygen should be administered continuously and over a long period. The aim 
should be to tide the case over the critical period of the first two days. 

The Treatment of Casualties due to Nose Irritants .—In the concentration 
which can be obtained by war methods these do not cause serious damage to 
the lungs. Although the patient suffers intense pain and discomfort, little 
can be done beyond removing him from the poisonous atmosphere. He will 
recover without many after-effects. 

The Treatment of Casualties due to Blistering Agents .—The prevention of 
injury by mustard gas is more difficult than in the case of other types of war 
gases, because the gas attacks every portion of the body with which it comes 
into contact, its contact causes no immediate discomfort, and there is a delay 
of some hours before the onset of symptoms. Splashes of liquid in the eyes 
are an exception to this rule ; but even in this case, after the first irritation 
has subsided, there is a delay of about one hour before the injurious effects 
are fully apparent. Mustard gas readily penetrates the skin and other tissues, 
and immediately begins to exert its action, though the patient may not be 
aware of it until the injury has proceeded far enough to give rise to symptoms. 
The eyes are the most vulnerable part of the body, the lungs and breathing 
passages come next, and lastly the skin. Moist and greasy skin is more readily 
affected than parts which are dry. The sequence of events following exposure 
to mustard gas is as follows :— 
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Within about six hours the patient’s eyes begin to get sore, there is a How 
of tears and spasm of the eyelids. At the same time there is a discharge from 
the nose. The eyes and eyelids become swollen, and discharge oozes between 
the lids. The pain in the eyes is severe and accompanied by headache. The 
patient by this time may have developed soreness of the throat, accompanied 
by a harsh dry cough, and may also complain of pain in the stomach and may 
vomit. About this time skin burns may appear. At first these show them¬ 
selves as a diffuse reddening which is often accompanied by intolerable itching. 
In a mild case nothing more may happen ; but in a severe case small blebs 
soon begin to show themselves in the reddened areas and eventually join 
together to form large blisters. If much of the vapour has been breathed 
acute bronchitis will now set in. In the most severe cases of burns caused 
by mustard gas, the skin becomes a bluish colour, and the bluish areas later 
break down to form ulcerated surfaces which are very slow in healing. 

In the treatment of casualties the first essential is to decontaminate the 
patient, the special technique of which cannot be described here. When it is 
known that the eyes have been exposed to vapour they should be carefully 
washed out with normal saline. After washing, a drop or two of liquid paraffin 
or castor oil should be instilled between the eyelids to prevent them sticking. 
Great care must be taken not to rub the surface of the eyes or to put any 
pressure on them. The treatment for developed bums follows that adopted 
for thermal burns, but is modified by certain factors. The oozing of serum 
from the surface lasts for several days, there is greater liability to sepsis owing 
to devitalization of the tissues, and there is a marked delay in healing. 

Mustard-gas casualties usually recover with proper treatment and the death- 
rate is low, except when severe secondary infection of the lung occurs. 

Lewisite produces burns very similar to those caused by mustard gas, but 
as it contains arsenic, symptoms of arsenical poisoning may also occur in some 
cases. The delay in the appearance of the symptoms is not so long as with 
mustard gas. Erythema may appear within twenty minutes of the contamina¬ 
tion of the skin by the liquid. 

Reference may also be made to the Manual of Treatment of Gas Casualties , 
1930, Army Council, and published by H.M. Stationery Office. 

CHICKEN-POX. J. D. liolleston , M.D., F.R.C.P. 

Symptoms and Complications. —In order to determine what influence, 
if any, an attack of va ricella had upon tuberculosis , V. Sacco 1 carried out various 
tuberculin tests on 30 children aged from 0 to 13 suffering from varicella, 15 
of whom were normal, 12 had a latent tuberculous infection, and 3 showed 
definite surgical tuberculosis. Only 7, <> of whom had a latent infection and 
1 surgical tuberculosis, presented any change in the Pirquct reaction, but in 
all the Man ton x and general tuberculin reactions remained unaffected. Clinical 
and X-ray examination also showed that no changes had taken place in the 
lungs following the attack of chicken-pox. Sacco therefore concludes that 
varicella does not have any effect on tuberculosis. 

A ease of fatal chicken-pox in the newborn is reported by F. liaron. 2 The 
mother developed a moderately severe attack of varicella on the day of delivery, 
and the child, a hitherto normal female infant, showed the eruption on the 
eighth day of life, rapidly became asthenic, and died on the fourth day of 
disease, without any symptoms of asphyxia or convulsions. The early appear¬ 
ance of the eruption suggests transplacental transmission of the varicella virus. 

T, G. M. Ballowa and S. M. Wishik 3 state that among 2534 varicella patients 
admitted to the Willard Parker Hospital, New York, during the years 1929-33, 
133 (5*2 per cent) developed some complications , the commonest being pyogenic 
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conditions, such as otitis media, abscess, suppurative adenitis, cellulitis, and 
erysipelas. The causal organism was usually a haemolytic beta streptococcus. 
Septicaemia ensued in 0-5 per cent, and 11 cases (0*4 per cent) died. 

J. D. Rolleston 4 reports a case of femoral thrombosis following varicella, 
which appears to be the first example of this complication of chicken-pox on 
record. The patient was a boy, aged 6 years. The eruption was not very 
profuse, but a few bullous lesions developed over the left iliac crest, and several 
of the neighbouring pocks became pustular. Ten days later the whole of the left 
lower limb became swollen, and the superficial veins were dilated over the 
left iliac and gluteal regions and front of the left thigh, and the boy complained 
of tenderness over the palpably thickened femoral vein. Temperature 99° 
to 99-0" F. The limb was raised and cotton-wool applied. The condition 
subsided very slowly, and when the child was allowed up at the end of two 
months from the onset he walked with a very pronounced limp. On his 
discharge from hospital a month later the circumference of the middle of the 
left thigh was 1-J- in. greater than that of the left, hut the walking was almost 
normal. 

References .— 1 Pediatria, 1934, xv, 314 ; -Nourrisson, 1935, xxiii, 157 ; z Amer. 
Jour. Dis. Child. 1935, xlix, 923 ; 4 Proc . Boy. Soc. Med. 1934-5, xxviii, 1073. 

CHOLECYSTITIS. (See Gall-bladder, Surgery of.) 

CHOLERA. Sir Leonard Rogers, M.D., F.R.C.P ., F.R.S . 

Etiology. —An important study of outbreaks of cholera in Ceylon due to 
importation from South India by carriers is reported by Lucius Nicholls. 1 In 
the decade ending 1933 some 200,000 tea estate labourers and other third-class 
passengers entered Ceylon from India by two routes after being quarantined 
for five days, and many of them were examined for V. cholera ?. Any found 
were submitted to agglutination tests and classed as : (1) Agglutinating cholera 
vibrios ; (2) Non-aggiutinable ones ; and (3) Non-agglutinable vibrios differ¬ 
ing morphologically from cholera ones. The effect of bacteriophages in lysing 
them was also tested. The stools of 1Q0,S96 persons revealed 84 agglutinable 
and 2838 non-agglutinating cholera vibrios of Classes 1 and 2 respectively, 
a large proportion from estate labourers. A graph showed in four consecutive 
years a great increase in the number found in relation to the north-east 
monsoon Ceylon rains of October to January, but little or no correlation to 
the incidence of cholera in South-East Madras, from which the immigrants 
came. A full sanitary staff enabled every outbreak in Ceylon to be closely 
investigated, and the records show* that in the hilly regions where the labourers 
work on tea and rubber estates, of ten appearances of cholera, in seven of which 
only one person was attacked, all had just arrived from India and had entered 
the quarantine camps from seven to nine days before. In addition, of three 
small outbreaks, involving 4, 7, and 13 persons respectively, two were started 
by immigrants of seven and eight days before, and one was untraced. Of 
twenty cholera occurrences in the rest of the island, in fourteen only one 
recently arrived person was attacked, and the total cases in the ten years 
was only 349, 305 of which were in 1925, when additional labour was imported 
for large works. The length of time agglutinable cholera vibrios survive in 
carriers was also investigated, and in the majority it was only six to eight 
days, and very seldom exceeded three weeks. It is noteworthy that in 5 of 
13 cases investigated in a quarantine camp non-agglutinable vibrios appeared 
in the stools when the agglutinable ones disappeared, and there is no evidence 
that the numerous non-agglutinable ones, found in so many of the immigrants, 
ever gave rise to cholera cases, nor do any of the immigrants^appear to have 



MEDICAL ANNUAL 


120 


Cholera 


acquired the disease during the journey from India. When we recall that 
the average yearly deaths from cholera in the Madras Presidency is 31,000, 
and the southern districts nearest to Ceylon are very liable to outbreaks of 
the disease, the precautionary measures adopted by Ceylon appear to have 
been very effective. 

Bacteriophage in cholera is dealt with once more by J. Morrison, 2 who 
reports that two new types have been isolated in Assam, bringing the number 
up to eleven. He claims that better results have been obtained in phage 
treatment in villages than with hypertonic salines in Calcutta hospitals, but 
the conditions in the two are not in the least comparable, for the hospital 
cases are nearly all collapsed very severe ones, while in village outbreaks a 
considerable proportion are mild. J. Morrison, E. M. Rice, and R. A. 
Haythorthwaite 3 also deal with the effects of bacteriophage, essential oils, 
and vaccination on cholera mortality in Assam, and give the mortality among 
eases treated with essential oil as 36-6 per cent and among phage-treated eases 
as 21*2 per cent, but among the vaccinated cases it was as high as 45 per cent. 
The matter is complicated by the extensive use of cholera vaccines during the 
outbreak and by the phage treatment having been mainly used in the latter 
part of the outbreak, when the case mortality is nearly always lower than in 
the early stages. The use of bacteriophage is also dealt with by K. C. K. E. 
Raja, 1 working in the Madras district of Arcot. He concludes that prophy¬ 
lactic administration of bacteriophage was not effective in reducing cholera 
incidence, but a reduction in the ease mortality was noted, although “ the 
fall in the rate has not been definitely ascribed to any particular cause 
Further, it was not found that the curative effects of bacteriophage and pro- 
diarrhoea mixture (essential oils) differed from each other. Thus the evidence 
of the value of bacteriophage, either prophylactieally or in treatment, is as 
contradictory as ever, and carefully controlled hospital trials are much wanted. 

R, W. Linton and his assistants have recorded further highly technical 
papers on the antigenic structure of the Vibrio cholera. In No. VII s he 
describes the separation of “ two acid-soluble protein substances, A and B ” 
from a group of vibrios, but neither was toxic on intraperitoneal injection 
into guinea-pigs or subcutaneously in rabbits. In No. VIII 0 he reports that 
the content of reducing substance (carbohydrate) is much greater, 85 per cent 
of the whole, in A and B fractions as compared with the residue, and fraction A 
has greater serological activity. In No. IX 7 he states that three factors are 
at work in dissociation of vibrios : u The first is loss and gain of specific 
carbohydrate, the second the appearance of a dissociant of an entirely distinct 
type of protein and carbohydrate, and the third is the situation in which two 
types of specific carbohydrate are present in a strain, and the equilibrium 
between the vibrios bearing the two types is unstable El Tor vibrios form 
a chemically distinct group. Certain cholera vibrios have proved almost 
refractory to the influence of bacteriophage in that they are not dissociated 
to any extent either serologically or chemically even after months. 

Treatment.—II. Ghosh 8 reports on a trial of an anti-cholera serum made 
by injecting horses with a cholera toxin. With 20-c.c. doses the mortality 
in 198 eases was 20*2 per cent, but with 30 to 40 c.c, it was only 12*5 per cent 
in 32 cases, against 34 and 20 per cent in controls. 

.Re.fer.ion(51!!S.—' l lnd. Jour. Med. Research, 1935, xxii, April, 713 ; z Trans. Roy. Soc. 
Trap. Med. and Hyy. 1935, xxviii, April, 553 ; “Ind. Jour. Med. Research , 1934, xxii, 
Oct., 317; Hbid. 397 ; Hbid. 295; “Ibid. 1935, xxii, April, 617; Hbid. 633; “Brit. 
Med. Jour. 1935, ii, Jan. 12, 56. 

CIRCUMCISION, (See Penis, Surgery of.) 
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CLEFT PALATE. John Fraser , Ch.M., FM.C.S.Bd. 

1 Pasti-back Operation ’ (Plate XXI). —The 4 push-back ’ operation of 
Dorrance was described in the Medical Annual in 1933 (p. 109). It is a 
procedure which has attracted a considerable measure of attention, and it is 
evident that it has had widespread application. Articles are now beginning 
to appear which present the results of this operation, and which suggest the 
indications under which it is likely to be of most value. G. M. Dorrance 1 
contributes a paper in order to clarify the position. He complains that lie 
has been misunderstood as saying that all cleft palate cases should have the 
push-back operation, and continued, “We do not use the operation in cases 
in which we can obtain velo-pharyngeal closure by the methods generally 
employed, such as the von Langenbeck operation or any of its modifications.” 
After detailing his conception of the regional anatomy and repeating a descrip¬ 
tion of the operation, he adumbrates what in his opinion are the real indications 
for it: (1) Congenital shortening of the palate; (2) Cleft velum ; (3) Cleft 
palate which extends as far forwards as the junction of the anterior third with 
the middle third of the hard palate. These are clear-cut recommendations, 
and no doubt they will be helpful to inquirers, but one must recall that, with 
the exception of the first, the indications present the less severe forms of cleft 
palate error—forms, moreover, which are dealt with successfully by less severe 
means than the push-back operation. “ Congenital shortening of the palate ” 
is a condition with which we are unfamiliar ; we presume that it means a 
congenital shortening of the soft palate associated with symptoms similar to 
those encountered in cleft palate, and if such a condition actually exists the 
push-back operation would seem applicable. But to our mind the real criticism 
of the operation is that it does not take cognizance of the fact that in a cleft 
palate of any serious degree the bone of the hard palate is so deficient that 
a push-back procedure is impracticable. 

Dieffenbach- 1 Warren Operation.—V. P. Blair and J. B. Brown 2 describe 
this operation in detail. They point out that, though the credit of this tech¬ 
nique is generally ascribed to von Langenbeck, the operation was really 
described by Dieffenbaeh in 1828 and modified by Warren in 1842. It is 
unnecessary to repeat the details—they are familiar to all who are interested in 
the subject—but there is this to be said, that the article supplies one of the 
most helpful and clear accounts of the operation which we have read. It is 
the opinion of the authors that this operation is probably the most successful 
procedure in use to-day, and they give it a strong recommendation. One 
advantage particularly urged is that, if failure should result, there will be little 
visible loss of tissue and the flaps will resume their former position without 
embarrassment to any subsequent operation. 

Veau Operation.—Under the title “Procedures in Cleft Palate Surgery”, 
R. H. Ivy and L. Curtis 3 recount their experiences with the Veau technique. 
They criticize the Langenbeck (Dieffenbaeh-Warren) operation because they 
claim that it so often results in further shortening of the soft palate, and 
they express their whole-hearted support for the Veau technique. The article 
is an excellent account of Veau’s methods, though the illustrations are some¬ 
what difficult to interpret. 

The results of cleft palate operation by the Veau technique are discussed 
by K. Mueller 4 in a thesis presented to the University of Leipzig. As an intro¬ 
duction to his principal theme Mueller discusses the interesting question of 
the influence of heredity, not necessarily of a palate or lip defect but of a 
malformation of some type. His results support the theory of hereditary error ; 
in 13 cases inheritance of a palate defect was established. The general insta¬ 
bility of the organism was displayed by the fact that in 15 instances the deft 
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palate error was associated with other types of developmental abnormalities. 
The results may be summarized as follows. Of 91 cases of cleft palate previously 
unoperated on, healing by primary union occurred in 67 (78*6 per cent); where 
the operation had already been performed (as happened in 9 instances) the 
results were less favourable. 

Pharyngoplasty.—W. E. M. YVardill 5 continues to be satisfied with the 
value of pharyngoplasty, in conjunction, of course, with a plastic repair of the 
palate defect. He believes that the addition of the pharyngoplasty, the result 
of which is to produce an exaggerated Passavant’s ridge, improves the func¬ 
tional results of the operation in a definite and pronounced way, and it is 
evident that the procedure has become a routine part of his technique. It is 
interesting to note that War dill is not convinced of the value of speech train¬ 
ing ; he claims that, if operation is efficient, the functional results are so good 
that speech training may he omitted, though he agrees that tuition of this 
kind is of value in cases in which surgical failure has occurred or in which the 
operation has been delayed too long. In order to avoid the acquisition of 
defective methods of speech Wardill recommends that operation should be 
undertaken at or before the age of two years. 

References.-— x Ann. of Surg. 1935, ei, Jan., 445 ; 2 Surg. Gynecol, and Obst. 1934* 
lix, Soph., 309 ; Unn. of Enrg. 1934, c, Soph., 502 ; 4 Ueher die Ergehnis.se dor Gaumen- 
plastik nach Victor Vcau an Hand von 100 Fallen , 1934 ; 6 Lancet , 1935, i, June 22, 1435. 

CLIMATIC BUBO. (See Lymphogranuloma.) 

COLDS. Ivor J. Davies , M.D., F.R.C.P . 

A. T. Todd 1 (Bristol) outlines a form of symptomatic treatment for the 
common cold which has been evolved slowly at the Bristol Royal Infirmary. 
Early application is essential, and its action would appear to be twofold : 
first, an immediate antiseptic action on the nasopharyngeal mucosa, with 
a delayed chlorine action from the ammonium chloride in the coryza mixture ; 
and, secondly, a decongestive action on the nasal mucosa from the salicylate- 
chlorodyne complex in the coryza mixture. Those subject to colds should 
take a daily dose of one of the active preparations of vitamin B (Bemax, one 
tablespoonful) and of vitamins A and D (Radiostoleuin, 3 to G drops). 

The chlorine mixture is prepared as follows : 

K PotuBHii chi unit is gr. 50 I Syrupi oz. 

Acidi hydrochloric! Ilf 30 ! Aquarrt ad 1 oz. 

Allow the chlorate to stand in contact with the acid in a stoppered bottle 
for ten minutes. Then add some water and shake. Next add the calculated 
amount of syrup and any water to make up volume. The dose is two or 
three drachms in one ounce of water for an adult. It should not be administered 
more than thrice in 24 hours, and should be stopped after a day or two, or 
methiemogiobimemia may result. This mixture does not remain active for 
more than about two weeks. 

The coryza mixture is made up as follows : 


B Sod, salieylatis gr. 0 j Syr. tolutan. Tlj 30 

Tinct. ohlorof. et morph, co. Il| 5 j Ext. micis vom. liq. TT\ I 

Ammon, chloridi gr. 5 : Syr. limonis TT| 30 

Tinct. cinchonas co. dr. 1 j Glycorini TT\ 15 

Tract. catechu III 15 I Aquam ad 1 oz. 


This prescription is rather formidable, hut it is stated that no single con¬ 
stituent can be omitted without unpleasant symptoms arising in some patients. 
It keeps well in the dark, and one ounce is first given, followed by half doses 
frequently. 
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A ehloretone nebulant has the following formula :— 

R Chlorbutol gr. 15 I 01 einnam. 11\ 4 

Camphor gr. 37 j Paraft‘. liq. leve ad oz. 4 

Menthol gr. 37 ; 

This keeps well. It is not essential to the treatment, but definitely improves 
the results. 

Method .— As soon as the cold appears to be certain the dose of chlorine 
mixture in water is sipped by drops, and retained in the throat as long as 

possible before being swallowed, and is taken after a meal. About 15 minutes 

later the patient should sip the coryza mixture diluted with equal parts of 
water. Both mixtures having been consumed, the patient should spray his 
nose thoroughly with the nebulant, and should repeat the process several 
times that day,' even though symptoms have disappeared. The doses should 
be proportionately reduced for children. It must be added that the treatment 
is not applicable to patients with chronic sepsis of the upper nasal passages. 

Reference. — 1 Practitioner, 1934, cxxxiii, Dec., 730. 

COLITIS, ULCERATIVE. H. Letheby Tidy, M.D., F.R.C.P. 

E. I. Spriggs 1 (Ruthin) reviews his experiences with 35 cases of ulcerative 
colitis, the average age of the patients being between 40 and 50 years. He 
believes that the disease usually occurs in those who have been unhealthy 
from some other cause, and 14 of the cases had also some rectal disorder, 
including piles, fistula, and fissure. In treatment he follows the lines of a 
medium diet. Intestinal douches are commonly employed, the usual fluid 
being normal saline. The article is illustrated with very fine radiographs 
taken in association with Mr. O. A. Marxer. They find that the radiological 
features usually associated with severe colitis are irregular segmentation and 
spasm, but they are not to be regarded as proof in themselves of ulceration. 

T. T. Mackie 2 (Boston) has studied the factor of vitamin deficiency in 75 
cases of chronic ulcerative colitis. He regards as indications of such deficiencies 
the condition of the mucous membrane of the mouth, the type of anaemia, and 
the blood chemistry. He believes that the deficiency disease is the essential 
part of colitis and is not to be regarded as a complication. The deficiencies 
are multiple, involving most of the vitamins. 

References.— 1 Quart. Jour. Med. 1934, xxvii, Oct., 549 ; 2 Jour . Amer. Med. Assoc. 
1935, civ, Jan. 19, 175. 

COLON, SURGERY OF. A. Rendle Short, M.D., F.Ii.C.S. 

Ulcerative Colitis.—The treatment of this disease is normally a medical 
problem, but if the patient is going downhill in spite of treatment, there is a 
valuable place for surgery. In a paper by R. B. Cattell, 1 of Boston, appendi- 
eostomy for purposes of lavage is mentioned only to be condemned as 
inadequate. If the disease is limited, as it sometimes is, to the distal colon, 
a colostomy well above the infected area is very useful; it may be preliminary 
to resection of the rectum and sigmoid colon. An ileostomy, which will have 
to be complete and permanent, is often the best treatment when the whole 
of the colon is involved. Complete colectomy carried out in stages is the surest 
method of cure in serious intractable cases, and the mortality is low. Occasion¬ 
ally the disease is limited to part of the colon, and a partial resection will 
suffice. At the Lahey Clinic, of 21 patients operated on, 14 had ileostomy, 
of which 5 died. Three have had complete colectomy, and 6 a partial colectomy. 

Adenoma and Polyposis of the Colon and Rectum.—Two papers on 
this subject, by J. P. Lockhart-Mummery, 2 and V. 0. David, 3 of Chicago, 
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reiterate the danger that these growths may recur again and again or become 
cancerous. After local removal the patient should be re-examined every four 
months and any bud of recurrence destroyed with the cautery. Biopsy is 

unreliable. 

Carcinoma of the Colon.— 

Pre-operative Treatment. —F. W. Rankin 4 attaches great importance to this. 
In the absence of acute obstruction, the colon should be decompressed by 
enemata and mild aperients for three to six days, at the same time as hydration 
is accomplished by giving large quantities of lluids and fruit juice, and a blood 
transfusion even if the patient is not anaemic. He also believes in the value of 
intraperitoneal vaccination with a streptococcal and B. coli vaccine, which has 
been associated with a reduction of the mortality from 22*4 to 4*9 per cent, but 
he allows there were other factors. E. B. Potter and F. A. Coller 5 also refer 
favourably to the intraperitoneal vaccine, but their figures are not very conclusive. 

Operative Methods.- —Rankin points out that fixation of the growth to the 
bladder, uterus, or abdominal wall does not necessarily preclude resection, as 
the adherence may be inflammatory and clear up after drainage, or a portion 
of the viscus involved may be removed. Growths of the right colon are dealt 
with in two stages, the first an ileo-transversostomy, followed later by the 
excision of the right colon. If a one-stage operation is done, there should be 
a complementary ileostomy proximal to the anastomosis. In (52 ileo-eolostomies 
he had 4 deaths. S. llarvcy, 6 on the other hand, writes in favour of the one- 
stage operation for diseases of the caecum and right colon ; only 2 died out of 
29 eases, 18 of which were for cancer. For cancer situated between the middle 
of the transverse colon and the rectum, if pre-operative decompression can be 
thoroughly carried out, Rankin advises ‘obstructive’ (also called ‘occlusive’) 
resection, which has been described in recent numbers of the Medical Annual. 
If it is not available, the Mikulicz operation still holds the field. If acute 
obstruction is present, an emergency caicostomy or colostomy is indicated. 
Rankin has given up immediate resection and end-to-end anastomosis as 
a primary operation for growth of the left colon. The risks are too high. 
I). P. MacGuire, 7 of New York, always does a preliminary caecostomy 
wherever the cancer is situated. For resecting growths of the right colon, 
a Mikulicz operation is performed, using the terminal ileum as the proximal 
and the hepatic flexure as the second barrel of the double-barrelled resection, 
with a Pezzer tube inserted through another ileostomy 12 in. higher up to 
keep the junction clean. |This seems cumbrous.—A. R. S.] 

V. C, David 8 writes on the treatment of cancer of the recto-sigmoid junction. 
If it is desired to avoid the abdomino-perineal resection, after opening the 
abdomen he frees the rectum all round from peritoneum, bladder, and cellular 
tissues, and pulls it well up into the abdomen. The growth is then resected, 
leaving the inferior mesenteric and superior htemorrhniduL arteries undamaged ; 
then the deperitonealized rectum below the resection is covered with peritoneal 
flaps from the pelvic floor, and the sigmoid and rectum are brought outside 
side-by-side as in the Mikulicz operation. The anterior parietal peritoneum 
is stripped from the abdominal muscles and pushed down on to and sutured 
to the posterior parietal peritoneum to obliterate the pelvic pouch. The two 
loops are damped as in the operation of occlusive resection. The spur is 
crushed later, and after three months the artificial anus is closed. Of 8 cases, 
none died, 5 are alive and well, and 3 recurred, but not locally. 

Colostomy. —W. B. Gabriel and O. V. Lloyd Davies 0 discuss the value of 
colostomy for inoperable cancer of the rectum. The mortality in 500 cases at 
St. Mark’s Hospital was 13*4 per cent; in a parallel series where the colostomy 
was performed as a first stage in resectable cases the death-rate was only 2*5 
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per cent. Death was due in 12 cases to peritonitis, and in 5 to obstruction ; 
in 2 of these a knuckle of ileum was found strangulated at the side of the 
colostomy. The others mostly died of heart failure, bronchitis, or toxaemia. 
Duration of life after colostomy was under twelve months in about half the 
cases; 30 per cent lived between one and two years; and 6 per cent survived 
three years. Late complications were : (1) Stenosis , which is frequent and 
may need operative dilatation ; (2) Ventral hernia (10 per cent), due either 

to the incision being neither within the rectus muscle nor through the oblique 
muscles blit at the outer border of the rectus, or to the wearing of a cup 
variety of belt instead of the proper flat supporting belt; (3) Prolapse—rather 
rare ; (4) Spur retraction, so that faeces pass on into the rectum, for which 
another operation is necessary; and (5) Fistula into the colon—quite rare. 
The authors put in a plea for' immediate opening of the colostomy. [We 
heartily agree. This has been our practice for many years. It is perfectly safe, 
diminishes post-operative pain, and saves the patient the ordeal of seeing it 
opened later.—A. R. S.] 

References. — \Tour. Amer. Med. Assoc. 1935, Jan., 104; “Lancet, 1935, i, 1149; 
of Surer. 1934, Nov., 933; *Surg. Gynecol, and Obst. 1934, Sept., 410; & Ann. of 
Surg. 1935, March, 886 ; a Neic Eng. Jour. Med. 1934, Dec., 1040 ; 7 Surg. Gynecol, and 
Ohst. 1934, Nov., 762 ; & Ibid. Sept. 491 ; ,J Brlt. Jour. Surg. 1935, Jan., 520. 

CONJUNCTIVA, DISEASES OF. Sir Stewart Duke-Elder , M.D., F.ILC.S. 

Conjunctivitis.— 

Bacteriology.— Within the last few years a considerable amount of work of 
no small interest has been done in the cause of conjunctivitis of various types. 
There are several groups of cases of inflammation of the conjunctiva in which, 
so far, no causal micro-organism has been found, the most important of which 
is trachoma, and recent work goes to show that in several of these a virus 
infection may be responsible. These cases in no way belittle the importance 
of organisms of microscopic dimensions in conjunctivitis, and an interesting 
paper by J. C. Michaelson (1935) gives a very comprehensive and accurate 
survey of the position so far as this group is concerned. Analysing the bacterial 
findings in 371 cases of conjunctivitis he found the flora shown in Table I. 

Table I .—Analysis of Bacteriological Findings in 371 cases of 
Conjunctivitis and Blepharitis.* 


Organism 


Number 

of 

Cases 


Sta. albus ?)on Jicemolytieus 
Sta. albus hcemohjtlcus .. 
Sta. cltreus 

Sta. aureus non-hcemolyticus 
Sta. aureus Jurmolyticus 
Str. nonJicemohjtteus 
Sir. hmmolyticus 
Pneumococcus 
Morax bacillus 
Koch-Weeks’ bacillus .. 
M. catarrh alis 
B. subtills.. 

B. xerosis 
B. coll 

Pneumobacillus 


92 

26 

2 

34 

13 

25 

6 

36 

54 

63 

34 

3 

12 

3 

1 


i Percentage 

Percentage of 

of 

1 PURE INFECTION 

; Cases 

! ('ASMS 

25*0 

100*0 

7*0 

58*0 

0*5 j 

100*0 

9*2 

56*0 

: 3*5 

54*0 

7*0 

60*0 

1*6 

67*0 

9*7 

39*0 

i 14*6 

30*0 

17*2 

30*0 

9*2 

32*0 

4*3 

100*0 

3*0 

100*0 

0*8 

i _ 

0*3 

_ 


9 It is to be noted that several cases showed more than one organism on culture. 
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Of considerable interest also is his analysis from the literature seen in 
Table 11, showing how variable is the incidence of the organisms in different 
parts of the world. Thus, the incidence of the pneumococcus varies from 3 
per cent in such places as Switzerland, Aberdeen, Egypt, France, and Hungary, 
to 19 per cent in North Caucasia. The incidence of the Morax bacillus varies 
from 4 per cent in America to 58 per cent in Germany, and that of Koch-Weeks’ 
bacillus from 3 0 per cent in North Caucasia to 38 per cent in Aberdeen, 52 per 
cent in Egypt, and 00 per cent in Palestine. The figures of 20 per cent for 
Koch-Weeks’ bacillus in Glasgow and 1G per cent for the Morax bacillus 
accentuate the geographical variation, and indicate how, at least in the ease 
of Koch-Weeks’ bacillus, there can be an incidence-variation at different periods 
in one place. Various factors, such as the time of the year when most of the 
examinations were made, and the method used by different investigators, 
undoubtedly affect the comparability of the results. If the times and methods 
of investigation were constant, it is quite possible that a study of such vari¬ 
ables as average rainfall, temperature, and standard of living, as represented by, 
say, the average number of persons living in a single room, might be found to 
explain the geographical variations. 


Table II. —Percentage Incidence oe Bacterial Conjunctivitis in Different 
Parts of the Globe. 


Locality 


Glasgow, 1904 
Aberdeen 

Germany (Freiburg) ., 
G ermany (Westphalia) 
Franco (Paris) 
Switzerland 
Hungary (Budapest) . 
Latvia (Riga) .. 

North Caucasia 
Palestine 

Egypt. 

U.8.A. 

U.8.A. (8t, Louis) 
Uruguay 


The remainder were : StapHylocnc 



PNEUMO¬ 

COCCUS 

Morax 

Bacillus 

"Knnir-W’KKXS* 

BACILLUS 


10-0 

10*0 

20*0 


3*5 

11*0 

52*0 


3*0 

33*0 

38*0 


4*0 

58*0 

5*0 


5*0 

13*0 

27*0 


3*0 

37-0 

25*0 


3*0 

54*0 

5*0 


4*0 

45*0 

15*0 


11*0 

23*0 

36*0 


19*0 

21-0 

3*0 


V 

V 

00*0 


3*0 

12-0 

52*0 


17*0 

4*0 

34*0 


— 

30*0 

11*0 


12*0 

30*0 

i 4*0 


us, 34* U ; Streptococcus, 7*0 ; Sf . mtanimlis , 10*0 ; 


. 11 , mibtitiH , 1*0 ; /». xerosis , 4*0 ; />. coif , 0*11; rtieumohueillus, 0*li. 


A final point of great interest brought out by Miehaelson is the common 
association between dental disease and conjunctivitis due to the streptococcus 
and the Sta. albitx hamolytiem : 33 per cent of the eases of the former and 28 
per cent of the latter showed this correlation—a fact of extreme importance 
in the treatment of conjunctivitis. 

So far as staphylococci are concerned, their very common occurrence has 
been frequently observed; G. IT. Gower (1934) has done some interesting 
experiments showing the source of these organisms from the skin of the lower 
lid. It is to be remembered that the upper eyelid is longer than the lower, 
has a convex border, and is the active factor in nictitation in the human. The 
lower lid has a flat or concave border and is relatively inactive. When the eye 
is closed the upper lid definitely overlaps the lower lid, forcing the lashes of the 
lower lid down against the skin. The lower lashes are continually moist, and 
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there is a border of skin along the border of the lower lid, about J in. wide, 
which is also moist. In those subjects having St a. aureus or citrens on the 
skin around the eye, the Sia. aureus and citrens strains can be recovered from 
the conjunctiva ; those having only Sta. dibus on the skin will show only the 
St a. albus type in the conjunctiva. 

As an experimental test-organism Gower used a twenty-four-hour agar 
culture of B. prodigiosus because of the ease with which this organism can be 
cultured and identified, and also because it is foreign to the human eye. From 
experiments wherein the skin of the upper and lower lids were inoculated and 
also the lashes, he concluded that, except for the influence of a factor not ordi¬ 
narily present, the skin of the upper eyelid is not a source of contamination 
to the upper lash and plays no part in conjunctival contamination. The skin 
of the lower eyelid, however, serves as a heavy source of contamination to the 
lower lash. Contamination occurs readily from upper to lower lash and vice 
versa, but the more rapid disappearance of organisms from the lower lash 
suggests a mechanical removal by the action of the upper lid. As long as 
organisms are present on the lower lash in sufficient numbers they can be 
recovered from the conjunctiva, but with the disappearance of organisms on 
the lower lash, conjunctival contamination ceases. The fact that staphylococci 
are constantly present in the conjunctiva is due to the continual contamination 
of the lower lash by the skin, facilitated by nictitation, and mechanical introduc¬ 
tion into the conjunctival sac by the action of the upper lid. 

To turn to the other aspect of the cause of conjunctivitis which has recently 
been exciting attention— liras injection. Considerable interest was aroused by 
the isolation by Noguchi in 1925 of a bacillus which he named B. granulosis 
from trachoma in North American Indians. He claimed that it produced 
characteristic and progressive lesions in chimpanzees and rhesus monkeys. 
This organism has not, however, been constantly found by other investigators. 
Initially his findings were substantiated by his associates at the Rockefeller 
Institute in New York (Tyler, 1929 ; Tyler and Olitsky, 1930 ; Tilden and 
Tyler, 1930 ; Olitsky, Knutti, and Tyler, 1931-2) ; by Stephanowa and Azarowa 
(1929) in the Ukraine ; by Finnoif and Thygeson (1929) in America ; and by 
Weiss (1929) and Lumbroso (1930) in North Africa. Soon, however, contra¬ 
dictory evidence began to appear. In the first place it was pointed out that 
the spontaneous recovery of Noguchi’s monkeys without cicatrization suggested 
that they were suffering from folliculosis and not trachoma (Lindner, 1929 ; 
Cuceo, 1930 ; Reiger, 1932 ; and others). Secondly, a search for B. granulosis 
by other investigators in cases of trachoma has been more often negative than 
positive (Wilson, 1928; Morax, 1929; Bengston, 1932; Howard, 1933). 
And, finally, attempts to produce a trachoma-like conjunctivitis with B. granu¬ 
losis have been rarely successful (Addario, 1930-1 ; Proctor, 1931-2), and much 
more frequently abortive both in human beings and in monkeys even when 
material sent from Noguchi’s laboratory was employed (Wilson, 1929, in Egypt; 
Morax, 1929, in France ; Bruckner, 1929, in central Europe ; Mayou and others, 
1930, in England ; Weiss, 1929, and Thygeson, 1933, in the United States ; and 
many others). Up to the present time no micro-organism has been obtained 
in pure culture which can be constantly and exclusively found in trachomatous 
lesions and which is capable of producing in man or animals the characteristics 
of the disease. 

The failure to find a micro-organism led naturally to the search for a filtrable 
virus. Early attempts to transmit the disease by filtered material were un¬ 
successful ; positive results in monkeys have been reported, but it is question¬ 
able if a true trachoma resulted. It would appear, therefore, that a virus per se 
is not involved, although the findings of Thygeson (1934), to be spoken of 
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presently, wherein positive inoculations were obtained with a filtrate through a 
filter of 0*7 niicrin., indicate that a virus associated with or represented’ by 
minute bodies may be present. 

Considerable interest has thus been aroused in the Prowazek-Halberstaedter 
body, an inclusion in epithelial cells of trachomatous conjunctiva?, which was 
discovered by these two workers in Java in the year 1900. In its fully developed 
state it consists of a vacuole filled by a vast number of granules, the* elementary 
granules, each about £ // in diameter. The early stages of this inclusion are 
called initial bodies. They may be free or intracellular. The former, as 
described by Lindner, cannot be distinguished morphologically from polar- 
staining bacilli such as Pastcurdla avicida . The latter take various shapes 
resembling cocci, bacilli, etc. The initial bodies, both free and intracellular, 
stain dark blue, and the elementary granules stain purple with Giemsa. These 
inclusions can be demonstrated in a varying percentage of trachoma cases, 
different authors claiming from 40 to 100 per cent; they are also found with 
considerable regularity in inclusion blennorrhcea of the new-born, and swimming- 
bath conjunctivitis. Their micro-organismal nature has been strenuously 
denied by many writers, who have considered them variously disintegrated 
bacteria (Herzog, 1910 ; McKee, 1911-35 ; Williams, 1914 ; liengsten, 1929 ; 
Stewart, 1938 ; and others), intracellular changes resulting from the activity 
of a virus (Lumbroso, 1933-4), or non-specific reaction products (Gifford and 
Lazar, 1930). Others have maintained their organismal nature (Lindner, 1911- 
35 ; Howard, 1934 ; Tliygeson, 1934). It is quite impossible to judge of this on 
morphological grounds ; but biological evidence of considerable value in favour 
of this latter view in a kindred disease was furnished by Tliygeson (1934), who 
produced a non-trachoinatous blennorrhcea in the human and a folliculosis in 
monkeys (Tliygeson and Proctor, 1935), using for inoculation material which 
had been passed through a filter line enough to exclude bacteria but coarse 
enough to allow the passage of initial corpuscles. At the present time we must 
admit that the organismal cause of trachoma is unknown ; the absence of 
specific bacteria suggests a virus; and the most recent work suggests that this 
virus may be associated with intracellular inclusions. 

Swimming-bath conjunctivitis is a type of follicular conjunctivitis caused by 
a filter-passing virus, of slow onset and leisurely clinical course, characterized 
by considerable hyperiemiu, slight discharge, and pre-auricular adenopathy, 
and ending in resolution ; frequently the epithelium contains intracellular 
inclusions. Its occurrence in epidemic form is an observation of considerable 
age, and in addition to its well-known incidence among the habitues of swim¬ 
ming-pools, it lms been observed in quite a number of circumstances in which 
people wen? brought into intimate contact—in schools, asylums, orphanages, 
and regiments of soldiers, Originally considered a mild type of trachoma, 
it was established as a clinical entity by Fehr (1900); Paderstein (19J3), being 
brought into contact with some eases, found intracellular inclusions in the 
epithelium similar to those described by Halberstaodter and Prowazek, and 
already associated with trachoma ; inoculating a monkey’s conjunctiva with 
these, Huntemfdler and Paderstein (1913) produced a similar follicular lesion. 
Shortly before tins, similar inclusion bodies bad been discovered in cases of 
ophthalmia neonatorum (Stargardt, 1909 ; Hcymann, 1909 ; and others) ; and 
Lindner (1909) in extensive investigations associated their presence with a type 
of ophthalmia in which neither gonococci nor other virulent organisms were 
found, and which he termed inclusion blennorrhcea ; he was also able to transfer 
the disease to monkeys. The following year Wolfram (1910) inoculated an 
adult with the secretion from an infant with inclusion blennorrlxoea and pro¬ 
duced a follicular conjunctivitis, which, despite its benign course, he considered 
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as an attenuated trachoma. In the meantime Fritsch, Hofstaeter, and Lindner 
( 1910 ) had found similar intracellular inclusions in the urethra of cases with 
a mild nongonococcal urethritis, and injecting this material into monkeys, 
produced a follicular conjunctivitis; Lindner (1911) therefore put forward 
the theory that inclusion blennorrhoea was a ‘genital trachoma’, a mild form 
of the disease contracted from contact noth the urethral discharge of the mother 

__an identity, however, immediately denied by Lohlein (1913), Gebb (1914), 

and others. 

After the war tile question was again taken up by Engleking (1921), who 
confirmed Paderstein’s discovery of inclusions in swimming-bath conjunctivitis, 
listing the disease as a genital infection. It is of importance that inclusion 
bodies have now been found in the urethra of both sexes and in the vagina 
(Hamburger, 1934 ; Thygeson, 1935), associated with some discharge, although 
they have not received attention in gynaecological literature. The theory 
of an attenuated genital trachoma was again taken up by Lindner (1925-35) 
and Aust (1926-30), the latter consolidating Ills position by observing an inclusion 
blennorrhoea in the baby of a woman who had a swimming-bath conjunctivitis. 
These, and confirmatory observations and experiments of others (Morax, 1933 ; 
and others), leave no doubt that the two types of conjunctivitis are the same- 
inclusion blennorrhoea of the new-born and swimming-bath conjunctivitis, for 
it has been demonstrated that inoculation of the adult with the conjunctival 
secretion of the infant produces a condition identical with swimming-bath 
conjunctivitis, and inoculation of the monkey with either produces a follicular 
conjunctivitis clinically and experimentally identical. Moreover, that the 
infection is a virus has been fully demonstrated, since inoculations have been 
successfully carried out by emulsified conjunctival scrapings passed through 
the finest Berkefeld filter. The virus itself has a considerable virility, retaining 
its virulence after dilution and keeping at room temperature for several days 
(Morax, 1933). 

At the present moment other problems in the etiology cannot be dogmatically 
settled. That the disease is an attenuated ‘genital trachoma’ seems most 
unlikely ; the sum of experimental evidence is against this view, and the 
clinical evolution of eases is* very conclusive. Lindner’s (1935) suggestion that 
inclusion blennorrhoea of the new-born and swimming-bath conjunctivitis are 
para-trachoma, corresponding to paratyphoid in relation to typhoid fever, 
caused by the same organism as trachoma which has been modified to assume 
different and attenuated characteristics in its habitat in the genital tract, must 
also remain an open question until further evidence is forthcoming. We have 
already seen that the intracellular inclusions are considered by some to be 
the actual infective agent; by others to be specific cellular changes resulting 
from its activity; and by others to be non-specific reaction products. It 
seems that they have some specificity ; but the difficulties of drawing conclusions 
as to the nature of minute particles on the border-line of visibility are so great 
at present that the only safe position to take up is one of scepticism. It is 
significant that in swimming-bath conjunctivitis inclusions have not invariably 
been found even in swimming-bath infections—Rohrschneider (1926) found 
them 15 times in 22 cases ; Foder (1927) 24 in 28 ; Aust (1930) 4 times in 31 
cases; Morax (1933) 2 in 19. In non-swimming-bath infections Morax (1933) 
found them 3 times in 10 cases, and Pillat (1926), in an epidemic in an asylum, 
35 times in 38 cases. To justify his position Lindner (1935) postulates two 
types of swimming-bath conjunctivitis—one with and one without inclusion 
bodies; but since no clinical differentiation is possible, this position seems 
indefensible until it is founded on experimental evidence, which has not yet been 
furnished. 
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Pre-operative Preparation of the Conjunctival Sac.—-It is a com¬ 
monplace fact to all ophthalmic, surgeons that frequently very considerable 
delay and uneasiness to the patient is caused by the necessity of performing 
a cataract operation in the presence of a dirty conjunctival swab ; and particu¬ 
larly is this so when a Stn. aureus has got deeply seated in the mucous membrane. 
In some of these cases constant treatment by lotions, and even silver, seems 
to be unable to eradicate the micro-organism. The technique of local radiation 
of the conjunctiva by ultra-violet light suggested by Law (1934) provides a 
way out of the dillieulty. The apparatus used is the modified general photo¬ 
therapy mercury-vapour lamp. It consists essentially of a lamp mounted 
on a movable stand in front of a hemispherical housing, over the aperture of 
which is fixed a flat aluminium disc, pierced in the centre by a director tube. 
The patient’s head is secured in the usual form of chin- and head-rest, and the 
lids are everted, and held so as completely to cover the cornea. Though this 
may sound at once crude in idea and uncomfortable in execution, it is nevertheless 
quite comfortable for the patient, and satisfactory in practice. 

The routine adopted is to give six doses of five minutes each at two-day 
intervals, irradiation being carried out at a distance of about 12 in. ; the number 
of doses is increased if necessary. His paper may be summarized in the follow¬ 
ing conclusions: (1) Ultra-violet irradiation is successful in nearly every case 
in rendering the eye bacteriologically safe for operation, even when the other 
methods fail. (2) The pathogenic organisms appear to be more susceptible 
to the rays than the non-} pathogenic, as evidenced by the infrequency of a 
resultant sterile culture. (3) Some results suggest that the pathogenic organisms 
are only temporarily attenuated or inhibited, but that when this has been 
achieved operation may be safely undertaken. (4) It is inadvisable to combine 
with this treatment the use of antiseptic lotions, and silver, as the eye appears 
to be intolerant of such vigorous measures. 

References.—A ddario, Ann. di Otial. 1930, lviii, 1074; 1931, lix, 74, 600, 687; 
Aust, Zeits, f. Augenheilk. 1926, lviii, 450 ; 1927, Ixii, 187 ; Arch. f. Ophthalmol. 1930, 
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CORNEA,, DISEASES 0F. Sir Stewart Duke-Elder , M.D ., F.R.C.S. 

Corneal Opacities.—E. Selinger x reports interesting results in the treatment 
of corneal opacities by quinine in the form of 2 per cent quinine bisulphate 
ointment. In cases of interstitial keratitis, while it is generally agreed that 
the course of the disease cannot be affected by antisyphilitic therapy, local 
therapy in the form of atropine, hot dressings, dark glasses, and other means 
of treatment is directed chiefly at the control of the accompanying inflammation 
of the iris, ciliary body, and anterior portion of the choroid, and to prevent, 
if possible, the development of complications. 

In three cases of bilateral active disease which were receiving antisyphilitic 
treatment, quinine was given locally, and rapid subjective improvement was 
noted after a few days, so that the photophobia and blepharospasm, which were 
excessive before the use of the quinine ointment, were markedly diminished 
within a few' days and the patients w T ere able to keep their eyes open. Changes 
in the appearance of the corneal opacities were also observed. Old infiltrates 
became less dense and in some places disappeared entirely within from one 
to two weeks, while fresh corneal opacities, but of comparatively less density, 
made their appearance in other places from time to time. The appearance 
then was that of shifting deep corneal infiltration. No change was seen in 
the appearance of the newly formed corneal vessels. The entire course of the 
disease seemed to be milder and shorter. Selinger considers that the beneficial 
effect of quinine in cases of interstitial keratitis is probably the result of several 
factors. The slight anaesthetic effect of the quinine on the cornea may, in part, 
account for the rapid subjective improvement. Part of the subjective improve¬ 
ment, however, may be a result of the decrease in the severity of the inflam¬ 
mation. That the quinine has an effect on the accumulation of lymphocytes 
and other abnormal cells in the deep layers of the stroma is seen from the fact 
that the opacities are observed to change in density, and that some of the older 
infiltrates disappear entirely in places within a few days, while fresh, less dense 
infiltrates make their appearance from time to time. It is known that ordinarily 
corneal infiltrates, once developed, become denser and denser, and remain for 
from many weeks to many months before they finally become absorbed. The 
rapid change in the character of the infiltrate can be ascribed only to the action 
of the quinine on the cellular elements making up the infiltrates. One of the 
three patients treated with the quinine bisulphate ointment showed improvement 
in central vision from 0*1 to 0*4 within seven days and to 0*8 within thirty days, 
although the inflammation continued for five more weeks. There had been 
no change in the medication, apart from the addition of the 2 per cent quinine 
bisulphate ointment. 

Equally interesting observations were made in cases of old comeal opacities 
after the use of 2 per cent quinine bisulphate ointment twice a day. Among 
seven eyes in four patients with old corneal opacities as a result of syphilitic 
interstitial keratitis, the condition was of tw r enty-four months’ duration or 
longer in four, of eight months’ duration in two, and of five months’ duration 
in one. These patients had been treated with ethylmorphine hydrochloride 
powder, 2 and 3 per cent yellow mercuric oxide ointment, and hot dressings 
for varying lengths of time, with no changes in the appearance of the opacities 
and no improvement of vision. All other medication was discontinued when 
the treatment with the quinine w’as instituted. Within from two to six weeks 
most of the patients showed definite improvement of vision and a noticeable 
decrease in the density of the opacities. In one patient who had a dense central 
opacity of two years’ duration, visual acuity of 0*4 improved 0*8 after four 
weeks of local quinine therapy. There was still a great deal of clouding of the 
cornea left, but the centre of the pupillary area had cleared sufficiently to 
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increase the visual acuity to that extent. In another patient, with a three-year- 
old very faint central opacity, vision showed an improvement from 0-8 to 1*0, 
while in a third patient vision, which was only 0-2 as a result of an eighteen- 
month-old dense central opacity, improved to 0*4. In some other cases there 
were extremely dense opacities, and although there was no measurable increase 
in the visual acuity there was a definite decrease in the density of the opacities, 
and the patients stated that objects appeared considerably brighter to them 
than before the treatment. 

Three other patients had corneal opacities as a result of corneal ulceration. 
In one the condition was of three months’, in another of eight months’, and in 
the third of twelve months’ duration. In the first patient visual acuity 
improved from 0-1 to 0-3, and in the second patient from 0*4 to 0*6, after three 
weeks of quinine therapy. The third patient had a very dense central opacity 
measuring about 6 mm. in diameter, which seemed to become less dense, but 
there was no improvement in visual acuity. 

It is probably true that some of the opacities would have cleared up to a 
certain extent with other forms of therapy, or even spontaneously, hut the 
comparatively rapid improvement with the quinine therapy is striking. A 
slight improvement in visual acuity or even improvement in the cosmetic 
appearance makes it desirable to attempt any form of treatment that seems 
free from danger. Proper evaluation of the therapeutic action of a new drug 
can be obtained only after a sufficiently large number of patients have been 
treated over a long period of time, and confirmation or otherwise of this report 
will be of interest. It is to be noted that the following drugs are among the 
antagonists and incompatibles of quinine, and for that reason should not be 
used while the patients are being treated with quinine : copper, lead, zinc, 
mercury, and their compounds, ammonia, alkalis, iodides and bromides and 
their salts, tannic acid, and lime water. 

Keratitis Bullosa.—Keratitis bullosa is an uncommon condition. It is 
generally agreed that it is an intractable disease resisting the usual forms of 
treatment, and resulting either in considerable impairment of vision or 
destruction of the eye. 

The characteristic symptoms are recurrent attacks of severe pain, irritation, 
and photophobia, together with the formation of one or more large blebs which 
recur at intervals over an indefinite period. These blebs rupture, leaving an 
abraded area. Constant repetition of the blebs with the attendant inflammation 
causes scarring of the cornea and impairment or loss of the vision, or destruction 
of the eye. For purposes of description bullous keratitis may be described as :— 

,1. Primary. -Occurring spontaneously in an apparently healthy individual with 
no history of trauma. During the course of the disease the infra-ocular pressure may be 
increased. This is the form with which wo arc concerned at this time. 

2. Secondary. - 

a. Traumatic, (i) Abrasion of the corneal epithelium : traumatic relapsing keratitis, 
(ii) Intra-ocular foreign body with iridocyclitis, increased intra-ocular pressure, pan¬ 
ophthalmitis, or phthisis bulbi. 

b. In association with glaucoma and iridocyclitis. 

c. Dystrophic-—pannus degonerativus of Fuchs. 

The exact mode of the production of the blebs is not certainly known. 

The disease runs a chronic course. For years there will be recurrent attacks 
of pain, so severe that the patient may request enucleation. The vision is 
gradually and seriously impaired ; it seems fortunate that any vision is retained 
after so much disturbance of the corneal tissue. If glaucoma does not already 
exist, the intra-ocular pressure usually becomes elevated. 
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Treatment.-— The treatment so far practised consists in relieving the 
symptoms, removal of the bleb, and prevention of its recurrence and of com¬ 
plications. Holocaine seems to have been used cluefiy to relieve the pain ; 
for obvious reasons cocaine is contra-indicated. Dionin and atropine have 
been used in the early stages with a pressure bandage, with pilocarpine or 
iridectomy if the tension becomes increased. Because of the periodicity quinine 
has been "tried. After removal of the bleb the base is touched with tincture 
of iodine or silver nitrate. In one case reported by Gala (1925) removal of the 
superior cervical sympathetic ganglion effected a cure. If these measures fail, 
enucleation may have to be done to relieve the pain, or if panophthalmitis 
develops as the" result of perforating ulcer. Enucleation also seems to prevent 
a sympathetic-like similar condition in the other eye. Hence the prognosis 
either as to vision or saving the eye is poor. 

Considerable interest therefore attaches to the report of a ease by W. T. 
Davis 2 in which a cure was affected by the use of X rays. The case was a 
typical and severe one in a woman G1 years of age in whom the disease had 
been present over a year. There was intense photophobia and blepharo¬ 
spasm, so marked that it was impossible for her to extend her head or to open 
her eyes. The pain was almost continual and completely incapacitated her 
for any duties. The treatment adopted was as follows :— 

Left Eye .—Roentgen therapy was begun July 18, 1931, and concluded Jan. 
18, 1932. Total number of treatments, 13. Dosage factors : 5 milliamperes, 
140 kilovolts, 10-in. distance, 5 mm. aluminium filter, time of exposure 24 
minutes. This equals 90 international units, or about one-third of the amount 
required to produce a mild erythema of the skin. The minimum interval 
between treatments was one week. The lids were kept open as much as possible 
and the surrounding skin was protected by a lead shield. 

Some improvement began in the left eye after the first two or three treatments. 
Since the fifth treatment on Aug. 28, 1931, the eye has caused her practically 
no discomfort. 

Right Eye. —Roentgen therapy was begun Aug. 1, 1931, and concluded June 
3,1932. The total number of treatments was 18, the technique being the same 
as that employed for the left eye, except that for the last four treatments the 
dosage was reduced 50 per cent. 

On the whole the response to treatment was not quite as satisfactory as that 
of the left eye. After the thirteenth treatment on March 1, 1932, there was 
considerable redness and swelling of the conjunctiva, which developed shortly 
after an operation ; possibly the operation and roentgen therapy were joint 
factors in causing this. It proved annoying for two or three months, but the 
patient is reported as having been practically symptom-free for the past six 
months. 

References. — l Arch. of Ophthalmol. 1935 , xiii, 829 ; “Amer. Jour. Ophthalmol. 1934, 
xvii, 24. 

CORONARY ARTERY DISEASE. (See also Angina Pectoris.) 

A. G. Gibson , M.D., F.R.C.P. 

In a discussion at the Royal Society of Medicine 1 on the ultimate prognosis 
of coronary occlusion John Hay remarked that 50 per cent of patients recover 
immediately. Of the survivors he makes two groups : (1) Those in whom the 
immediate attack is followed by an increasing tendency to dyspnoea and a drift 
towards congestive failure. Pain is not a dominant feature, but there is ortho- 
pnoea, Cheyne-Stokes respiration, and later pulmonary oedema and anasarca. 
In these the outlook is uniformly bad from the start, and they seldom live 
more than a few months. (2) Those in the second group make a satisfactory 
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recovery and are able to lead useful lives. They are rarely free from some 
form of distress, usually anginal pains of effort. The length of life in these 
patients is measured in years. Some of them—e.g., one recorded by White— 
lived for seventeen years. Of the other factors that influence prognosis, the 
younger the onset the greater is the tendency to recover completely from the 
thrombosis. The blood-pressure has little influence, but the more serious 
condition appears to be a diminishing blood-pressure. A diminishing pulse- 
pressure, however, often indicates the beginnings of cardiac failure. The electro¬ 
cardiogram is of great value in the diagnosis but seldom aids in the prognosis. 
The presence of anginal features does not appear to alter the outlook. 

T. F. Cotton emphasized the importance of earlier attacks of occlusion, which 
could be ascertained by a careful history. Auricular fibrillation, paroxysmal 
tachycardia, and heart-block are sometimes the direct consequence of coronary 
thrombosis. 

B. T. Parsons Smith w r as inclined to put the cases immediately fatal rather 
higher than 50 per cent, and stressed the importance of a careful investigation 
of the circulatory efficiency and its reserve capacity in an estimate of prognosis. 

Sir Maurice Cassidy stressed the importance of the intercurrent infective 
factor in the production of coronary occlusion from thrombosis ; pyrexia and 
leucocytosis were evidence of this infection. Anginal symptoms may He 
relieved by the removal of infective foci such as dental sepsis. The prognosis 
should not be unduly darkened by an abnormal electrocardiogram. Some 
patients are symptomless for years after a coronary occlusion despite gross 
electrocardiographic changes. 

D. E. Bedford placed the mortality during the acute attack at not more 
than 25 per cent—that is, that a patient seen alive with coronary thrombosis 
has a 3 to 1 chance in favour of recovery. 

The difficulties in distinguishing abdominal disease from coronary occlusion 
are referred to by P. S. Barker, F. N. Wilson, and F. A. Coffer, 2 and four cases 
are reported. In two the symptoms were caused by gall-bladder disease though 
a diagnosis of coronary disease had been made. A third had a perforation 
of a gastric ulcer, and in a fourth both cholelithiasis and coronary disease were 
present. In the second patient, one with gall-bladder disease, relief of the 
symptoms was obtained by inhalation of amyl nitrite. This suggested that 
the relief was obtained by the relaxation of spasm at the pylorus or in the 
biliary tract. In neither of the first two patients was there any alteration of 
the elecbro a irdi<>grnm. 

H. B. Sprague and E. S. Orgain 3 remark that it has fairly well been agreed 
from the work of Barnes and Whitten, Parkinson and Bedford, and Wilson, 
that an infarct of the anterior and apical portions of the heart produces electro¬ 
cardiographic changes of the T x type in which a high origin and later an inversion 
of this T wave in Lead I is associated with a low origin and positive deflection 
in Lead III. Infarction of the posterior or diaphragmatic region of the left 
ventricle results in the T s type of curve in which the high origin and late inver¬ 
sion are found in the T wave in Lead III. A study of the post-mortem evidence 
as compared with the electrocardiographic in coronary thrombosis suggests 
caution in too much insistence upon typical tracings of acute coronary occlusion 
for accurate diagnosis of the lesion. Of 01 cases analysed, 46 showed an affec¬ 
tion of the left coronary system and 21 of the right. It is seldom that in post¬ 
mortems the thrombosis is confined wholly to the left or right coronary arteries. 
Only 7 eases were found to be purely affections of one artery. In this group the 
QRST complex is most typical whether in Lead I or Lead III. It is remarked 
that inversion of the T waves alone may be seen in all leads in pericarditis, 
rheumatic carditis, uraemia, and in rare unexplained cardiac disease in which the 
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coronary system may be normal at post-mortem. When limited to the tip 
of the apex and anterior wall of the left ventricle the localization of the in¬ 
farct was accurate in 70 per cent, but only 80 per cent were correct as to the 
posterior or diaphragmatic infarcts. They say also that high degrees of coronary 
thrombosis with fresh infarction can occur with normal electrocardiograms. 
In the cases with healed coronary thrombosis with symptoms of angina pectoris, 
cardiac asthma, and congestive failure in which the diagnosis had not been made 
till the post-mortem, only 8 out of 28 cases had electrocardiograms characteristic 
of either anterior or posterior cardiac infarct, but it is stated on the evidence 
submitted that had serial electrocardiograms been taken for several years before 
death, the position of some of these infarcts might have been deduced. In 44 
cases showing old coronary occlusion with or without a fresh coronary blockage 
the electrocardiogram was diagnostic for cardiac infarct in 88 per cent. 

W. B. Cooksey, 4 following up the after-histories of 58 patients with coronary 
thrombosis in private practice, found a mortality of 39-6 per cent. Of the 
living patients 78T per cent were restored to their previous occupation. One 
patient was living thirteen years after an acute infarction and 10 were living 
six years after. The mortality of coronary thrombosis is greater after than 
before 60. 

E. F. Horine and M. M. Weiss 5 studied the effect of coronary thrombosis in 
20 patients whose hearts were not enlarged before the event, and the coronary 
thrombosis as estimated by X rays did not induce cardiac enlargement. 
Tins would coincide with anatomical evidence, in which completely healed 
coronary thrombosis and much thinning of the heart wall may be found with 
no evidence of hypertrophy. 

H. A. Salzmann 5 describes 5 cases of rupture of the heart and collects a series 
of 114 cases. The greater number of these are the result of coronary sclerosis, 
but occasionally rupture is caused by aneurysms, fatty heart, myomalacia, or 
pysemic abscesses. The greatest number occurred between the ages of 70 and 80, 
and the site of predilection is the apical region of the left ventricle. Diagnosis is 
always a difficult matter, and in the 5 cases personally attended the correct 
diagnosis was not made in any. One of these was operated on because of 
abdominal symptoms. These symptoms are easily confused with those following 
pancreatic necrosis, cholelithiasis, and nephrolithiasis. The important fact in 
the clinical history is that rupture may follow cardiac infarction at an interval 
of from live to fifteen days. 

A. L. Barack and R. L. Levy 7 give an account of the treatment of coronary 
occlusion by oxygen inhalations. The method of choice is an oxygen chamber, 
and in Great Britain Boulton’s oxygen chamber would be the method preferred. 
They recommend a percentage of oxygen of about 38 and a How from the 
chamber of 7 to 8 litres per minute. They have noted great subjective improve¬ 
ment in from one to three hours after administration had begun. Pain was 
relieved and respiration became slower and less laboured. Cyanosis was dimin¬ 
ished. Cheyne-Stokes respiration disappeared, and the heart-rate became slower. 

G. Biekel, J. Mozer, and F. Sciclounoff 8 found that in myocardial infarction 
the sedimentation rate of the red cells increased rapidly for about two or three 
days after infarction and reached its maximum three or four days after. The 
curve of the sedimentation rate from day to day did not correspond closely 
with the fever and leucocytosis. It is probably related to the alterations in 
the fibrinogen content of the blood. 

References. — 1 Proc. Roy. Soc. Med. 1934, xxviii, 129 ,* -Amer. Jour. Med. Sci. 

1934, cixxxviii, 219 ; 3 New Eng . Jour. Med. 1935, ccii, 903 ; 4 Jour. Amer. Med. Assoc. 

1935, civ, 2063 ; 5 Amer. Jour . Med. Sci. 1935, clxxxix, 858 ; ®Ibid. 1934, cixxxviii, 347 ; 
7 Jour. Amer . Med. Assoc. 1934, ciii, 1690 ; 8 Abstr. in Jour. Amer. Med . Assoc. 1935, 
civ, 1863. 
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CYSTO-DIAPHANOSCOPY 

( K. IC IjAKTKX) 



< 'yslio-diapluinoscopy o£ a hove simple ovarian cystoma. The ovarian tumour reaching' 
upwards beyond the umbilicus is completely illuminated. between the tumour and the lateral 
abdominal wall a small dark interspace is present. Above the symphysis pubis appears the 
more strongly lighted bladder, compressed in part by the tumour. 


By kind permission of the 

‘ Journal of Obstetrics and Gynaecology of the British Empire * 
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CRETINISM. (See Thyroid Gland.) 

CYSTO-DIAPHANOSCOPY AS AH 
AID to GYNECOLOGICAL 
DIAGNOSIS. 

Beckwith Whifehouse, M.S., 
F.R.C.S., F.C.O.G. 

The application of the principle of 
utilizing electrical illumination of the 
bladder as a luminous source for visual¬ 
izing certain of the contents of the 
abdominal cavity has recently been de¬ 
scribed by E. Klaften, 1 of Vienna. By 
means of an ingenious arrangement of 
multiple lamps carried in an apparatus 
based upon the principle of a cystoscope, 
the author has found it possible to trans- 
illummate the bladder so intensely that 
light is transmitted in a dark-room 
through the abdominal wall. The distri¬ 
bution of the translucent areas can be 
utilized in the differential diagnosis of 
various abdominal and abdomino-pel vie 
lesions. The method is simple and is 
carried out as follows : The bladder is 
washed out with a solution of 3 per cent 
boric acid and 250 to 300 c.e. are retained 
within the organ. Afler disinfection of 
the urethral orifice, the end of the cysto- 
diaphanoscope, lubricated with glycerin, 
is introduced with care into the bladder. 
The instrument is then steadied, and by 
means of a ‘pin* the lamps are expanded 
into the distended bladder. The eysto- 
diaphanoseope, obtainable from Messrs. 
J. Leitcr, Vienna LX, Mariannegasse 11, 
is shown closed and open in Figs, 17 
and 18. 

Although in many instances the use of 
this method for diagnosis would be un¬ 
necessary and superfluous, cases occur 
from time to time where, for purposes of 
line diagnosis, cysto-diaplianoscopy would 
appear to have an application. The 
appearance exhibited in the dark-room 
in the case of a translucent ovarian 
cystoma is well shown in Plate XXII. 
When a cyst is known to be present 
additional information can be obtained 
upon the nature of its contents by trans¬ 
illumination. Thus the contents of serous 
and pseudomucinous cysts are translucent 
in varying degree, but the admixture of 
blood renders the tumour opaque. Large 



Fig. 17. 



Fig. 18. 

Fig. 17.—Klaf ten’s cysto* 
diaphanoscope. The instru¬ 
ment ready for introduction 
into the bladder. The disposi¬ 
tion of the lamps is indicated 
in the cavity of the tube. 

Fig, 18.—Klaften ’b cysto- 
diapbanoscope. The instru¬ 
ment with its lamps expanded 
m the cavity of the bladder. 


{Figs. 17 and 18 by kind 
permission of the * Journal of 
Obstetrics and Gynaecology of 
the British Empire ’ ) 
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lax ovarian cysts, especially if complicating labour, large parovarian cystomata, 
ascites under tension, e.g., tuberculous, and uterine cystic fibroids complicated 
by ovarian cystomata —all on occasion introduce difficulties of diagnosis, and 
in such cases absolute diagnosis is only possible, in the opinion of Klaften, 
by means of diaphanoscopic examination. 

Reference.— 1 Jour. Obsi. and Gynaecol. Brit. Em-p. 1934, xii, Oct., 739. 

DEAFNESS* F. W. Watkyn-Thomas % F.R.C.S. 

Social Aspects of Deafness*— 

Deafness in Automobile Drivers. —H. Burger 1 discusses this subject from the 
point of view of driving ability. In 1933 the Swiss Society of Otology and 
Laryngology accepted by a large majority recommendations formulated by 
Ulrich which laid down definite degrees of hearing capacity as requisite for 
various groups of drivers. Some speakers demanded normal hearing, which, 
according to Bezold, would exclude one person in three. In Germany it is 
required that the conversational voice be heard at 5 metres distance. On 
the other hand, deaf people with paracusis Willisii seem to hear better in 
traffic than do normal people, and some deaf people claim not only that deafness 
causes no accidents, but that the deaf driver, undisturbed by the uproar 
around him, happily oblivious of the exhibitionist hooting of the ill-mannered 
and the incompetent, finds driving all the safer and easier; they remark also 
that the prohibition of horn-blowing at night in some counties has actually 
diminished the number of accidents. Burger believes that it is a mistake to 
lay down rigid rules. They can only be based on : (1) Ability to localize 
sound ; (2) A certain degree of acuteness of hearing. As to sound localization, 
it has been proved that in a noisy street even those with normal hearing cannot 
accurately localize sound. As to the degree of acuteness of hearing, the 
mentality of the driver is far more important; if the deaf person is active and 
alert, he is much more likely to be competent than a man who is less deaf, but 
slow and dull. It is a common observation that one deaf child will do well 
in an ordinary school, while another, who hears equally well, has to be sent 
to a special school for the deaf. Burger agrees with Ulrich, however, that deaf 
people should not drive public vehicles, and, in view of possible future legis¬ 
lation, advises the deaf not to choose driving as a profession. 

Eugenics and Deafness. —In Germany between March and May, 1934, the 
first special Eugenic Court 2 ordered sterilization in 325 cases ; in two of these 
cases sterilization was ordered on account of constitutional sporadic deaf- 
mutism. M. Schwarz 3 advocates not only compulsory sterilization of the true 
congenital deaf-mutes, but also prohibition of marriage among closely related 
persons carrying the hereditary taint (the heterozygous relatives, in tile 
Mendelian terminology). Voluntary sterilization of otosclerotics is apparently 
possible under the law'. 

Ear Disease as a Menace to Life , with Particular Reference to Life Insurance . 
—T. Guthrie 4 discusses this subject and states that deafness without suppura¬ 
tion is not itself dangerous to life, but in modern traffic it certainly constitutes 
an added risk; this is specially the case in such occupations as road-making 
and railway wmrk. Further, it must be remembered that some deafness is 
steadily progressive, and a young person w T ho is already rather deaf may become 
very deaf indeed in middle life. Vertigo not associated with suppuration is 
again a condition not in itself dangerous, but liable to be a source of danger 
in traffic or in any occupation where there is need for the victim to work on 
heights. 

The risk to life specific to the condition is limited to aural suppuration, and 
here Guthrie’s conclusions must be quoted in extenso :— 
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“ In conclusion, candidates for life insurance who suffer or have suffered 
from suppurative middle-ear disease may usefully be divided into the following 
four classes :— 

“ 1. Those who have had one acute attack followed by closure of the perfora¬ 
tion and complete recovery of the hearing. These may be accepted as first- 
class lives as far as the ear condition is concerned. 

“ 2. A history of two or three mild attacks at long intervals with complete 
healing of the perforation between the attacks need not prevent acceptance 
with some addition, say, 10 to 20 per cent, to the premium. The amount of 
the addition in a case of this kind would be especially small if some condition 
such, for example, as adenoids, likely to predispose to a repetition of the 
attacks, were found to be present and were removed. 

“ 3. Those with a permanent central or anterior perforation in whom at 
long intervals re-infection takes place, either via the Eustachian tube during 
4 colds ’ or as a result of water entering the meatus and reaching the middle-ear 
through the perforation. If in such cases the discharge is unaccompanied by 
other symptoms and ceases in a few days, so that the ear again becomes dry 
and free from any signs of active disease, acceptance with an addition of 
25 per cent to the premium may be regarded as safe. 

44 4. All others should be refused, at least until they have undergone a radical 
or modified radical mastoid operation. On the other hand, after an operation 
of this kind, a candidate may be accepted with or without a slight addition 
for the loss of hearing if (a) there has been freedom for six months from all ear 
symptoms, such as pain, headache and vertigo ; (b) the ear has been completely 
dry lor at least six months, or, everything else being satisfactory, only a trace 
of moisture is present about the tympanic end of the Eustachian tube ; (c) the 
cavity is widely open to inspection through the enlarged meatus, is covered 
with healthy skin, and free from granulations or adhesions behind which pockets 
might form containing scales and secretion; and (d) the cochlear and static 
portions of the labyrinth are proved to be healthy by the presence of normal 
bone conduction and normal responses to the vestibular tests.” 

[The only criticism we have to offer is that in group 3 a 25 per cent load 
seems heavy for anterior perforations with Eustachian recurrence. As a rule 
this condition, although destructive to hearing, implies little or no risk to life. 
—F. W. W.-T.] 

Otosclerosis*— 

Etiology. —A. A. Gray 5 believes that the causation of otosclerosis depends 
on the failure of the vasomotor system of the hearing organ. It may be assumed 
that the normal vasomotor response of the ear will be in response to sound, 
the normal stimulus. If this vasomotor response fails, there will be insufficient 
blood-supply to the bone around the foot-piece of the stapes when it is put 
under increased stress by the vibration of the stapes. This under-nourished 
bone undergoes change, but for some time the change remains localized around 
the oval window. Similarly the changes in the auditory nerve can be explained 
as a degeneration due to malnutrition. This would aecount for some of the 
peculiarities of the disease, e.g., the temporary improvement in hearing 
following inhalation of amyl nitrite, the occurrence of tinnitus before deafness, 
the occasional disproportion between the degree of deafness and the pathological 
signs found post mortem, the symmetrical distribution, and the greater 
frequency of the condition in women with their less stable vasomotor system 
and the greater strain (menstruation and pregnancy) to which it is exposed. 
[It would also account for the immunity of the vestibular apparatus, the atrophy 
of the tympanic membrane, and the changes in the skin of the meatus, such as 
loss of wax-secretion and diminution of sensibility, which are common in 



Deafness 


148 


MEDICAL ANNUAL 


otosclerosis. , But it does not account for the frequency with which we find 
osteomata of the meatus in otosclerosis or for the changes in the bony capsule 
of the canals, which have been demonstrated radiologieally by Graham 
Hodgson.—F. W. W.-T.] 

Treatment. —Gray 6 has now' attempted to apply these ideas in the treatment 
of otosclerosis. He noticed that thyroid extract applied to the nasal mucous 
membrane caused active vascular congestion of long duration without any 
inflammation. If otosclerosis is the result of defective vasomotor response 
in the vessels of the ear, thyroid extract might overcome this by setting up 
congestion. Accordingly he has injected thyroxine into the tympanic cavity 
in a series of 14 otosclerotic patients, with improvement in 7 cases. The method 
is to inject T .V : gr. dissolved in 4 min. of water through the p os ter o-inferior 
segment of the tympanic membrane with a fine needle after the membrane has 
been anaesthetized with 10 per cent cocaine hydrochloride in aniline. Only in 
one case was there any inflammatory reaction, and here the patient had poured 
into his ear a dose of radiostoleum instead of swallowing it. There was no other 
untoward incident. If improvement is obtained it seems to last for several 
weeks. [More work is being done on the method, and we may hope for further 
evidence in the course of the year. Encouraging though these results are, we 
must remember that the interest in a new treatment, and above all a treatment 
which seems to improve the general condition, always produces a temporary 
good result in otosclerotics.—F. W. W.-T.] 

H. Rollin 7 reports results of an operation for the arrest of otosclerosis based 
on the work of Wittmaack. Some years ago Wittmaack suggested that 
otosclerosis was caused by congestion in the veins draining the labyrinth 
capsule. On this supposition Rollin endeavours to terminate the congestion 
by dividing the veins which penetrate the tegmen tympani. The veins are 
divided in the hiatus Fallopii, where they accompany the great superficial 
petrosal nerve. They are reached by trephining the squamous temporal and 
elevating the dura.from the floor of the middle fossa. Rollin has performed 
the operation on 17 ears, and only in 1 has there been any increase in deafness 
since the operation w r as done. In 2 ears there has been improvement in hearing, 
and in nearly all there has been relief or cure of tinnitus. 

[At the time of the report no patient had been under observation for more 
than eighteen months after the operation, and tills is too short a time for us 
to form any accurate estimate of the value of the method. Wittmaack’s view 
has not been generally accepted by pathologists. If it is true that tinnitus 
can be alleviated by the operation, we may have a valuable addition to our 
resources; but it must be remembered that this is an operation of some 
severity. The hiatus Fallopii can be reached only through a large opening 
in the cranial wall, and adequate exposure entails considerable manipulation 
of the brain.—F. W. W.-T.] 

Corrective Measures for Progressive Deafness.—Gordon Berry 8 believes 
that progressive deafness starts in adolescence, if not in childhood. When the 
causes of relapsing Eustachian catarrh have been removed and septic foci 
eliminated, the conscientious otologist is too apt to think that he has done all 
that is possible. On the contrary, this is just the time when his help is most 
needed. He can best advise on the three 4 corrective helps * ; lip-reading, 
mechanical hearing aids, and psychological rehabilitation. A dilliculty in 
lip-reading is that new pathways in the brain must be formed, as the speech 
centres have to be coupled with the sight centres in place of the auditory centres. 
The educated adult, with well-formed auditory-speech pathways, often finds 
it harder to learn lip-reading than does the child or the ignorant adult. 
Berry concludes Ms paper with nine rules, thus :— 
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Nine Commandments fob the Hard of Hearing. 

L Thou shult frankly confess thy deafness to thyself and before thy fellow men. 
Let there bo no deceit nor false pride. 

2. Thou shult not covet thy neighbour’s hearing, but shalt rejoice that thou Kvest 
in an age when thy handicap can be made so small. 

3. Early and again shalt thou consult thy otologist and accept every scientific aid 
he can render. 

4. Eschew the quack and his devices. Easy and broad is the way to his door and 
many there bo that find it. 

5. Thou shalt join and work for a Leaguo of the Hard of Hearing, where thou shalt 
receive encouragement and stimulation for thyself and wilt find happiness in serving 
thy brother. Thus wilt thou inarch forward with the Federation Army that is allevi¬ 
ating deafness throughout the world. 

0. So love thy neighbour that thou do everything in thy power to help him when 
he would have speech with thee. To this ond : — 

7, Thou shalt study lip-reading, in season and out of season. 

8. Thou shalt secure and use the best earphone thou canst discover. 

i). Triumphantly shalt thou rise above thine infirmity, and so conduct thy life that 
the world 1mlh need of thee. 

[The psychological aspect of progressive deafness is often neglected and is 
of immense importance.—F. W. W.-T.j 

Congenital Deafness and Deaf-mutism.--- 

Prenatal Medication as a Possible Etiological Factor of Deafness in the New¬ 
born. —II. M. Taylor* discusses this subject. Of 10,000,000 deaf people in the 
United States, 11,000,000 are children. Of 5000 deaf children examined by 
the National Research Council, 02 per cent are classified as congenitally deaf. 
It is now recognized that syphilis is not an important factor, but hitherto little 
attention has been paid to the possibility that drugs administered to the 
pregnant woman may damage the car of the foetus. It is well known that 
the placenta is permeable to drugs, and quinine and the salicylates have a 
selective action on the auditory nerve, [Taylor includes alcohol as a drug 
having such a selective action, but this is open to question.—F. W. W.-T.] 
In reviewing the literature Taylor finds the reports of 1.8 cases in which death 
of the foetus was attributed to prenatal administration of quinine to the mother. 
During the 1918 inlluenza epidemic otitis media was rare, but there was a great 
increase in congenital deafness, and Taylor believes that this was due to the 
free use of quinine and salicylates. He remarks that in the Southern States 
the incidence curves of malaria and congenital deafness show a relation 
suggesting a common factor. In the discussion which followed, Foster stated 
that in 151 congenitally deaf children, 10 cases could be attributed to the use 
of quinine. Reaves gave details of a questionnaire to 58 mothers of deaf 
children. During pregnancy 17 per cent had used quinine, 18 per cent tobacco, 
8 per cent acetyl-salicylic acid, and 8 per cent alcohol. [We must also remember 
the use of lead and quinine as abortifacients as a possible factor in cases of 
congenital deafness.—F. W. W.-T.] 

Auditory Remains in Deaf-mutes.—A. Malherbe, R. Vilenski, and N. Herman, 10 
in their researches on this subject, have examined a series of deaf-mute children 
by the audiometer and by an electro-vibrator utilizing bone conduction. Their 
preliminary report states that 15 per cent of deaf-mute children have not enough 
hearing to be of any use in re-education ; 40 per cent have not enough hearing 
to be of real value, but can profit to some extent, especially from the point of 
view of awakening interest, by bone-conduction hearing aids ; and 45 per cent 
have enough remains of hearing for education by an aid. 
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A Plea for Early Treatment of the Deaf-mute .— P. Franklin 11 believes that 
84 per cent of deaf-mutes should be able to appreciate speech amplified by one 
of the deaf-aids now in use. He places particular value on the audio-amplifier 
and the feletactor. The first is an instrument for increasing the loudness of 
sounds, here derived from a series of gramophone records, to any required 
decree. These records are graduated from noises to alphabet sounds, and so 
on° to words and sentences. The teletactor transmits amplified sounds to 
a vibrating plate on which the subject’s fingers are placed. By combined use 
of these instruments the child, when he sees the teacher’s lip move to form the 
sound, can simultaneously hear the sound by the amplifier and feel it by his 
fingers on the teletactor plate. Franklin emphasizes the need of early treat¬ 
ment in all these eases. This need is urged also by G. de Parrel and H. Hoffer, 12 
who say that the training of deaf children should begin at two years of age. 
The voice of a child so educated is far more satisfactory than that of a child 
whose education is not started until he is six or seven. 

References .— 1 Acta Oto-Laryngol. 1035, xxii, 147 ; ~Jour. Amer. Med. Assoc. 1934, 
eiii, S47 ; B Schwartze Erbetc Taubheit, 1933, Leipzig ; 4 Practitioner , 1935, xxxiv, 780 ; 
KJour. of Laryngol. 1934, xlix, 029 ; A bid. 1935,1. 729 ; 7 Arch. f. Ohr. u . s. w. heillcunde , 
1934, exxxviii, (j ; *Jour. Canad. Med . Assoc. 1934, xxxi, 284 ; *Arch. of Otolaryngol. 
1934. xx, 0; lQ Presse mid. 1935, xliii, 739; u Lancet, 1935, i, 316; 15 Rev. fran$. de 
Phoniatrie , 1934, April. 

DERMATITIS VENENATA. A. M. H. Gray, M.D., F.R.C.P., F.R.C.S. 

Podophyllum Resin.—W. J. O’Donovan 1 describes two cases of dermatitis 
of the hands and forearms occurring in men employed in grinding podophyllum 
resin, and he also quotes three cases from the literature which appear to have 
been due to the same cause. He points out that the face and eyes were affected 
in one case though in both cases masks were worn. The resin w r as ground in 
an open mill and the hands and forearms were not protected. The symptoms 
of the disease are similar to those of other chemical irritants. The author 
stresses the importance of prophylactic measures and recommends the completely 
enclosed grinding machine, of ’which he gives an illustration. 

Ragweed Dermatitis.—L. A. Bmnsting and C. N. Anderson 2 report 18 cases 
of dermatitis from ragweed. The pollen from this plant is a well-known cause 
of hay fever and asthma, but it is only in recent years that a dermatitis due 
to it has been recognized. The symptoms are fairly definite. It has a marked 
seasonal incidence, beginning in July or August, reaching its maximum in 
September, and fading away when the colder weather appears. At first it 
attacks the exposed parts only. The earliest signs are redness and oedema 
of the eyelids and neck, accompanied by considerable itching, later spreading 
to the rest of the face, hands, and forearms. In later attacks other areas 
become involved and more chronic types of dermatitis develop, associated 
with lichenification. It is suggested by the authors that sensitiveness is only 
acquired after long contact, as no patient under 28 years of age was noted. 
The patients give well-marked 4 patch tests ’ to ragweed and also to the oil 
or oleo-resin extracted from it. 

Lily Dermatitis.—W. H. Palmer 3 states that dermatitis from daffodils 
and narcissi is very prevalent among workers in bulb-growing districts such 
as Cornwall, the Scillies, or the Eastern Coimties, and is often sufficient to 
cause serious dislocation of the industry. The rash appears soon after the 
cutting and branching has begun, and the typical eruption appears as an 
irritating papular rash on the forearms and hands. The irritation is so severe 
as to Pad to continual scratching so that a secondary oozing eczema develops. 
The eczema may become generalized over the body and require weeks in bed 
to effect a cure. The author has tested sufferers with intradermal injections 
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of extracts of daffodil pollen, of narcissus pollen, and of daffodil leaves. He 
finds that the patients gave positive skin reactions of an urticarial type to 
daffodil pollen and sometimes also to narcissus pollen, and an erythematous 
papule occurring after a delay of twenty-four to thirty-six hours to extract 
of daffodil leaves. Some preliminary experiments in desensitizing by extract 
of daffodil leaves and stalks are described, which suggest that "this method 
may be of considerable practical value. 

References. — r Brit. Jour. Dermatol. and Syph. 1935, xlvii, Jan., 13 ; 2 Jour. Amer. 
Med. Assoc. 1934, ciii, Oct. 27, 1285 ; 3 Lancet , 1934, ii, Oct. 6, 755. 

DIABETES. (See also Gangrene, Diabetic ; Pregnancy and Diabetes ; 
Hyperinsulinism and Hypoglycemia ; Pituitary Body ; Sympathetic 
System, Surgery of—Denervation of the Adrenal Glands.) 

Sir Walter Langdon-Brown , M.D. , F.R.C.P . 

It cannot be said that the last year has seen any startling advances in our 
knowledge of diabetes. There is in the main general agreement now as to the 
principles of dietetic and insulin treatment, so that this year’s harvest mainly 
relates to matters of detail, except for claims of the benefit derived from 
treatment by duodenal extract, which have not been confirmed. For the rest, 
the geneticists have been busy on the subject of the inheritance of diabetes, and 
the clinicians have been quarrelling with the biochemists as to the reliability 
of blood-sugar curves. 

Inheritance.— G. Pincus and P. White 1 consider that, in the main, Mendeiian 
expectations as to the chances of death from diabetes are confirmed, and that 
it is therefore highly probable that the development of diabetes mellitus 
depends primarily upon the transmission of a single recessive gene. But the 
ordinary age-incidence relations indicate the operation of one or more secondary 
factors which are not yet elucidated. In conjunction with E. P. Joslin 2 they 
suggest that these secondary factors can best be studied among those whom 
they regard as predestined diabetics—namely, either homologous twins of 
diabetic parents or the offspring of two diabetic patients. K. Maddox and 
M. Scott 3 find that transmission is more frequent in the female line. They 
agree as to the importance of the heredity factor, but think that on the whole 
inherited diabetes is of a slightly milder character than the sporadic form. 
The first two writers 4 find a definitely raised blood-sugar level in the relatives 
of diabetic patients. On the other hand, H. S. Mackler and A. E. Fischer 6 
failed to find any departure from normal in thirty siblings of juvenile diabetic 
patients even when re-examined six years later. R. M. Wilder and D. L. Wilbur® 
question the right to marry if both individuals come from diabetic families 
even though neither actually has diabetes. They consider that marriage 
between a diabetic and a non-diabetic is only permissible if it can be shown 
that diabetes has been absent from three generations of the blood relations 
of the latter. 

Etiology.—Joslin and others 7 again stress the importance of overweight in 
the etiology of diabetes. Thus it is found to be most prevalent among persons 
whose work requires the expenditure of relatively little physical energy and 
who have higher than average incomes. As for women, the very great increase 
in diabetes among them reflects the betterment in their social position and the 
influence of labour-saving devices. These basic conditions, in the opinion of 
the authors, explain the real increase in diabetes throughout the world. 

Boldereff 8 makes the startling statement that complete drainage of pancreatic 
juice from the body leads to diabetes, which subsides when the juice is again 
allowed to enter the intestine. He therefore claims that diabetes is a disease 
of the digestive organs (mainly the pancreas) and that the action of insulin 



Diabetes 


152 


MEDICAL ANNUAL 


is indirect through stimulating the secretion of the various digestive juices. 
Tills is so revolutionary that it would be well to suspend judgement until his 
observations have been independently confirmed. 

The Blood-sugar Curve.—There has long been an impression that pyogenic 
infections raise the blood-sugar level even in non-diabetics, and the usual 
practice of increasing the insulin dosage during an intercurrent infection has 
been based partly on experience and partly on this impression. But exact 
data have been lacking. E. G. Schmidt and others 9 have now investigated 
78 cases of infection in non-diabetics by the dextrose-tolerance test. Of the 
pyogenic cases, 72 per cent gave distinctly raised curves, the highest being 
obtained in cellulitis, where the blood-sugar rose on several occasions above 
800 mgrrn., usually remaining raised for over three hours. Yet glycosuria 
occurred in only 4 cases. After the infection had cleared up the blood-sugar 
curve was almost invariably normal, and any tendency to glycosuria had 
disappeared. Of 28 patients with arthritis and rheumatoid conditions, 53 per 
cent gave diahetie-like curves, though the fasting level was well within normal 
limits. 

J. S. Sweeney and others 10 investigated the result of injections of toxins 
such as that of diphtheria on insulin utilization, and found that action both 
of the endogenous insulin of normal animals and of injected exogenous insulin 
was interfered with. It would appear, therefore, that both infections and 
intoxications interfere with the action of insulin in the non-diabetic and the 
diabetic subject. Naturally this is more marked in diabetics, whose supply 
of endogenous insulin is lacking to a greater or less degree, which confirms 
the necessity for increased insulin dosage under such conditions. 

Such facts as these, and the recognition of the influence of diet on the curve 
obtained, have, as might be expected, raised doubts as to the reliability of 
methods in use, which have been voiced by H. Batty Shaw at the recent Inter¬ 
national Congress on Life Assurance and elsewhere. At the Congress, Chester 
Brown spoke strongly in favour of the Exton and Rose 11 method of determining 
sugar tolerance, which seems well worthy of consideration. Exton and Rose 
perform the one-hour two-dose dextrose tolerance test by dissolving 100 grm. 
of dextrose in about 650 e.c. of water. This solution is flavoured with lemon 
and divided into two equal doses. Three containers with preservative against 
glycolysis ate kept at hand for the blood specimens, and three containers for tfib 
urine specimens. When collecting the specimens the subjects should empty 
the bladder as completely as possible. The following steps are taken after 
a fast, preferably overnight : (1) The samples of blood and urine are collected 
and the first dose of dextrose is given, from one to two minutes being allowed 
for its ingestion. (2) Thirty minutes after the ingestion of the dextrose the 
blood sample is collected and the second dose of dextrose is given, from one 
to two minutes being allowed for ingestion. Thirty minutes later samples of 
blood and urine are collected. The third urine container is given the subject 
for a sample of the urine next voided whenever a later sample is desired. When 
the results of the foregoing procedure are plotted, the interpretation of the 
first part of the curve—that is, the part that includes the original and the 
thirty-minute samples—is exactly the same as the interpretation of' the same 
part of the curve of the older procedure, and the same deductions are drawn 
accordingly from the blood and urine sugar values. The results of the second 
part of the one-hour two-dose tests indicates that normal subjects respond to 
the second dose of dextrose with a greater fall in blood-sugar than that occurring 
during the same period after only a single dose and there is no sugar in the 
urine. The criterion for determining diabetes in the one-hour two-dose test 
is a more or less steep rise of not less than 10 ingrm. of blood-sugar in the 
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sixty-minute sample following the second dose of dextrose, the extent of the rise 
being directly related to the severity of the disease. The criteria of the test 
for renal glycosuria are : blood-sugars that follow the normal course, or in 
any event never reach the diabetic level, and sugar in both specimens of 
urine. ^ The criteria of alimentary glycosuria are : a sugar-free urine after 
fasting, but sugar in the final specimen of urine and a blood-sugar that follows 
the normal curve even when the level is higher than normal. Up to the present 
time the authors have not encountered a single instance in which the new test 
disagreed with the older when the results of the older test were satisfactory. 
On the other hand, many eases which gave doubtful or misleading responses 
to the older test yielded consistent and specific results to the new test. 

P. II. Sprague and D. Newson, 12 studying the ordinary twenty-four-hour 
blood-sugar curve in diabetic patients, found that the level fell in the late evening 
and early morning to reach the lowest level for the twenty-four hours, after 
which it began to increase some time (in some cases several hours) before the 
morning meal. It is important to know, however, whether this rise occurred 
before the patient was awake, since Vatcher found the rise followed im¬ 
mediately after waking. In any case their curves indicate the need for caution 
in giving an evening dose of insulin. 

Blood-glucose Clearance.—Van Slyke’s introduction of a method of urea 
clearance in nephritis has largely replaced simple estimations of blood-urea, 
since it gives a more dynamic view of kidney function. It is not surprising, 
therefore, that R. M. McKean and others 13 have elaborated a method for 
studying the rate of clearance of glucose from the blood. The results are 
interesting, but the method is not as yet readily applicable to clinical work. 

Complications.— 

1. Ocular ,—A. Rudy and B. Sachs 14 call attention to the transitory disturb¬ 
ances of vision in diabetes. These are very common, but insufficiently stressed 
in the literature ; they naturally alarm the patient very much and he should 
be warned that they may occur but are not at all serious. They do not imply 
the early stage of a cataract. There is frequently myopia before treatment 
begins, and hypermetropia following either dietetic or insulin treatment. These 
observers do not find the changes directly related to blood-sugar variations, 
though that is a common impression ; they attribute them to disturbances in 
the water and salt balance, as they are said to occur in non-diabetic conditions 
in which that balance is upset, such as alkalosis or diarrhoea. 

S. R. McKee 16 reports that exactly 10 per cent of 1272 cases of diabetes at 
the Montreal General Hospital showed retinal lesions. None of them were 
found in diabetes free from arteriosclerosis. He believes that hypercholesterol¬ 
emia is an important factor in the production of diabetic arteriosclerosis and 
therefore of the retinal lesions also. 

Wagener and others, 18 studying the retinal changes in 1052 eases of diabetes, 
found haemorrhages in 17-7 per cent, which, were associated with exudates in 
12*2 per cent. As might be expected, these were commoner in patients over 
40 years of age, and were usually but not always associated with hypertension 
or other vascular changes. They found that disease of the peripheral nerves 
was common when retinitis was present. 

2. Urinary Retention .—W. R. Jordan and H. H. Crabtree 17 report 7 cases 
of diabetes with urinary retention, probably due to a neuropathy since the 
condition was often associated with diabetic neuritis. The prognosis is not 
good. 

3. Diabetic Gangrene. —E. P. Joslin, 18 writing on the menace of diabetic 
gangrene, states that if in its onset it were as noisily ushered in as an attack 
of renal or biliary colic the results of treatment would be far different. Death 
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from gangrene to-day is usually the result of procrastination on the part of the 
physician and patient, and in the past was often associated with the inauguration 
of a fat-protein diet and ether anaesthesia. Surgery often receives, hut seldom 
deserves, the blame for a fatal issue. 

4. Diabetic Coma. —In the past a good deal of attention was directed to 
signs of renal failure as prognostic of coma. More than thirty years ago 
van Xoorden called attention to the grave significance of a shower of casts in 
a urine previously free from them. Recently R. A. McCance and R. D. Lawrence 1 ® 
have re-investigated the subject of modern methods and have come to the 
following conclusions. Diabetic coma may be accompanied or followed by 
a disorganization of renal function which is characterized by: (a) Oliguria, 
which may be transient; (6) Retention of urea, creatinine, and probably uric 
acid, which may outlast the oliguria; ( c ) Retention of sugar and ketones ; 
(d) Highly acid urine with normal ammonia excretion. There is no constant 
anatomical lesion, and under modern treatment for the coma there is a tendency 
for the kidney to recover without sequel®. Marcel Labbd and R. Boulin 20 
come to somewhat similar conclusions. 

5. Diabetes and Hyperthyroidism. —E. P. Joslin and F. H. Lahey 21 consider 
that as glycosuria is so closely related to hyperthyroidism care must he taken 
not to make the diagnosis of true diabetes in hyperthyroidism when it actually 
does not exist. They call attention to the need of avoiding unnecessary puncture 
of veins for tests in patients suffering from the combined diseases and advise 
the employment of blood from the ear. Naturally the effect of hyperthyroidism 
in diabetes is to increase the need for insulin, while after operation there is an 
increase in carbohydrate tolerance of 30 grm. or more and a marked diminution 
in the need for insulin. 

Diagnosis. — O. Leyton 22 calls attention to the following points which may 
cause difficulties in the diagnosis of diabetes : (1) The renal threshold for 
dextrose not only differs in different individuals, but varies from time to time 
in the same individual. (2) Some individuals possess the average normal power 
for carbohydrate eaten as starch and much less for it in the form of glucose. 
(3) Some individuals’ metabolism cannot store carbohydrate at the normal 
rate, but their metabolism remains unchanged even when a full load is placed 
upon them by an unrestricted diet over several years. (4) The deterioration 
of metabolism in diabetes does not progress regularly, and temporary remissions 
may occur. It should be added, however, that M. Wishnofsky and A. P. Kane 28 
were unable to find any significant difference in the glycaemia of glycosuria 
after dextrose and after an equivalent amount of starch, thus disagreeing with 
Leyton’s second point. 

Prognosis. —Priscilla White said, “ The living diabetic child is the most 
outstanding medical accomplishment of the past decade ”, and it is generally 
agreed that the greatest triumphs of insulin therapy are in the young patients, 

Alex Glen 24 records an interesting case of a girl of 10 who required 60 units 
of insulin and constant supervision to avoid ketosis, but who after reaching 
puberty enjoyed good health and was capable of taking a normal diet apart 
from restricted intake of sugar, and only needed 20 units of insulin daily. 

Causes of Death .—J. M. Flynn, 25 from a study of the fatal cases at the 
Peter Bent Brigham Hospital, agrees with other writers that since the introduc¬ 
tion of insulin coma and sepsis have decreased in frequency, cardiovascular 
disease has shown an increase, while unusual complications have remained 
practically unchanged. The mortality rate of new cases has only fallen from 
9 per cent prior to the introduction of insulin to 7 per cent after. This seems 
an astonishingly small improvement, but, taken in conjunction with the increase 
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of cardiovascular disease, suggests that it may be largely explained by patients 
living long enough to die of degenerative diseases in which insulin seems 
powerless. 

A. Marble, 26 in a study of the coincidence of cancer and diabetes, rather 
supports the view of the increased longevity of diabetics during the last 
decade, and states that this has placed relatively more of them in'the cancer 
age. It does not appear that the increase in this coincidence means that the 
diabetic Individual is more likely to develop cancer than the non-diabetic. 

Treatment. 

The High Carbohydrate Diet.—J. N. Cruikshank 27 supports the general 
feeling in favour of reasonably high carbohydrate diet in the modern treatment 
of diabetes, as long as the fat is kept low. 

H. R. Gevelin, 28 after using high carbohydrate diets for ten years, is emphatic 
as to their value, particularly in avoiding hypercholesterinsemia, hyperinsulin- 
ism, and complications such as tuberculosis, gangrene, and cardiovascular 
disease. The last-named complication, however, is regarded by most authorities 
as being uninfluenced by modern treatment. But most of them would agree 
with these authors that patients thus treated show no diminution of food 
tolerance or any other demonstrable retrogression of the diabetes. 

E. M. Watson and M. A. Wharton, 20 comparing the effects of various diets, 
sum up mainly in favour of a high carbohydrate and a moderately restricted 
fat diet. If fat is less than 100 grm., patients do not appreciate it; if more 
than 125 grm. are given, carbohydrate tolerance falls. The authors are not 
convinced that blood-cholesterol varies appreciably with the fat content of 
the diet. 

G. Forges and G. Adlersberg, 30 who were early in the field in the commendation 
of a high carbohydrate and a low fat diet, re-affirm their faith in this method 
in reply to the objections which have been raised by Chabanier and Lobo-OnelJ. 

Insulin Therapy.—Two difficulties with insulin therapy are worth 
consideration :— 

I. Insulin Allergy. —Ever since the introduction of insulin it has been noted 
that some patients develop load or general allergic reactions which are charac¬ 
teristic of protein sensitization. Sometimes a change in the particular brand 
employed has prevented recurrence, and in some patients the allergic reaction 
disappears in course of time. In some, however, it persists whatever brand is 
used, W. S. Cohens and others 21 found this present in 7*3 per cent of 408 
insulin-treated diabetics. They regard it as an antigen-antibody reaction (see 
also Pituitary Body—Anti hormones) and have had favourable results by 
means of insulin desensitization. But their best and quickest results were 
obtained by injections three times a week of histamine phosphate , starting with 
0*1 mgrm. and gradually increasing to 1 mgrm. till about 12 mgrm. have been 
given. 

2. Insulin Resistance .—II. P. Himsworth, 82 commenting on a usual explana¬ 
tion of the benefit of a high carbohydrate diet, that this is at least in part due 
to its stimulating effect on insulin production, and that the patient is thereby 
rendered more sensitive to exogenous insulin, goes on to discuss the nature of 
insulin resistance. He believes that there is a type of diabetes not due to 
diminished secretion of insulin by the pancreas but to a greater or less impairment 
of the organism’s susceptibility to insulin whether endogenous or exogenous. 
Marcel Labb6 and others 82 are inclined to attribute this resistance to insulin, 
especially in diabetic coma, to degenerative lesions in the liver. 

Treatment by Laevo-rotatory Sugars.—The search for qualitative modifi¬ 
cations in the form of the carbohydrate administered to diabetics was formerly 
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very diligently pursued in the hope of finding some form which could be better 
assimilated by them. Ltevulose and Jerusalem artichokes were frequently 
prescribed in pre-insulin days. Naturally the introduction of insulin made 
much of such research obsolete. It is interesting, however, to find from L. K. 
Campbell's 31 carefully controlled observations that there is no striking difference 
in the utilization of Jerusalem artichokes by the diabetic from that of an equiva¬ 
lent amount of oatmeal. 

Duodenal Extract.—G. G. Duncan and others 35 record interesting observa¬ 
tions on the value of duodenal extract in diabetes. They claim that it is most 
effective after a course of insulin, and that a normal blood-sugar curve has 
been obtained even five months after cessation of the treatment, which takes 
the form of 6*25 grin, of the extract by the mouth three or four times a day. 
The cases which failed to respond were those which had an extremely narrow 
margin of safety between liypoglycsemia and hyperglycemia. But no hypo¬ 
glycemic reactions or other untoward effects were noted. Their results suggest 
that there is a type of diabetes due to lack of activation of the pancreatic cell- 
islets by a duodenal factor, and that this is the type which responds to such 
treatment. This brings Bayliss and Starling’s work on secretin, which has 
suffered neglect of late, back into notice again. Duncan and his co-workers 
surmise that the persistence of the benefit after withdrawal of the extract 
suggests the possibility that the duodenal factor is to the pancreas as iodine 
is to the thyroid gland. But one might also compare it with the persistence 
of a normal blood picture in cases of Addisonian anaemia after treatment has 
been discontinued. Their observations, if extended and confirmed, may well 
lead to an important advance in the treatment of diabetes. Anything which 
relieves the diabetic from the life-long infliction of a hypodermic syringe would 
indeed he welcomed. But presumably the treatment is only applicable to 
a rather limited type. 

Diabetic Clinics.—L. Wislicki 36 describes the organization of a diabetic 
out-patient clinic, and shows how by suitable and regular supervision metabolic 
relapses were avoided, thereby effecting a considerable saving of time and money 
in the in-patient work. R. M. Murray Lyon, 37 recording the experience of 
such a clinic in Edinburgh, found that out of 600 diabetic out-patients, 55 per 
cent required insulin, but that 17 per cent of these cases were able to discontinue 
it, while 44 per cent of the obese cases were finally stabilized on anti-obesity 
diets alone. 

A. M. Butler 38 also bears emphatic testimony to the value of properly 
organized out-patient diabetic clinics. 

References.— l Amer. Jour. Med. Sci. 1934, clxxxviii, Aug., 159 ; 2 Jour. Atner. Med. 
Assoc. 1934, ciii, July 14, 105 ; & Med. Jour, of Australia , 1935, xxii, Jan., 5, 7 ; Glwur. 
Jour, Med. Sci. 1934, clxxxviii, Dec., 782 ; 6 Jour. Atner. Med. Assoc. 1934, ciii, July 28. 
240 ; 6 Arch, of Internal Med. 193-5, Iv, Feb., 314 ; 7 Amer. Jour. Med. Sci. 1935, clxxxix, 
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mid. 1935, xliii, July 10, 1105; Si Arch. of Internal Med. 1934, liv, July, 82 ; 36 Mmen 
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DIABETES IN CHILDREN* Reginald Miller , M.D., F.R.C.P. 

R. I). Lawrence, 1 in discussing the prognosis in diabetes in children, emphasizes 
how the outlook has changed since the advent of treatment by insulin. He 
quotes a striking passage written by Priscilla White and based on a study of 
the large number of children in E. P. Joslin’s clinic in Boston. Before the 
insulin era, she says, it was possible to find records of only 13 cases in the 
entire world that had diabetes in childhood and had survived ten years; but 
in 1931 she had 72 such survivors on her records, 15 of whom were at college, 
26 employed, and 4 married. She also is quoted as writing : “ Before the 
discovery of insulin the mortality of diabetes in childhood was nearly 100 per 
cent, and to-day diabetes as a cause of death in the young has disappeared 
nearly to vanishing point.” Lawrence’s own figures, based on 128 cases of 
diabetes in children under the age of 16 years, confirm this, but he points out 
that the outlook in hospital cases is not quite so uniformly good as in those 
treated in private. The difference is due to the better social conditions, intelli¬ 
gence, and discipline in the cases treated in private practice. 

How do children take to the regimen of the diabetic, the special diet, and 
the need for hypodermic injections ? Lawrence says that by the age of 10, 
and sometimes earlier, the child regards the whole discipline as normal, and that 
whatever strain may be involved in the life seems to fall on the parents rather 
than on the child. With ideal opportunities for correct treatment there should 
be no physical or mental abnormalities as the result of the disease. Such 
complications as delayed puberty and retarded growth, or cataract or arterio¬ 
sclerosis, Lawrence attributes to faults in the details of treatment. Careful 
instructions must be given as to variations in treatment during illness and 
infections, when the failure to modify treatment may allow severe ketosis and 
even coma to develop in a few days. It is common to find small doses of 
insulin sufficient at the beginning of treatment, and larger, even very large 
doses, necessary later, especially above 11 or 12 years of age. The years 
approaching puberty often seem to demand a greatly increased dosage, 
especially in girls. 

Lawrence emphasizes the need for some social organization to look after 
certain cases. From good homes children can attend day-schools in their 
neighbourhood and their education is entirely normal. It is encouraging to 
see how willingly their teachers co-operate in any slight supervision necessary 
in school hours. For children whose parents wish to have them educated in 
certain traditions in preparatory and public schools, no adequate arrangements 
have been made, although by individual arrangement an occasional ease is 
managed successfully enough at various schools. Co-operation between parents 
could easily arrange for this problem, and steps are being taken to start such 
a co-ordinated effort. 

EBPKRRNorc .'- ^Prognosis {Lancet publication), i, 201. 

DIETETICS. {See also Vitamins.) Ivor J. Davies , M.I)., F.R.C.P . 

Dietetic Deficiences and Susceptibility to Infection.—-Helen M. M. 
Mackay 1 (London) has studied the effect of dietetic deficiencies on suscepti¬ 
bility to infection with special reference to children. She showed that in spite 
of the difficulties of the subject we have information to prove that British diets 
are often deficient in a variety of factors and that a deficiency of any one of 
a number of different constituents of the diet will increase susceptibility to 
infection, and that the types of infection particularly associated with individual 
deficiencies may vary. Thus a deficiency of iron causes a baby to be more 
susceptible to all common types of infection, including respiratory and gastro¬ 
intestinal infections; a deficiency of vitamin D is probably particularly 
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associated with infections of the respiratory tract; a deficiency of vitamin A 
leads to epithelial changes which facilitate the entry of micro-organisms, so 
that skin infections are an early feature. She concludes that it is scarcely 
necessary to emphasize the fact that it is quite impossible for the wife of a man 
on unemployment benefit or getting relief from the public assistance committee 
to feed her family adequately, unless she has some other source of assistance. 
The provision of milk for school children in necessitous areas has largely met 
this defect; but the effect of under-feeding in adults remains almost unchanged, 
despite the great effort made by the State to maintain a living unemployment 
benefit. 

The Availability of Food.—R. A. MeCance 2 (London) has studied the 
availability of food. To be available, food must be absorbed and utilized, but 
*■ available 5 has not quite the same meaning as 1 digestible With the discovery 
of insulin interest in diabetic diets became greater. It was quickly appreciated 
that the accepted values for the carbohydrate content of fruits, vegetables, and 
nuts were too high, and that a revision of the figures should be undertaken. 
In the matter of available iron, when tested by its power to promote blood 
regeneration, inorganic iron was found to be much more efficacious than 
organic. It is thus clear that when we consider the iron content of foods we 
are not so interested in the total iron which they contain as in the proportion of 
this that is in an ionizable form, i.e., in how much of it is likely to be available 
to the body. Hill has worked out a method by which the ionizable iron in 
tissues may rapidly be determined by purely chemical means. In a table 
showing the total and inorganic contents of a number of foods, ox liver is 
superior to beef. Radish, lettuce, mushrooms, and eggs are valuable sources 
of available iron. 

Available Calcium and Phosphorus .—Like iron, calcium tends to form 
insoluble salts, and it is due to these insoluble salts that so much of the food 
calcium may at times remain in the intestine and pass through the alimentary 
canal without being absorbed. Cereals, particularly oatmeal, have repeatedly 
been reported by Mellanby and others to accentuate rickets and to promote 
carious teeth. The supply of calcium and phosphorus in available form is best 
ensured by the use of such foods as milk, eggs, meat, and fish ; and by seeing 
that children have an ample supply of 'vitamin D. 

Calcinosis and Scleroderma.—W. D. W. Brooks 3 (London) reviews the 
literature of calcinosis, summarizes existing knowledge, and reports the investi¬ 
gations of a case of calcinosis and one of scleroderma. On a diet inadequate in 
calcium and phosphorus, but otherwise normal, the case of calcinosis showed a 
marked tendency to retain both calcium and phosphorus following a probably 
normal absorption. The case of calcinosis exhibited over a long period of time 
pathologically high levels of serum calcium, plasma inorganic phosphate, and 
plasma phosphatase. In this respect the values in the ease of scleroderma were 
normal. Disodium hydrogen phosphate restored the calcium metabolism to an 
approximate equality of intake and output in the case of calcinosis. Accom¬ 
panying this there was a fall in the level of calcium and phosphatase in the blood, 
and a rise in the level of phosphorus. Indications of improvement in the patient’s 
condition also occurred. The results of various investigations suggest that 
in calcinosis a local tissue change, of as yet undetermined kind,’ results in 
localized fibrous tissue damage, and that when calcification occurs in these 
areas there may be an accompanying abnormality of calcium and phosphorus 
metabolism. The type of lesion present in scleroderma does not necessarily 
produce changes which result in abnormality in the metabolism of calcium 
and phosphorus. 

The 1 Use of Insulin in Malnutrition.—H. Blotner* (Boston) has studied 
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the effect of subcutaneous insulin -administration in malnutrition ; 79 healthy 
thin persons were the subjects of this study. Ten units of insulin three times 
a day was the standard dosage used, a few patients taking somewhat more or 
less than this amount. A liberal diet was employed. After insulin injections 
were begun, almost all the patients gained weight immediately and rapidly. 
The increase in weight tended to become less marked as the weight approached 
the normal standard. Few of the patients lost much of the gained weight 
even after a considerable period subsequent to the discontinuance of insulin. 
Insulin has a good general effect, most of the individuals receiving it feeling 
much stronger and more active than they had felt previously. The gain in 
weight resulting from the use of this drug depends on an increased intake, 
better digestion, and better assimilation of food. It is not due to water 
retention but to an actual increase in the fat deposit. The drug was first intro¬ 
duced for this purpose in the United States and in the practice of pediatrics. 
Blotner concludes that the use of insulin to produce a gain in weight in certain 
cases of a non-diabetic malnutrition is a reasonable, uncomplicated, and practical 
method of treatment. A list of references is appended. 

R. L. Pitfield 5 (Germantown, Pa.) recommends the use of insulin in 
myasthenia, tuberculosis, and other disorders of nutrition. He believes that 
the action of insulin in the non-diabetic is not very different from its role in 
the diabetic. The use of insulin in malnutrition of various origins, other than 
diabetes, is now well known. Pitfield remarks on an improved elan vital in 
many mal-nourished persons while taking insulin, as if another endocrine fault 
had been corrected. This may be true or it may be just a part of the marked 
improvement in general health associated with the increase in weight. He 
refers to a remarkable case of myasthenia gravis of twenty-five years’ duration 
in a medical student of the University of Montpellier, France. There was 
no doubt as to the diagnosis, for she saw Babinski, Lereboulette, Goldflam, 
and others. Biopsy of a bit of excised muscle showed that the ultimate cause 
of the myasthenia lay in the metabolism of the glucosides of the muscle fibres. 
Insulin injections (15 units, twice daily) remedied this defect with a remarkable 
result. Previously she was often obliged to remain recumbent, but now she 
was able to resume her medical course ; she graduated at the age of 47 years 
and is now a practising physician in France. 

R. H. Frey berg 6 (Ann Arbor, Mich.) studied the value of insulin in under¬ 
nutrition. The investigation failed to support the prevalent opinion that 
insulin is a valuable aid in the treatment of under-nutrition. When under¬ 
nourished patients were injected with insulin and its effect was noted separately 
from diet and suggestion the great majority of patients failed to show any 
response. The improvement which was attributable to insulin in two cases 
was small. The fact that improvement resulted in many patients from the 
suggestion accompanying injections indicates that much of the benefit commonly 
attributed to insulin is due to a psychic factor. 

Calcium Metabolism.—B. <J. Warner 7 (London) contributes a practical 
article on calcium metabolism which can be well recommended to practitioners. 
It is evident that calcium therapy has been enormously enriched by recent 
researches, and especially by the discovery of the active principle of the para¬ 
thyroid glands, and although calcium therapy has been used in the past with 
Very varying results, with modem methods it may be of great value in many 
different types of diseased conditions. 

Effect of Low-calorie Diet on Metabolic Rate.—R. W. Keeton and 
Dorothy D. Bone 8 (Chicago) have studied the effect of diets low in calories 
containing varying amounts of protein on loss in weight and on the metabolic 
rate in obese patients. Their patients were confined to the hospital, but not to 
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bed, and receiving diets of from basal minus 30 per cent to basal minus 48 
per cent calories, lost weight equally well when these diets contained 00 per cent 
or 13 grm. of protein. Such diet supplied approximately 55 per cent of their 
actual caloric requirement. The remainder is secured from the body fat. The 
metabolic rate was not lowered by a dietary under-nutrition of this degree of 
severity lasting for from eight to fifty-three weeks. The supplies of stored fat 
not only protect the body from loss of nitrogen but they also prevent the con¬ 
servation of energy seen in the normal person when subjected to under-nutrition. 

Caloric Value of Middle "-class Diet.—Ethel Browning 9 (London) has 
carried out an investigation to ascertain whether the accepted standard of 
3660 calories for a man and 2506 for a woman expending a moderate amount 
of energy is higher than the actual intake in the ease of the English middle- 
class individual. Each article of food and drink was estimated for its caloric 
content on an exact basis of weight and measurement. In the case of articles 
composed of several ingredients, these were calculated separately, and the 
calorie value of a weighed portion estimated* accordingly. The average calorie 
intake of six men considered to be representative of healthy middle-class 
individuals was 2042 calories, equivalent to 68 per cent of their accepted 
standard requirement. The average calorie intake of four women was similarly 
1597 calories, equivalent to 63-8 per cent of their accepted standard requirement. 
Possible reasons for the discrepancy between the standard optimal and the 
actual calorie intake are discussed. It is concluded that the average healthy 
middle-class man and woman neither consumes nor requires a calorie intake 
of 3000 and 2500 calories respectively. 

Athletic and Training Dietetics.—Adolphe Abrahams 10 (London) writes 
on this subject. He refers to the old injunctions and prohibitions which led 
to a monotonous, distasteful, even nauseating, regime, which invited staleness, 
boils, and other minor illnesses, during the training of the past, and not altogether 
absent at the present day. Athletes are young and healthy and need a full 
and well-balanced diet. Experience will show which is the best kind and 
quantity of food just before extreme exertion. Sufficient fluid should be taken 
to make a meal enjoyable ; larger quantities may be taken when the stomach 
is empty ; on rising, between meals, and on retiring. Alcohol is quite unneces¬ 
sary to the athlete, but can be taken in small amounts at lunch or dinner by 
those accustomed to its use. Smoking is best avoided, except again in those 
accustomed to its sensible use, when its mild sedative effect on the nervous 
system may be an advantage. 

References.— 'Lancet, 1934, ii, Dec. 29, 1462 ; 2 Med. Press (mdCiro. 1934, clxxXhr, 
Nov. 21, 403 ; 3 Quart . Jour . Med. 1934, xxvii, July, 293 ; A New Eng. Jour, Med. 1934, 
cexi, July 19, 103; “Med. Record , 1935, exli, April 3, 328 ; 6 Amer. Jour. Med, Sen 
1935, cxc, July, 28; 'Med. Press and Giro. 1935, cxc, Jan. 16, 55 ; 8 A reh. of Internal 
Med. 1935, lv, Feb., 202 ; 9 Med. Press and Girc. 1935, cxc, Jan. 30, 101 ; 10 Practitioner, 
1934, cxxxiii, Dec., 695. 

DIPHTHERIA. (See also Scarlet Fever ; Serum Sickness.) 

J. D. Rolleslon , M.D ., F.R.C.P. 

Epidemiology. —According to J. C. Saunders, 1 the average decennial 
mortality from diphtheria in the Irish Free State has increased from 4*7 per 
106,000 in 1864-70 to 9*4 per 100,000 in 1921-30, whereas during the same 
period it has decreased from 78*8 to 3*0 per 100,000 in Denmark, and from 
11*4 to 2*29 per 10,000 at ages under 15 in England and Wales. There has 
been a steady increase in the diphtheria mortality in Dublin, Cork, and 
Limerick, as compared with a corresponding decrease in Belfast, Birmingham, 
and Ipswich. Saunders attributes the relatively high mortality in the Irish 
Free State to insufficient dosage of antitoxin, delay in its administration, 
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and inadequate arrangements for its distribution to practitioners, and states 
that a rigorous scheme for active immunization would reduce the mortality 
as it has done in New York. 

The twelfth annual report of the Journal of the American Medical Associa¬ 
tion 2 on the diphtheria mortality in the 93 cities of the United States with a 
population of 100,000 or over shows that the diphtheria mortality rate per 
100,000 inhabitants ranged from 1*63 for the Middle Atlantic States to 7-00 
in the East South Central. Of the 15 cities without a single death from 
diphtheria in 1934, 4 were in New England, 4 in the Mountain and Pacific States, 
3 in both the Middle Atlantic and East North Central Groups, and 1 in the West 
North Central Group. (See also Medical Annual, 1934, p. 151.) 

Symptoms and Complications.— M. P. Borovsky, 3 who reports a case of 
diphtheria of the penis in the second week of life, ten days after circumcision, 
states that only 18 cases of penile diphtheria are on record, of which 15 occurred 
in children and 3- in adults. In only half the cases was the diagnosis confirmed 
by cultures, and many recovered without antitoxin, so that the diagnosis of 
diphtheria might be challenged in such cases. Only 4 eases occurred in 
children under 1 year, and Borovsky’s is the youngest on record. 

In a paper on cutaneous diphtheria and congenital syphilis M. H. Cohen 4 
records the case of a girl, aged 11 years, the subject of congenital syphilis, 
whose nose was swollen and reddened and presented a foul mucopurulent 
discharge. The nostrils were filled with exudate, on removal of which the 
septum was found to be completely absent. The cartilages, subcutaneous 
tissues, and overlying skin had been destroyed. The Wassermann reaction 
was four plus. A pure growth of diphtheria bacilli was obtained from the 
skin and the throat. Diphtheria antitoxin and antisyphilitic remedies alleviated 
the acute condition, but a marked cosmetic defect resulted, for which a plastic 
operation would be required. 

0. Calmanus, 6 who records 39 cases in patients aged from 2 months to 19 
years, states that otitis and mastoiditis were formerly held to be rare events 
an diphtheria, but that recent investigations have shown that the presence 
of the diphtheria bacillus in the pus of otitis media is more frequent than used 
to be supposed both in infants and older children. Primary diphtheritic otitis 
does exist, but it is very rare. Calmanas has been unable to fmd any case on 
record of primary diphtheritic mastoiditis. Contrary to the opinion formerly 
held, he maintains that diphtheritic otitis is a mild affection and pursues a slow 
and obstinate course. The only successful treatment consists in small and 
repeated doses of antitoxin every two or three days for a period of three weeks. 

According to M. A. M. Grenet, 0 renal involvement is rare in mild and moderate 
attacks of diphtheria, and when it does occur in these cases is always slight. 
In malignant diphtheria on the other hand nephritis may develop at the onset— 

when it is rarely persistent.in the course of the disease, or exceptionally at a 

late stage. In any case it is exceptional for the nephritis to become chronic. 

A. Hoyne and N, T. Welford 7 state that of 4671 diphtheria patients admitted 
to the Municipal Contagious Diseases Hospital, Chicago, during the period 
1928-32, 496 developed myocarditis , with a fatality rate of 62 per cent. During 
the first six years of life it was 75 per cent, from 6 to 10 years 54 per cent, from 
11 to 15 years 50 per cent, and over 15 years 43 per cent. The fatality rate 
was highest (70 per cent) in cases in which there was nasal involvement, and 
lowest (11 per cent) among those in which the tonsils only were affected ? 
79 per cent of the deaths occurred during the first fortnight, the average day 
disease being the tenth. Abdominal pain and vomiting were very gr^ye 
, prognostic signs. The most important lesion in 126 necropsies was extensive 
myocardial degeneration, i\ 1 1 f 
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In the opening paper at a discussion on the nervous complications of the 
acute fevers J. D. Rolleston 8 dealt as follows with diphtheritic paralysis. His 
own observations based on the study of 2300 cases of diphtheria showed that 
20 per cent developed some form of paralysis. The much lower estimates made 
by others were probably due to mild forms having escaped attention. In his 
experience paralysis and loss of reflexes were commoner in children than in 
adults. The frequency and intensity of diphtheritic paralysis bore a direct 
relation to the character of the initial angina. Paralysis was rare after purely 
nasal, laryngeal, or cutaneous diphtheria and after relapses in which the angina 
was almost always mild. It was only when the faucial lesion had been neglected 
or overlooked, and the case had been ambulatory throughout or the recumbent 
position had not been enforced for a sufficiently long period, that severe paralysis 
might follow mild angina. In the pre-antitoxin era early treatment had no 
power to cut short the disease or prevent or modify paralysis, whereas early 
injection of antitoxin not only jugulated the disease but diminished the fre¬ 
quency and severity of subsequent paralysis. Hemiplegia, which was a rare 
event, differed from all other paralyses in diphtheria in being primarily due 
to a vascular lesion, viz., cerebral embolism from cardiac thrombosis caused 
by mural endocarditis. The prognosis of hemiplegia in diphtheria was good 
as regards survival but unfavourable as regards complete recovery of function. 
The reflexes were lost in a considerable proportion of all cases of diphtheria, 
the knee-jerks more frequently than the ankle-jerks, but in only a small per¬ 
centage during the first week of the disease, and their loss might persist for 
many weeks after clinical recovery. The superficial reflexes, viz., the abdominal 
in both sexes and the cremasteric in males, were lost only in severe eases of 
generalized paralysis, and their loss was usually of short duration. Rolleston 
had found Babinski’s sign present in 19-G per cent of 855 cases of diphtheria. It 
was essentially a phenomenon of the acute stage. It was not associated with 
any special condition of the tendon jerks and was never accompanied by ankle- 
clonus. It was most frequent and persistent in severe attacks, and was probably 
due to transient perturbation of the pyramidal tract caused by the circulating 
toxin. As regards prognosis, complete recovery was the rule in diphtheritic 
paralysis apart from hemiplegia, and death the exception. As he had never 
seen an example of chronic diphtheritic paralysis in the course of thirty-three 
years’ experience, and only 8 were on record, of which the last was in 1906, 
Rolleston was inclined to think that some other cause than diphtheria was 
responsible for the elironicity. The prognosis usually depended on the age of 
the patient, the situation of the paralysis, and the date of its onset. The older 
the patient, the better the prognosis. The onset of cardiac paralysis before the 
end of the second week was of very unfavourable omen, whereas the later 
development of cardiac involvement was much less serious. 

In a paper on palatal paralysis following extra-faucial diphtheria , G. W. 
Ronaldson and W. H. Keileher, 9 who record a case of generalized paralysis 
following wound diphtheria in a man aged 25, state that palatal paralysis 
undoubtedly occurs in extra-faucial diphtheria, although it is less common 
and appears later than in faucial diphtheria. Paresis of accommodation is 
the most frequent and usually the earliest paretic sequel of extra-faucial 
diphtheria. 

In a paper on familial attacks of diphtheria L. Holl 10 states that among 1328 
diphtheria patients admitted to the Children’s Clinic of Cologne University 
two or more were brothers or sisters in 255 cases, while in 1073 cases only one 
child in the family was attacked. In only SO of the 255 cases were the others 
simultaneous or within six days of each other ; in the great majority several 
weeks or months intervened between the two attacks. Several severe attacks 
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in the same family were unusual; but as a rule when one child in the family 
had a severe attack, the disease ran a mild or moderate course in the others. 

J. Lunger’s 11 experience at Graz and Prague agrees with Hoiks at Cologne, 
as is shown by the following figures : Graz and Prague (1917), single cases in 
a family 85 per cent, multiple cases 15 per cent. Prague (1932-4), single cases 
87*2 per cent, multiple cases 12*8 per cent. 

The rarity of return cases in diphtheria, about which little information is 
available, is exemplified by Ganger, 11 who states that Sorensen in 1910 found 
only 82 examples (1-10 per cent) among 7037 diphtheria patients, while Ganger 
himself had only 97 (1*15 per cent) among 7701 patients. 

The occurrence of diphtheria in the inoculated is illustrated by E. A. Under¬ 
wood, 12 who states that 20 cases were notified in a Schick-negative population 
of 2701 persons in Leeds : 10 of the 20 were clinical cases of diphtheria, and 
13 required antitoxin in doses ranging from 8000 to 100,000 units. Only 
1 case was severe, and 5 were moderately severe. The only complication was 
albuminuria. No deaths occurred. In 19 of the 20 cases the organism was of 
the gravis type, which was probably the cause of the breakdown in immunity 
of the cases. Underwood concludes that although natural and artificial 
immunity is more likely to be broken down in a community in which gravis 
infection predominates, the resulting disease is much milder than it would 
otherwise have been. 

Schick Test.—J. Cauchi and E. C. Smith 111 found that of 1454 native 
children under the age of 10 in Lagos, Southern Nigeria, 15 to 20 per cent 
were Schick-positive, and only 2 per cent over 10. Although clinical diphtheria 
is almost unknown in Southern Nigeria, natural immunization by subclinical 
infection appears to be active. 

Prophylaxis. —A. E. Keller and W. S. Loathes 14 describe a method of 
rapid immunization against diphtheria by injection of a single dose of 1 c.c, 
of alum-precipitated diphtheria toxoid, which gave much better results than 
any other method. In one group of Schick-positive children 60 per cent 
became negative in 14 days, 95*0 per cent in 28 days, and 100 per cent in 42 
days after injection. In another group of 53 children 92*4 per cent became 
negative 22 days after one injection, 94*3 per cent in 60 days, and 96*2 per 
cent in 90 days. 

E. A. Underwood 15 tested a batch of alum-precipitated toxoid on 152 Scliiek- 
positive children, of whom 83*6 became Schick-negative within four weeks. 
The reactions, which he classifies under the three groups of general, local 
erythema, and local induration, were very inild as a rule, and in only two cases 
were very severe. 

On the other hand, 1). G. Lai, 1(1 who inoculated 489 children, mostly of 
school age, with a single injection of alum toxoid, did not have such good results. 
The majority of his cases showed some local reaction such as pain, swelling, 
induration, and abscess, and 6 per cent a general reaction consisting in fever, 
headache, and malaise. Within three months of the inoculations Schick 
tests were again performed on 359 cases, and only 134 (62*6 per cent) were 
found to be immune. Lai concludes that a single dose of alum toxoid does 
not give enough protection to all susceptible persons against diphtheria. 

H. J. Parish and ,T. Wright 17 state that with the spread of severe diphtheria 
in many areas in England, isolated cases and small outbreaks have been 
reported in Schick-negative reactions. The infective strains have usually been 
C. diphtherice gravis , less frequently the intermediate type. The attacks have 
usually been mild, although moderate and a few severe ones have been reported. 
The amount of antitoxin in a Schick-negative reaction may be as little as tfe 
" unit of antitoxin per c.c. of serum. If such a person contracts- the 
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It will almost always be mild, but when a fairly high general level is maintained 
either by latent immunization or by repeated prophylactic injections, clinical 
infection with diphtheria is negligible. The writers suggest that an immunizing 
course of F.T., T.A.M., or T.A.T. should consist of at least three injections and 
not two only as is sometimes recommended. 

(See also Typhoid Fever.) 

Treatment. —M. Mitman and N. I). Begg 18 record 8 cases of severe diphtheria 
complicated by diaphragmatic paralysis which were treated by the Drinker 
respiratory apparatus , the function of which is to replace or augment the failing 
respiratory mechanism : 5 recovered and 3 died, but 2 of the latter had com¬ 
mencing "bronchopneumonia before entering the respirator. Among the 
recoveries the shortest period of retention in the respirator was 4 days and the 
longest 15 days. 

In the treatment of myocarditis A. Hoyne and N. T. Welford 7 found that 
adrenalin and caffeine were of no value as permanent circulatory stimulants, 
whereas parenteral injections of glucose solution seemed to be life-saving in 
severe cases. 

References. — 1 Irish Jour. Med. Sci. 1934, 6 s. 520; 2 J our. Amer. Med. Assoc. 
1935, civ, 2182 ; s Ibid. 1399 ; 4 Arch. Dermatol, and Syph. 1934, xxx, 207 ; 5 These de 
Paris, 1934, No. 325 ; *Ibid. No. 488 ; tJour. ofPediat. 1934, v, 642 ; 8 Proc. Roy. Soc. 
Med. 1933-4, xxvii, 1421 ; 9 Brit. Med. Jour. 1935, i, 1019; 10 Mo rials. f. Kindcrheilk. 
1934, lx, 264; n Med. Klin . 1935, xxxi, 382 ; 12 Lancet , 1935, i, 364 ; is Ibid. 1934, ii, 
1393 ; 14 Jour. Amer. Med. Assoc. 1934, ciii, 478 ; 16 Lancet , 1935, i, 364 ; 16 Chinese 
Med. Jour. 1935, xlix, 340; 17 Lancet, 1935, i, GOO; 1& Ibid. 1438. 

DISSEMINATED SCLEROSIS. Macdonald Critchley, M.D., F.R.C.P. 

Treatment with Quinine,—-Although arsenic remains to-day the most 
widely favoured drug in the treatment of disseminated sclerosis, not even the 
most sanguine observer can view the results obtained with anything approaching 
complacency. Any contribution to the treatment of this chronic and disabling 
affection is therefore welcome. For some years past the American neurologist 
R. M. Brickner 1 - 3 has been treating cases of this disorder with preparations 
of quinine. This drug was suggested by Marburg’s belief that disseminated 
sclerosis might be the effect of a circulating lipolytic agent, destroying in places 
the myelin sheaths within the central nervous system. The inhibitory effect 
of quinine upon some of the lipases of the blood suggested that the drug might 
be of service in cases of disseminated sclerosis. 

The principle is to administer by mouth as much quinine hydrochloride 
as possible without the production of cinchonism. This complication would 
probably prove harmful to the patient’s neurological condition. Quinine 
medication needs to be maintained, theoretically, over an indefinite period, 
although Brickner permits those patients who are relatively free from symptoms 
to omit the drug over periods of weeks or months. 

In a five-year survey of cases treated with quinine, Brickner has collected 
49 patients. These have been observed over periods varying from 6 months 
up to, in one case, 5 years. Brickner concludes that quinine therapy has been 
helpful : 8 patients have shown significant symptomatic regression. Of these 
however, 2 have since died. Seven patients showed isolated regression of a 
single symptom, of whom 1 has since died. In 25 patients the condition is in 
a state of remission or there is definite improvement, and in 10 patients the 
condition is arrested. In 10 patients, it must be stated, fresh symptoms 
actually developed during the course of the quinine treatment. 

Certain comments upon these results seem to be called for. In the first 
ph^/'the series of 49 cases is too small, particularly when one is dealing with 
such a common neurological affection as disseminated sclerosis. Secondly, 
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as the author himself admits, there is no control series whatever. It is, perhaps, 
noteworthy, that the best results were traced in patients with short histories, 
who were afflicted with their first attack of neurological symptoms and whose 
symptoms were not far advanced. Such cases are precisely those in which 
spontaneous and striking remissions are to be expected. 

Quinine therapy has been tested in this country by many neurologists over 
the course of the last five years. In the reviewer’s experience no measure of 
improvement has resulted to suggest that it ean equal arsenic in general efficacy. 

References.-- 1 #. Y. State Jour. Med. 1931, xxxi, 885; "Arch, of Neurol, and 
Psychiat. 1932, xxviii, 125 ; Mhid. 1935, xxxiii, 1235. 

DRUG ADDICTION. (See Alcohol and Drug Addiction.) 

DUODENAL ULCER. (See Gastric and Duodenal Ulcer.) 

DYSENTERY, AMCEBIC. (See Amotcbiasis.) 

DYSENTERY, BACILLARY. Sir Leonard Rogers, M.D., F.R.C.P., F.R.S. 

Etiology. —A bacteriological study of dysentery among the troops at 
Quetta is reported on by D. T. M. Large, 1 who found a spring increase in the 
incidence due to Sonne bacillus in May and June, with a special incidence on 
children, and a second rise in August and September due to infections by the 
Shiga and Flexner bacilli, although the cause of this seasonal variation was 
not determined. In July there was a marked lull. The rises were preceded 
by an excess of irritant particles of silica washed into the water-supply by 
rain and by frequent dust storms. The relationship noted elsewhere between 
humidity and flies and dysentery also exists in Quetta, and although flies arc 
numerous in this station, it is thought they may be responsible for the spread 
of the disease from missed eases. The bacteriological variations noted may 
be of importance in relation to the type of prophylactic vaccine indicated at 
different seasons. 

Treatment. —In a long paper on bacteriophage treatment of bacillary dysen¬ 
tery F. II. McCay 2 deals once more with his former experience in Calcutta 
already noted in the Medical Annual of 1934 (p. 160), and in a review of 
other trials he concludes that it has not proved very successful except in the 
hands of its originator dTIerelle. 

References. } Jour, R.A.M.C., 1934, lxiii, Sept., 157; Z S. African Med. Jour. 
1934, viii, Oot. 18, 721. 

EAR, AFFECTIONS OF. (See also Deafness.) 

F. W. Watkyn-Thomas, F.R.C.S. 

Recent Scientific Work on the Ear. 

Function of the Tympanic Muscles. - The method of experiment devised 
by Wever and Bray (see Medical Annual, 1933, p. 148) is being widely 
applied, and has already justified the hopes that were expressed when it was 
first described. Working on these lines, C, S. Hall pike 1 has investigated the 
function of the tympanic muscles. It is generally admitted that the intra- 
tympanic muscles (stapedius and tensor tympani) are reflexly stimulated by 
sound waves, but there has been considerable disagreement as to the 4 functional 
significance ’ of this reflex. Some think that it is essentially a protective 
mechanism which guards the cochlear nerve-endings against too violent 
stimulation; others regard the muscles as a mechanism, for increasing the 
sensitivity of the inner ear, as in listening. Hallpike’s results may be summar¬ 
ized briefly thus ; (1) Reflex contractions of the tympanic muscles occur in 
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response to sounds of fairly high intensity. This suggests that the response 
is more likely to be called out for protection than for increasing sensitivity to 
sounds that are already 4 penetrating (2) These muscular contractions 
actually do cause a decrease in the amplitude of the response of the cochlea 
caused' by sounds. This may be taken as a proof that the contractions exert 
a damping effect on sound vibrations, and it is legitimate to assume that this 
damping effect is protective. (3) Some evidence suggests that the ear can 
manufacture overtones. 

[Hallpikc’s work on this subject is not yet complete, but up to the present 
he has established his ease, and, unless further work shows some fallacy, those 
of us who believe that the intratympanic muscles 1 tune-up ’ the cochlea will 
have to abandon this attractive hypothesis.—F. W. W.-T.] 

Auditory Fatigue.—This is a subject of the utmost practical importance 
in the treatment of deafness ; there are many people who hear quite well in 
the morning, but find themselves deaf after a tiring day, and there are deaf 
patients who can hear fairly well with some kind of electrical aid but find that 
it tires their ears too much to be of real use. Our ignorance of the precise 
causation of auditory fatigue is a great handicap in our attempts to help these 
patients, but recent work by W. Hughson and E. G. Witting 2 gives some 
assistance. They point out that the mechanism of the middle ear comprises 
two groups : (1) The tympanic membrane and the ossicles, which conduct 
sound waves to the inner ear and can enhance sounds of low intensity ; (2) The 
intratympanic muscles, which form the protective mechanism for the inner ear. 
Apart from this, no evidence was obtained which would indicate a specific 
function for any one structure. A point of great importance is that fatigue is 
not specific as far as response to individual frequencies are concerned—that 
is to say, that if the ear is submitted to one tone until it is fatigued, it is thereby 
fatigued for all tones. The authors found that the tones between 250 and 
2000 double vibrations per second seemed to cause more profound fatigue than 
those above or below this range. 

In these experiments the Wever-Bray technique was used, in another 
research, using the same method, W. Hughson, S. J. Crowe, and H. A. Howe 3 
showed that the element of fatigue is a property of the nerve, not of the cochlea ; 
and, further, that if there is any pathological condition of the middle ear which 
interferes with the transmission of sound to the end organ, fatigue cannot be 
shown in the response picked up in the nerve. 

Mechanical Damage to the Cochlea.—P. II. G. van Gilse, 4 also using the 
Wever-Brav method, examined the effects of mechanical damage to the 
cochlea. He punctured the cochlea with a dental drill, allowed time for 
degeneration to take place, and then tested the Wever-Bray response. He 
found that if any part of the spiral ganglion survived, its filaments could 
transmit vibrations to some extent, although feebly and capriciously. This 
finding is comparable with the results sometimes found in patients who have 
sustained fractures of the petrous bone. 

Injuries to the Ear. 

Sound Injury to the Ear.—W. Undritz and R. Sassossow 5 have studied 
sound injury to the ear by a new method. In previous experiments whistles 
and detonations have been largely used ; neither give pure tones, and detona¬ 
tions may cause gross mechanical injury. These authors use a vibrating 
quartz plate, by which they can produce short-wave tones of high intensity 
within and above the hearing range. {The tones above the hearing range are 
described as 6 supra-sonics ’.) They found that high tones within or above 
the hearing range can produce haemorrhage into the labyrinth, displacement 
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and change# of form in the cells of the organ of Corti, and detachment of the 
otolith membrane of the saccule. [The injury to the saccule is interesting as 
supporting the view of ilalipike (see Medical Annual, 1035 , p. 113 ) that the 
saccule is concerned with sound vibrations rather than with equilibrium.— 

F. W. W.-T.] 

Concussion of the Labyrinth.—O. Voss 0 asks whether there is such a lesion 
as concussion of the labyrinth. Many authors, especially Ulrich and Nager, 
deny the possibility of such an injury, without fractures of the petrous or 
tearing of the auditory nerve. They believe that with improvement in X-ray 
diagnosis this will be proved to be true, except in eases of definite traumatic 
neurosis without any organic basis. Voss .believes that labyrinth concussion 
is a real thing, and has been able to demonstrate it histologically in one case. 
The possible factors in causing the injury are: (1) Sudden pressure disturbances 
in the labyrinthine fluids, (a) via the oval window, (b) by momentary com¬ 
pression of the saecus endolymphatieus in the posterior fossa. (2) Circulatory 
disturbances from injury to the vasomotor centres. (3) Haemorrhage into the 
labyrinth with secondary degeneration of the nerve-elements. (4) Microscopic 
fissures in the labyrinth capsule. 

SupiujiiATivE Conditions of tiik Middle Ear. 

The Association of Accessory Sinns Disease and Middle-ear Infection. 

—M. M. Cullorn 7 deals with a series of over one hundred cases of mastoiditis 
operated on by him in his private practice during a period of fourteen years. 
From a careful follow-up of his eases lie believes that 85 per cent had a 4 demon¬ 
strable sinus infection % and that in nearly all cases the affected nasal sinus 
was on the same side as the mastoiditis. He supports his contention by quota¬ 
tions from other writers, K. H. Campbell (1932), D. G. Hoople (1933), and 
D. S. Childs (1933). Their cases were principally children, and Cullom’s adults, 
but there is a close correspondence in the figures. In the discussion which 
followed, Lyman Richards admitted that the figures showed a frequent coinci¬ 
dence between nasal sinus disease and middle-ear infection, but he pointed 
out that any epidemic disease involving the upper respiratory tract would 
probably show a high percentage of cases of sinusitis, at any rate if we relied 
on the evidence of X rays. The important question was whether such involve¬ 
ment was of sufficient clinical significance to require specific treatment. This 
decision could not be based on the X-ray examination alone, and until full 
examination of the sinus content# had been made the diagnosis of accessory 
sinus suppuration in these cases was only an assumption. Non-infective 
allergic swelling of the sinus mucosa wall was well known to give X-ray evidence 
of varying degrees of opacity which it was all too easy to ascribe to infection. 

G. K. Shambmigh said that if otitis media followed the nasal sinus infection, 
the sinusitis could fairly be blamed, but in many eases the two conditions began 
simultaneously. Purulent sinusitis was a common cause of deafness in 
children, but in severely deafened adults lie found very few eases of suppurative 
sinusitis. 

[It is not clear what evidence Cullom accepts as proof of sinus infection. 
In most cases it seems that skiagrams showed the antrum as the suspected 
sinus, but we are not told whether the suspicion was confirmed by puncture. 
We know that in many eases of acute coryza the antrum is temporarily infected, 
to the extent at any rate of containing fluid, and becomes normal again in a 
few days as soon as the surrounding congestion allows the cilia to do their 
duty. In some cases, undoubtedly, mastoiditis is associated with true antral 
suppuration, but subject to further evidence these cases may be regarded as 
exceptional.—F. W. W.-T.] 
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Mucosus Otitis.—P. Olmacker 8 believes that there is an increased incidence 
of mucosus infection. During twelve months at one clinic there were 50 
operations for mastoid abscess, in which there were 17 cases of mucosus 
infection.. During the same period there were 3 cases of nasal sinus infection 
by this organism. The increase cannot be explained by difference in method 
of investigation, as there had been no change in the laboratory technique. In 
the 3 nasal sinus infections 2 were very severe, and 1 patient died. [In view of 
the insidious and dangerous character of mucosus infection (see Medical 
Annual, 1935, p. 117) this real and unexplained increase of incidence is of the 
greatest importance.—F. W. W.-T.J 

X-ray Examination In Otitis.—G. Dohlman 9 asks, “ What can radio¬ 
graphy contribute at present in acute and chrome otitis ? ** He believes that 
radiography of the temporal bone is particularly difficult, and requires highly 
skilled methods. During the first week of an acute otitis X-rays are of little 
diagnostic value. Blurring of the cell system is of no great significance either 
as to progress or as an operative indication. But the skiagram does give informa¬ 
tion as to the extent of the cells, e.g., into the petrous or the zygoma or behind 
the lateral sinus. After the third or fourth week it is of more value as an 
indicator for treatment. In mucosus infection it may show cell-destruction dis¬ 
proportionate to the other signs. In chronic supppurations the cells are usually 
poorly developed, but X-rays may show a large cholesteatoma, and will thus 
give useful information as to whether conservative treatment is worth trying. 
X-rays do not help much in the diagnosis of intracranial complications. 

Surgery of the Petrous Apex.—M. C. Myerson, H. W. Rubin, and J. G. 
Gilbert 10 * 11 have worked out a new method of reaching the petrous apex. 
Their anatomical studies of 200 petrous bones showed pneumatization of the 
apex in 11 per cent as compared with 38 per cent of pneumatized mastoids. 
In 36 children’s bones up to 7|- years old, no pneumatic tip was found; the 
youngest specimen with a pneumatic tip was 15 years old. In only 2 specimens, 
both from the same skull, was there a track of peritubal cells leading to the 
apex. The best developed and most frequently found cell tracks to the apex 
were those in the angle between the facial nerve and the superior semicircular 
canal, and those arising behind and below the cochlea. In all but two specimens 
they found on the antero-superior border of the pyramid four landmarks : 
(1) An elevation for the superior semicircular canal ; (2) A depression between 
this and the external lip of the internal auditory meatus ; (3) The upper lip 
of the internal auditory meatus; (4) A depression marking the petrous apex. 
The first depression corresponds posteriorly with the sub-arcuate fossa and 
anteriorly with the origin of the great superficial petrosal nerve. The foramen 
spinosum and the middle meningeal artery are parallel with the inner lip of the 
internal auditory meatus, and the third division of the fifth nerve is two 
millimetres internal to this. On these anatomical data they base their 
operation. In general principles it resembles Eagleton’s operation for 4 un¬ 
locking the petrous ’ (see Medical Annual, 1935, p. 118), but the dura is 
stripped until the third division of the fifth nerve is seen and the bone of the 
apex is then broken into by a gouge, with a cutting edge at an angle of 135° 
from the shaft, placed external to the second depression well on the posterior 
superior border to avoid the carotid canal. 

[We must remember that the majority of cases of petrositis clear up satis¬ 
factorily after an adequate mastoid operation. If anything further has to be 
done, this operation has the advantages of simplicity and a sound anatomical 
baste. In view of the rarity of any track from the peritubal cells to the apex 
it scorns preferable to the operation of Alinour and Kopetsky, which also 
necessitates a radical operation.—F. W. W.-T.j 
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Intracranial Complications op Eaii Disease, 

Diagnosis and Treatment ©£ Abscess of the Brain.—In a discussion 
on this subject, H. Calms and C. Donald 12 held that, although in many eases 
the chances of a successful result were poor from the start, there were other 
cases in which the fault lay not in the inability of the tissues to localize the 
infection, but in the failure of the surgeon to find and drain the abscess. Cases 
in which the pus yields an abundant and virulent growth of organisms, and 
cases in which there is a heavily infective pansinusitis, fall into the first group ; 
the second group comprises the eases in which there has been an error in treat¬ 
ment or in diagnosis. 

Errors in Treatment. —These may be in the choice of time for operating, 
in the land of operation chosen, in finding the abscess, in drainage, and in 
after-treatment. 

1. Time of Operation. —A chronic abscess has a thick wall composed of 
(a) pyogenic membrane, (b) chronic inflammatory cells, ( c ) a zone of fibrous 
tissue, (d) an outermost zone of gliosis. An acute abscess has no such walls, 
and the exploring needle meets no resistance on entering. The acute abscess 
is an acute purulent encephalitis, and it is impossible to drain it. It is therefore 
probably better not to disturb an abscess until it is localized. 

2. Suitable Type of Operation. —In chronic abscesses of long standing which 
cause few symptoms, or leak through a sinus, the wall is usually 0*5 cm. or 
more in thickness. Such abscesses are often loculated or multiple. The only 
adequate treatment is to excise the abscess as if it were a tumour ; such an 
abscess cannot be satisfactorily drained and the wall is too dense to be absorbed. 

3. Finding the Abscess. —This should be done with a graduated brain exploring 
needle through a hole drilled in the cranium. Sinus forceps and sharp-pointed 
weapons should be avoided. 

4. Drainage. —This may be either by the ‘ closed ’ or the ‘ open ’ method : 
(a) The closed method : the depth of the abscess is marked on the brain needle 
and a size 10 Jacques catheter is pushed into the brain and left in situ, (b) The 
open method : this may be done through an opening of 3 to 4 cm. in diameter, 
or by an osteoplastic flap. The closed method is better for deep abscesses ,* 
the open is satisfactory for the superficial abscess. 

5. After-treatment. —Dressings should be as few as possible and the tube 
should not be disturbed. Post-operative oedema is a common and little under¬ 
stood complication. One thing only about it is clear : it should not be treated 
by further surgical intervention. 

Errors in Diagnosis.-—T hese are best avoided by the rigorous examination 
of every patient who has a severe headache after mastoid operation ; the early 
examination of the visual fields ; lumbar puncture, with the greatest care 
that not more than 1 c.c. of fluid be withdrawn ; if necessary, diagnostic 
exploration, Sydney Scott agreed that premature exploration is unwise. It 
is important to remember the transitory nature of many signs, especially in 
cerebellar abscess. In exposure of the dura it is not necessary to do a radical 
mastoid operation as a routine ; an extended Schwartze operation is often 
adequate. He also urged the importance of doing as little as possible after 
the abscess had been found and drained. F. C. Ormerod believed that in most 
cases of otogenic cerebral abscess the track from the mastoid is closed before 
the abscess gives rise to symptoms, and advocated exposure and drainage 
through the wall by a wide decompression, a method which avoids the concus¬ 
sion of the mallet and gouge on dense bone, and gives easier and more direct 
drainage. Sir Charles Ballance pointed out that where brain abscess is 
secondary to bone disease we have a continuous disease-process ; in nearly 
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all cases we should be able to follow the infection along its track. E. M. Atkinson 
believed that it is a mistake to wait for localizing signs before exploring, 
because sueli signs are largely dependent on surrounding oedema and are often 
transient. 

[This discussion may be taken as a fair and full statement of present 
knowledge and opinions. There is general agreement that our surgery should 
be adequate and gentle ; that when we have done our operation we should 
refrain from meddling ; that signs are transient. The points of disagreement 
are-whether it is better to operate early or late, and whether it is better to 
follow up the infection or attack through a fresh area. On the whole the 
consensus of opinion seems to be in favour of delayed operation through the 
area of infection.—F. W. W.-T.] 

{See also Brain, Abscess of.) 

Meningitis Secondary to Ear and Sinus Infections.—L. S. Kubie 13 advo¬ 
cates forced drainage as a method of treatment. Ten years ago Weed showed 
that the secretion of cerebrospinal fluid wrns affected by changes in the osmotic 
tension of the blood. On this observation Kubie has based his method of 
treatment. The principles may be stated as follows :— 

3. Normally nearly ail the fluid is formed by the choroid plexus ; some is 
formed by the cerebral capillaries, but is quickly re-absorbed and does not 
reach the subarachnoid space. 

2. When pressure is reduced by drainage re-absorption is reduced, and the 
fluid from the capillaries passes by the perivascular track to the subarachnoid 
space. 

3. The rate of formation can be enormously increased by lowering the 
osmotic tension of the blood and simultaneously draining the subarachnoid 
space; this does not increase the intracranial pressure or cause cerebral 
oedema. 

4. In inflammatory conditions the products of inflammation are carried along 
with the fluid. 

5. It is probable, but not proved, that forced drainage carries immune 
bodies into the cerebrospinal fluid through the normal barrier. 

6. The best method of reducing the osmotic tension of the blood is by intra¬ 
venous injections of hypotonic saline, with sufficient salt to prevent haemolysis. 

k Forced drainage 5 differs from simple drainage in that it is really an irriga¬ 
tion ; thus the meninges do not collapse on the central axis, which obstructs 
the escape of cerebrospinal fluid, the subarachnoid space is kept full, and the 
perivascular drainage is increased. 

The method is not suitable for cases of abscess, or for patients with 
pulmonary, cardiac, or renal disease. [Kubie regards bacteriaemia as u 
contra-indication, but considering the free passage of cerebrospinal fluid into 
the circulation we may regard all cases of septic meningitis as potential 
cases of bacteriaemia, so this objection is hardly valid.—F. W. W.-T.] The 
method suggested is to drain off the cerebrospinal fluid by lumbar puncture 
and give intravenously 2 to 3 litres of 0*45 hypotonic saline in the course of 
one to three hours. Drainage can be repeated daily, or even continued 
steadily for a whole day. 

Kubie does not lay down any rale as to whether forced drainage should be 
done before or after dealing with the primary focus. In labyrinthitis he believes 
that forced drainage should be done first, and if the meningitis improves, the 
labyrinth operation should be done. [The method seems most promising and 
valuable, but this final contention is unsound. The rule of surgery that in 
suppurating conditions we should first attack the first focus holds good for 
the labyrinth. Moreover, the simple addition of a translabyrinthine drainage 
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supplies an admirable exit for the cerebrospinal fluid, and an exit along the 
route of infection, not a long way off through the lumbar theca.—F. W. W.-1Y] 

Re no REN oes .— l Proc. Hoy. tioc. Med. 1934, Nov. 2 ; 2 Acta Otolaryngol. 1934, xxi, 
457 ; 'Mbid. xx, 9 ; Mbid. 33 ; Ubid. xxi, 487 ; "Arch. f. Ohren. 1934, cxxxviii, 264 ; 
■''Jour. Amer. Med. A,woe. 1934, ciii, 1695; "Zeits. j.Laryngol. 1934, xxv, 252 ; »Acta 
Otolaryngol. 1934, xx, 471 ; Ui Areh. of Otolaryngol. 1934, xix, 699 ; u Ibid. xx. 520 ; 
vl Jour. of Laryngol. 1935, 1, 73 ; l9 Ann. of Qtol. Rhinal, and Laryngol. 1934, xliii, 692. 

ECZEMA. a. M. II. Gray , M.l)., P.R.C.P ., P.R.C.S. 

J. H. Percival 1 * has made some interesting observations on a “ group of 
eczematous eruptions ” which are known under a variety of names : 'eczema- 
tide’ (Darier), ‘eczema seborrhoeicum ’ (Unna), and 4 parakeratosis psoriasi- 
formis ’ (Brocq). The eruption consists of symmetrically distributed dry scaly 
lesions, varying in size from 2 to 3 cm. in diameter, situated chiefly on the 
trunk and arms, and having the characteristic histology of eczema. They often 
have a psoriasiform appearance, Percival’s observations tend to show that 
these lesions are of an allergic nature due to a variety of antigens. He divides 
16 eases observed by him into three groups. In the first group 6 cases are 
reported which are apparently due to chemical irritants. In 2 cases picric 
acid, in 3 perchloride of mercury, and in 1 iodoform, had been used for various 
purposes. All the eases bad positive patch tests to weak solutions of the 
substance concerned, but intradermic and scratch tests were negative. In one 
picric acid case and one perchloride of mercury case small doses administered 
orally produced a recurrence of the eruption. In the second group of 4 cases, 
septic wounds which were treated with various antiseptics preceded the erup¬ 
tion. In none of these cases did the antiseptics concerned produce any skin 
reaction, whether to patch, intradermic, or scratch tests. In the third group 
6 cases of moist intertriginous dermatitis are included, the retro-auricular 
regions and groins being affected. Secondary urticarial lesions developed, 
which subsequently transformed themselves into patches as described above. 
In none of these eases was sensitiveness to medicaments used demonstrated. 

Reference. — l Brit , Jour. Dermatol, and Syph. 1935, xlvii, March, 109. 

ELECTRO CARDIOGRAPHY. (See also Coronary Artery Disease.) 

' A. G. Gibson , M.1X, P.R.C.P. 

R. H. Eayley, 1 in studying the frequency of the different forms of bundle 
branch block by means of precordial leads, finds that in the majority of electro¬ 
cardiograms there is a sudden and pronounced upward excursion during some 
period of the QRS interval. This chief upstroke represents a sudden large 
negative variation in the potential of the exploring electrode and points to 
the arrival at the epicardiai surface of the excitation process in the subjacent 
portions of the ventricular wall. This upstroke is early when the exploring 
electrode is placed over the contralateral ventricle and late when it is placed 
over the homolateral ventricle. Using this method as a means of determining 
the frequency of the different types the author finds that 64 per cent are left 
and 46 per cent right bundle branch block in arteriosclerotic heart disease. A 
similar proportion is true of hypertensive heart disease and of syphilitic heart 
disease, while rheumatic heart disease is more commonly right bundle branch 
block. 

C. C. Wolferth and A, Margolies 2 find that by taking careful graphic records 
of the apex of the heart in the common type of bundle branch block in some 
patients a bifid systolic impulse can be recorded. It also can be recorded apart 
from the .electrocardiographic evidence; of bundle branch bfock.■ ^lieir 
inference from a study of the tracings is that the ejection of blood froth; the 
left ventricle is delayed in the common type of this abnormality, 
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delay in the contraction of the right ventricle. This coincides with the modern 
interpretation that the commoner type of bundle branch block is the result 
of a left-sided lesion. 

H. T. von Geesten and M. Dolganos 3 describe an atypical bundle branch 
block with a favourable prognosis, mentioning five cases. One of these patients 
is alive at the end of eleven and a half years at the age of 72. In four cases 
which have been traced there are no cardiac symptoms. The electrocardiogram 
cannot be identified with either of the two main types but has in Lead I a 
moderate R wave with a prolonged notched S wave of smaller amplitude than 
the R wave. 

Those changes which are to be found in the electrocardiogram in the RT 
period commonly associated in a high percentage of cases with coronary 
occlusion, and known as the coronary T wave, are also to be found in electro¬ 
cardiograms from cases of pericarditis, and in so far as pericarditis is often 
to be detected in coronary thrombosis the distinction is of importance. This 
subject is referred to by A. A. F. Peel, 4 and by E. H. Schwab, and G. Herrmann. 6 
The former of these authors reports 6 eases and ascribes the changes to myo¬ 
carditis rather than to pericardial effusion, though he points out that in 
experimental work changes occur by raising the intrapericardial pressure. 
His cases included mitral stenosis with acute serofibrinous pericarditis, lobar 
pneumonia with pneumococcus pericarditis, rheumatic endocarditis with 
pericarditis (2 cases), and relapsing pericarditis with effusion. Schwab and 
Herrmann record seven cases. The distinction appears to lie in the fact that 
these cases are primarily cases of pericarditis or some ailment in which peri¬ 
carditis is a complication. They also tend to be seen in younger patients 
rather than older. 

Occasionally inversion of the T wave in Leads I or II is seen in those who 
show no clear evidence of cardiac disease. This inversion has been associated 
with serious myocardiac affection. Graybiel and White 6 describe this 
abnormality in what they term 4 neuro-circulatorv asthenia*. The group 
was comprised of 7 patients, 3 men and 4 women, with an average age of 
24J years. There was no ascertainable organic disease of the heart. The 
subjective symptoms of palpitation, fatigue, dyspnoea, and an ache over the 
heart were similar in all patients, and induced by abnormally small effort. 
There was also nervousness, dizziness, faintness, and excessive sweating. 
The heart-rate was rapid, on the average 112. Systolic murmurs were heard 
in 3 only. It would appear to correspond to that described in the War as 
effort syndrome. * 

In the QRS complex an appearance is sometimes shown of a capital M or W. 
J. Edeiken and C. C. Ivreferth 7 state that this occurs in those cases showing 
other abnormalities of prognostic significance such as inverted T waves, 
bundle branch block, and complete heart-block. They also appear in records 
in which the abnormalities are slight. In 1077 electrocardiograms from 
normal persons it has not been observed, and in 116 patients with the anginal 
syndrome it was found 5 times. In some of these it was persistent, in others 
transient. It is suggested that it implies an intraventricular abnormality 
of conduction as the result of myocardial disease. In 3 cases in which a 
post-mortem examination was made the myocardial damage was extensive. 

A. W. Wallace 8 finds that a large Q wave in the third lead is significant of 
abnormality. In a total of 108 cases 50 per cent were present in cases of angina 
pectoris, 13 per cent in hypertension, and 20 per cent in arteriosclerotic heart 
disease not included in these two categories. In other forms of cardiac disease 
it was rarely found. It is very seldom seen in normal individuals, and Pardee 
is quoted as having found it twice in 277 normal cases, and Edeiken and 
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Wolferth once in 820 records. On the other hand, it lias been found commonly 
in the electrocardiograms of infants below one year. Conditions which elevate 
the diaphragm and rotate the heart to the left may at times result in such a 
wave. For this reason it is supposed this wave is found in pregnancy ; it 
disappears after parturition. 

S. M. Katz and S. R. Slater 9 found in 4 per cent of a series of 8000 electro¬ 
cardiograms a second positive S wave in Lead HI. Analysis shows that in at 
least 80 per cent there was clinical evidence of cardiac disease. The average 
age of the patients in which it was found was 41-9 years. 

Rei-'Etibnces.— Aimer. Jour. Med. Sci . 1934, clxxxviii, 236 ; Aimer. Heart Jour. 
1935, x, 425, Abstr. in Jour . Anier. Med. Assoc. 1935, civ, 2295 ; Aimer. Jour. Med. Sci. 

1934, clxxxviii, 231 ; *Glasgow Med. Jour. 1934, cxxii, 419 ; 5 Arch, of Internal Med. 

1935, lv, 917 ; 6 Absbr. in Jour. Amer. Med. Assoc. 1935, civ, 1666 ; 7 Amer. Jour. Med. 
Sci. 1934, clxxxviii, 842 ; Mbid. 498 ; *Arch. of Internal Med. 1935, lv, 86. 

EMBOLISM. (See Blood-vessels, Surgery of ; Fat Embolism ; Pulmon¬ 
ary Embolism.) 

EMPYEMA. A. Tudor Edwards, M.ChF.R.C.S. 

Recurrent Empyema..The problem of the recurrent empyema is a much 

more important one than is commonly recognized. Recurrence may occur 
at any time from a few weeks to many years after the closure of the original 
empyema wound. 

R. If. Meade 1 points out that the symptoms may be variable, but are usually 
vague and often ascribed to an acute cold. When cough is present tuberculosis 
or other chronic pulmonary condition is often suspected. Pains in the same 
side as the chronic empyema suggest pleurisy. Of 14 cases, 12 had signs of 
inflammation localized to the site of the original empyema drainage scar when 
admitted to hospital; 10 had evidence of empyema necessitatis ; in only 2 was 
there a definite bronchial fistula. 

When considering the treatment of this condition early recognition is of 
considerable importance, although X-ray examination may fail to give positive 
information. The most valuable measure is aspiration in the neighbourhood 
or through the scar. After the acute stage has been dealt with by drainage, 
more extensive operations are generally required to obliterate the larger 
cavities, and unless they are adequately performed, further recurrences are 
likely to eventuate. 

The majority, if not all, of these cases of recurrent empyema are the result 
of incomplete healing of the primary cavity, and they can be largely prevented 
if acute empyemas are not considered to be completely healed until the two 
pleural layers are in apposition throughout. 

Tuberculous Empyema.— L. Eloesser 2 introduces a method of producing 
a valvular opening into the chest in cases of tuberculous empyema requiring 
drainage, lie advises its use in cases in which there is consistently high 
swinging temperature with symptoms of toxicity, which are usually, but not 
invariably, secondarily infected. In Eloesser’s experience, syringe aspiration 
and irrigation of the pyothorax cavity with antiseptics rarely leads to cure, 
although temporary alleviation is not uncommon. Likewise, the inlying 
drainage tube often tends to keep up fever and sepsis. The operation he 
recommends has been devised to obviate the use of a drainage tube, and to 
encourage expansion of the. collapsed lung, for which reason it is not applicable 
to those empyemas in which the lung is so badly affected that expansion to 
any degree seems inadvisable. For the purpose it is essential to have records 
of skiagrams taken previously to the development of the empyema. 
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The technique of the operation consists in the reflection of a U-shaped 
flap of skim and subcutaneous tissue halfway between the posterior axillary 
line and the line of the inferior scapular angle. The base .is about 2 in. wide 
and lies about one rib higlxer than the bottom of the empyema cavity. It is 
about 21 in. long, the length of two rib-breadths and their intercostal spaces, long 
enough to reach into the pleural cavity without the least tension, and longer, 
therefore, in fat patients than in thin ones. The rib underlying the base of the 
flap is resected in extent equalling the width of the flap. The pleura is opened 
after injection of the intercostal nerve with alcohol, and the flap turned in and 
sutured to the parietal pleura. The edges of the skin defect are approximated 
with a few silkworm-gut sutures. This operation apparently results in a valve 
action ; each cough or rise of intrapulmonary pressure expels a little air from 
the pleura and causes a gradually increasing negative pressure in the empyema 
cavity, as it is more difficult for air to enter than to escape. This valve 
remains open until the lung reaches the chest wall, after which it closes 
spontaneously. 

J. Rosenblatt 3 reports the clinical course and end-results in 21 eases of tuber¬ 
culous empyema treated by conservative measures. In 19 of these the patient 
was under treatment by artificial pneumothorax for active pulmonary tuber¬ 
culosis, and in 2 others tubercle bacilli w r ere found in. the sputum at some time 
during treatment. Eleven patients recovered and 10 died. Treatment consisted 
in aspiration followed by air replacement, after which 2 to 3 c.c. of a saturated 
alcoholic solution of methylene blue were left in the pleural cavity. The author 
is of opinion that in some cases the condition of the underlying lung may require 
thoracoplasty. 

R. H. Macdonald 4 classifies tuberculous empyema into two groups : (1) 
Tuberculous empyema ; and (2) Tuberculous empyema with secondary infec¬ 
tion. Mention is made in this paper of IledblonTs classification, which would 
appear preferable, namely : (1) Primary, i.e., without clinical or other evidence 
of associated pulmonary tuberculosis ; and (2) Secondary, where there is a 
clinically recognizable active pulmonary lesion. The decision to apply surgical 
treatment is determined in the main by the condition of the underlying lung. 
Macdonald points out the necessity of differentiation between pyogenic and 
tuberculous empvemata. 

In sanatoria in his State prior to 1925 all cases of tuberculous empyema were 
treated with aspiration, with or without air replacement, by injections of 
antiseptics, and, when secondarily infected, by open drainage. When these 
cases were reviewed, in the severe mixed infection type with bronchial 
fistula, 13 in number, 10 died, 9 of the empyema and 1 from progressive 
pulmonary disease. Where rib resection had been done before or after 
admission, also 13 in number, 12 died and 1 was well after five years of 
treatment. 

The present report includes 6 cases of severe mixed type in which bronchial 
fistula; were present at the time of operation. All these were submitted to 
thoracoplasty, and were discharged from hospital with cavity obliterated and 
bronchial fistula healed. Of 8 patients, with external drainage on admission, 
submitted to thoracoplasty, complete obliteration of the cavity resulted in 6, 
and 2 had small sinuses on discharge. The results of treatment in these 14 
patients as a result of thoracoplastic measures show 10 well and working, 1 
improved, and 1 too recent to classify; 1 is unimproved, and 1 died after 
, opemtion. 

A, ' MbfjebBmoes. — l Ann. of Surg. 1935, ci, Jan., 559 ; -Surg. Gynecol . and Obst. 1935, 
lx, 1096 ; 3 J our. of Thor, Surg . 1934, iii, 422 ; *Surg. Gynecol, and Obst. 1935, lx, Feb., 
216 . " . . , 
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EMPYEMA, ACUTE, IN CHILDREN. John Fraser , C/i.M, FJLC.S.Ed. 

€. R. Stcinke 1 submits a report on 310 eases. In the total series the general 
mortality was 22 0 per cent, while the operative mortality was 15-8. The 
influence of age on mortality is well illustrated, for, while the death-rate in the 
first year was 71 per cent, in the period between 8 and 9 years not a single 
patient died, though 21 patients were included in this group. The importance 
of pneumonia as the introductory infection is shown by the fact that it existed 
In 72 per cent of all eases, and as an additional evidence of this association the 
author draws attention to the fact that the mortality figures for pneumonia 
and empyema are practically identical over a ten-year period. In an analysis 
of the success attending various types of operation the premier place is given 
to rib resection, the associated mortality being 11-9 per cent. An important 
exception must be recognized, however, and it is that in infants less than a 
year old intercostal drainage is the procedure of choice. 

J. V. Bohrer 2 has abandoned the use of the Wolff bottle as a means of secur¬ 
ing expansion of the lung, because he believes that this procedure has no real 
value. He asks the question ; “ What is it that secures ultimate expansion 
of the lung ? ” He believes the true answer to be that expansion occurs as 
the result of cohesion of granulating surfaces between the visceral and parietal 
layers of the pleura—in other words, that the lung is actually dragged outwards 
as the result of attachment of its pleural surface to the chest wall. He insists 
on the importance of avoiding an open pneumothorax in young children, for 
the particular reason that they have but a low vital capacity at the best, so 
that a further reduction may well be the factor which explains the high 
mortality associated with operations on such cases. 

A practical and therefore helpful article is one contributed by R. R. 
Fitzgerald. 3 After pointing out that delay in the operative treatment of these 
cases is dangerous because of the complications which may arise and the 
irreparable damage which the lung may receive, he asks the essential and 
pertinent question : “ When should operation be done ? ” The answer in 

his opinion is “ as soon as the pus is under positive pressure, and signs of 
consolidation of the lung have disappeared The ideals for which he strives 
are u to remove just sufficient of the pus to allow the expanding lung to come 
into contact with and adhere to the chest wall, and to use a closed method 
that will re-expand the lung within a period of live days.” 

The summary of the technique which Fitzgerald employs is as follows. An 
incision 1 in. long is made over the ribs below the space to be drained, the skin 
is then slid upwards and the intercostal structures are separated from the upper 
border of the lower ribs. By this means a valvular opening is secured. An 
exploring needle confirms the presence of pus, the pleura is then incised, and 
the opening immediately plugged with the tip of the linger. Two mushroom 
catheters (Pezzer) are introduced into the empyema cavity, every precaution 
being taken to prevent the entrance of air. Two catheters are used in order 
that subsequent irrigation may be carried out, and to ensure an opening for 
drainage in ease blockage of one of the tubes should occur. The tube ends are 
temporarily closed by screw clamps. Gauze soaked in sterile liquid paraffin 
is packed tightly between the tubes, and the skin margins and packing are 
transfixed by a large needle carrying a silk suture, which is tied between the 
tubes to provide an air-tight closure, and the parts are thereafter dressed with 
gauze kept in place by strips of adhesive plaster. The child is nursed upon 
a Bradford frame (Plate XXIII), a hole having been cut in the canvas to allow 
/fh© exit of the tubes. The tube ends are submerged under the surface of 
a solution of boric acid, and the fluid level is kept at a distance of 10 cm. below’ 
the wound in an attempt to create a normal negative tension in, the chest 
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cavity. A few hours after operation one of the tubes is undamped for increas¬ 
ing intervals of time, and irrigation is begun on the second day. In a total 
of 86 eases treated on these lines the mortality was 11 per cent. 

Within recent years we have come to appreciate what may be termed the 
fundamentals in the operative treatment of empyema, and the significance of 
these is even more evident in children than in adults. The important points 
are : (1) Empyema rarely (if ever) demands immediate operation in the sense 
of securing evacuation of the pleural space by thoracotomy. (2) In practically 
every instance repeated aspiration should be the introductory treatment. By 
this means symptoms are relieved, the effusion is localized, subsequent opera¬ 
tion is rendered safer, and in certain cases may be avoided altogether. (8) 
Thoracotomy should be reserved for cases which are definitely localized in their 
distribution, and the operation should be performed in such a way as to reduce 
to a minimum the occurrence of pneumothorax. 

References.— *Ann. of Surg. 1935, ci, Jan., 617 ; *Ibid. 1934, c, July, 113 ; a Cana4 . 
Med. Assoc. Jour. 1934, Nov., 479. 

ENCEPHALITIS, EPIDEMIC, Macdonald Critchley, M.D., F.R.C.P. 

Prognosis.— A valuable paper by Sir Arthur J. Hall 1 upon this subject 
deserves careful study. His unusually large experience of the disorder, together 
with the excellence of his follow-up system, makes his conclusions particularly 
valuable. 

The mortality of epidemic encephalitis during the acute stage probably lies 
in the neighbourhood of 25 or 30 per cent. Published figures differ very widely 
indeed, but the possibility of error in the data is considerable. An attack 
of encephalitis is more often fatal in the elderly and also in infants. In the 
Sheffield epidemic of 1924 the death-rate was high in cases with early respiratory 
symptoms (taehypnoea) and low in cases with abdominal myoclonus as the 
chief symptom. As recorded in the Medical Annual for 1931 (p. 172), 
F. Roques 2 found that the acute attack was of graver outlook in pregnant 
women, the case mortality being 42 per cent. 

The expectation of after-effects does not necessarily tally with the severity 
of the original infection, although it is comparatively rare for a complete 
recovery to follow a severe acute attack. Of 300 acute cases observed 
during the 1924 epidemic in Sheffield, only 18 per cent have made a total 
recovery. 

Prognosis of the various sequelae should be considered separately. 

A Parkinsonian syndrome , once established, never clears up entirely. Com¬ 
plete—or almost complete—arrest of symptoms may occur, however. Most 
cases grow worse—at very diverse rates. The rate of advance is usually a 
matter of years. Of 212 cases of post-encephalitic Parkinsonism alive at the 
end of ten years, 70 per cent are quite able to look after themselves ; 18*5 per 
cent are partially dependent, and 11*5 per cent wholly dependent, upon others 
for getting about, feeding, and dressing themselves. Tremor, once established, 
persists and tends to become worse. No known treatment is of permanent 
avail. The expectation of life in Parkinsonians can be estimated only approxi¬ 
mately : 75 per cent of the cases may be expected to live ten to fifteen years. 
Of the cases which die within that period, the termination in two-thirds is 
expected, and is directly due to the disease. A condition of progressive 
emaciation and helplessness is the final picture in such cases, and a terminal 
septic infection may be the immediate cause of death. 

The unusual hut interesting sleep-disorders which may follow epidemic 
encephalitis usually clear up within a year of the acute attack, whether treated 
or not. 
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Respiratory disorders also tend to clear up whether treated or not. Of 29 
cases studied in 1928, W. A, Turner and M. CriteMey 3 found a cessation of 
symptoms or considerable improvement in one-half, while an equal number 
showed no change over a period of time extending up to three years. Two 
patients had died while still showing respiratory disorder. 

Polyuria disappeared altogether in one case within a year, though severe 
Parkinsonism subsequently developed. 

The presence of epileptiform attacks does not materially add to the gravity 
of the prognosis. The fits do not tend to become worse. 

Psychological changes , if present during the acute attack, or soon after, may 
disappear, though physical symptoms may advance. G. A. Borthwick 4 has 
found that mild cases of disordered conduct in children improve under institu¬ 
tional regime, but that no real improvement is to be anticipated in the severer 
cases. 

Oculogyric crises vary considerably as to their persistence. They may 
certainly continue to occur for ten years after the onset. 

References. — 1 Lancet, 1935, ii, July 20, 147 ; 'Epidemic Encephalitis in Pregnancy , 
Labour and the Puerperiwn, Middlesex Hosp. Press, London, 1928 ; 9 Jour. Neurol. 
Psychopathol. 1928, viii, 191 ; 4 “ Encephalitis Lethargica ”, L.C.G. Report No. 2811,1931. 

ES CEPHALITIS, TETEA-ETHYL LEAD. (See Tetra-ethyl Lead 
Encephalitis.) 

ENTERIC FEVER. (See Paratyphoid Fevers ; Typhoid Fever.) 
EPILEPSY. (Sec Intracranial Tumours.) 

ERYSIPELAS. J. D. Rolleston, M.D., F.R.C.P. 

Epidemiology. —A. L. Iloyne 1 states that the mortality among 1193 cases 
of erysipelas admitted to the Cork County Hospital, Chicago, from 1929 to 
1933 inclusive was 13*4 per cent. The disease was most prevalent in the spring, 
and its frequency declined in the summer, but increased in the autumn. The 
mortality was highest at the two extremes of life, being 39*1 per cent in the 
first year and 42*8 per cent between 70 and 85. Although men are more liable 
to injury and therefore to erysipelas, the ratio was less than 2 to 1 in favour 
of males. Sex appeared to.play no part in the fatality rate. In 85*6 per cent 
the erysipelas began on the face or head, but in less than 00 per cent was there 
a history of injury. 

Symptoms and Complications. — P. F, Stookey, C. It. Ferris, H. M. Parker, 
L. A. Searpellino, and K. E. English, 2 who record three illustrative eases in 
men aged 28, 40, and 74 respectively, state that ulcerative lesions in the course 
of erysipelas are an extremely rare occurrence. The ulcers in their cases were 
present in the loose areolar tissues about the eyes. In each case a staphy¬ 
lococcus with dermo-neerotic and haemolytic properties was isolated from the 
lesions. The necrotizing factor was contained in a bacteria-free filtrate, and 
proved lethal to rabbits when administered intravenously. All the patients 
recovered. 

According to D. Dupertout 3 there are two forms of gangrenous erysipelas , 
a primary form due to local ischaemia and a secondary or late form caused 
by association of Streptococcus erysipelatosus with other organisms, especially 
R. terebrans or Staphylococcus aureus. The prognosis depends more on the 
complications and the patients 5 general condition than on the presence of the 
' gangrene. 

Treatment. —Hoyne 1 did not find convalescent serum to be oJt any value, 
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but obtained the best results by local application of erysipelas streptococcus 
antivirus cream. Among 417 cases so treated the mortality was 11*5 per cent, 
which compared favourably with that obtained by any other form of treatment. 

P. Barre 4 obtained the best results by use of sulfarsenol, which can be 
administered subcutaneously, intramuscularly, or intravenously. The dose 
depends upon the age of the patient, the state of his heart, liver, and kidneys, 
and the severity of the attack. As a rule the dose for adults is 12 egrm., 
which may be increased to 6 egrm. daily for four injections, while that for the 
child is -J- egrm. per kilo of body weight, only one injection being given in 
48 hours. 

References. — l Med. Record , 1935, cxli, 132 ; 2 Jour . Amer. Med. Assoc. 1934, ciii, 
903 ; z These de Paris , 1935, No. 287 ; *lbid. No. 57. 

ERYTHEMA ARTHRITICUM EP1BEMJCUM. 

J. D. Rolleston , M.D., F.R.C.P. 

Symptoms. —Under the title of 4 Haverhill fever’, from its occurrence in 
Haverhill, Massachusetts, or of ‘erythema arthritieum epidemicum 5 , E. H. 
Place and L. E. Sutton 1 describe an apparently new clinical entity characterized 
by an abrupt onset, an eruption resembling measles or rubella, with a distribution 
which is often scanty, chiefly affecting the extremities, and a tendency to 
haemorrhage into the lesions and inflammation of the joints, not infrequently 
of long duration. Recovery takes place in from one to two months, but a small 
number of patients have persistent joint symptoms. No deaths have occurred. 

Etiology. —The disease, according to Place and Sutton, is undoubtedly 
spread by the milk-supplv. An organism, Haverhillia multiformis , appearing 
chiefly as a rod with a knob at any part of it, w T as found in blood cultures. Agglu¬ 
tinins were present in the blood of infected persons and absent from controls. 
Skin reactions to killed suspensions were present in 83 per cent of patients 
tested late in convalescence and absent from controls. 

Reference. — 'Arch, of Internal Med. 193, liv, 659. 

ERYTHEMA 2NFECTIOSXJM. J. D. Rolleston , M.D., F.R.C.P. 

Epidemiology. —A. R. Lozano 1 reports the first cases of this disease to be 
described in Spain, in children aged from 3 to 14 years. He maintains, how¬ 
ever, that there have been numerous cases in Madrid which have not been 
recognized, as he has met with many in private practice, and the mild character 
of the complaint does not require medical attention. His cases occurred in 
different parts of Madrid, but most of them showed a distinctly familial character. 
All made a good and uncomplicated recovery. 

Reference.— Arch , espah. de Fed. 1934, xviii, 65. 

ERYTHEMA NODOSUM. J. D. Rolleston, M.D., F.R.C.P. 

Symptoms. —H. Sandra 1 states that among 120 cases of erythema nodosum 
seen at a tuberculosis dispensary in the course of the last few years 30 
were in males and 90 in females. The ages ranged from 3 to 51 years. 
Three patients had two attacks, the intervals between the two being 2 years 
and 10 months, 4 months, and 4 years respectively. There were four examples 
of the disease occurring in the same family. The Pirquet reaction was 
positive in 101 and negative in 19. Like Wallgren and others, Sandra holds 
that in the great majority of cases erythema nodosum is tuberculous in nature, 
and urges that a search for it should always be made in the campaign against 
tuberculosis, especially in dispensary practice. 

An outbreak of 16 eases of erythema nodosum of apparently tuberculous 
origin is recorded by C. de Murtas 2 in a school in Italy, where the disease is less 
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common than in northern countries. The Pirquet reaction was positive in all, 
and in every patient in which an X-ray examination was made signs of hilar 
involvement and enlargement of the tracheo-bronchiai glands were found® 

On the other hand, tuberculosis could be excluded in the cases reported by 
D. v. Moritz 3 in boys aged 71 and 9 years who developed erythema nodosum 
in the third and fourth weeks respectively of scarlet fever. The tuberculin 
test was negative in both, and neither showed any abnormal signs on X-ray 
examination of the chest. These two cases, however, were the only two 
examples of negative tuberculin reactions among 53 cases of erythema nodosum 
seen at the Budapest University Children’s Clinic during the period 1930-4. 
A non-tuberculous origin is also indicated in four cases of erythema nodosum 
reported by G. Slot, 4 3 of which were in women and one in a boy aged 10, in 
which rapid improvement followed injection of 10 to 20 c.c. of antistreptococcal 
serum. 

L. B. Elwell 6 records a case of recurrent erythema nodosum in a woman aged 
29, in whom the attacks commenced with axillary adenitis, the maximum 
intensity of the reaction being associated with suppuration of the glands. 
Immediate improvement followed evacuation of the pus, but relief was not 
permanent until every focus of dental sepsis was removed. There was evidence 
that neither the tubercle bacillus nor the hie molytie streptococcus was responsible 
for the infection. 

References.— l A T ederl. Tijds. v. (Jencash . 1935, lxxviii, 13; 2 Clin. Fediat. 1935, 
xvii, 271; a Arch, f. Kinderheil/c. 1934, eiii, 227; 4 Lancet , 1934, ii, 600; h Brit. Med. 
Jour. 1935, i, 974. 

EXANTHEMA SUBITUM. J. 1). Rolleston , M.D., F.R.C.P. 

Symptoms. —M. J. Wallfield, 1 who reports a case of exanthema subitum with 
encephalitic onset , remarks that although numerous examples of an encephalitic 
or meningeal syndrome preceding or accompanying an acute infection such as 
measles, varicella, vaccinia, whooping-cough, and diphtheria have been recorded, 
no previous case of encephalitis in exanthema subitum has been published. 
His patient was a boy aged 12 years who was admitted to hospital with a history 
of vomiting, fever, headache, vertigo, and nuchal rigidity of two days’ duration. 
The spinal fluid on lumbar puncture was clear and the pressure only slightly 
increased. A typical rash appeared after a high fever of three days’ duration, 
and rapid and uncomplicated recovery took place. 

H. Ryden 2 reports an outbreak of eight cases of typical exanthema subitum 
in infants aged between 3 J and 10 months, which occurred in the Flensburg 
Children’s Hospital at Mahno. In all the cases the disease ran a mild course. 
Unlike Rietschcl, Abb, and others, who regard it as a manifestation of influenza, 
Ryden maintains that exanthema subitum is a disease sui generis. 

References,— 1 KTour. Fediat. 1934, v, 300; 2 AcM Fcediat . 1935, xvii, 498. 

EXOMPHALOS. (See Hernia, Umbilical.) 

EXOPHTHALMIC GOITRE. (See Thyroid Surgery.) 

FACIAL PARALYSIS, RECURRENT. 

Macdonald Critchley , M.D ., F.R.C.P. 

The text-books do not pay adequate attention to those cases in which a facial 
paralysis of peripheral type relapses, or develops later upon the opposite side. 
Recurrences of this type are usually encountered in children. There is a 
tendency in such eases not to diagnose Bell’s palsy, but rather to suspect 
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some ulterior nervous affection. The possibility of inherited syphilis, diph¬ 
theritic paralysis, faeioplegie migraine, and uveoparotid paralysis must be 
borne in mind. 

Since the paper by M. Bernhard 1 thirty-seven years ago, there have been 
but few references in the literature to this subject. A recent note by H. R. 
Merwarth 2 recording 19 personal cases is therefore of interest. According 
to this author, recurrent facial palsy is etiologically comparable with Bell’s 
palsy. This in turn is associated by the author with the traditional rheumatic 
‘Fallopian neuritis’. Of the 19 cases reported, there was no particular age 
incidence, the youngest victim being 11 and the oldest 84. Both sexes were 
equally affected. The interval between the two attacks of facial paralysis 
varied from 3 weeks to 30 years. Either the same or the opposite side of the 
face may be implicated in the second attack of paralysis. Moreover, in each 
of two patients who suffered three attacks of paralysis, two of the three attacks 
recurred on the left side. The actual frequency of recurrent facial palsy may 
be gleaned from the figures taken from the author’s own practice. Of a total 
of 192 cases of ‘rheumatic’ or Bell’s palsy, recurrence took place in 15 (7-7 
per cent). Out of 293 eases of peripheral facial palsy of all types, there were 
19 examples of recurrence (6*4 per cent). 

References. — 1 Neurol . Zentralb. 1899, xviii, 146; 2 Amer. Jour. Med. Sci. 1935, 
elxxxix, Feb., 270. 

FACIAL PARALYSIS ; SURGICAL TREATMENT. 

Geoffrey Jefferson , M.S., F.R.C.S. 

A. B. Duel, 1 of New York, describes the treatment of inlay grafting of the 
facial nerve within the facial canal perfected by himself and Sir Charles Ballance 
as the result of their animal experimentation. They evolved a method of 
direct repair of the facial nerve by introducing a piece of freshly excised graft 
from another nerve into the gap made by the removal of a piece of the facial 
nerve in the aqueduct. They discovered that any nerve would suffice for 
this purpose—that is, that it did not matter whether it was motor or sensory. 
Duel describes his experiments with clinical material, the first case operated 
upon being an infant 18 months old with a facial paralysis following a mastoid 
operation. The facial nerve was absent from a level just below the horizontal 
semicircular canal to the posterior border of the parotid gland twenty-four 
days after an injury. A graft 27 mm. long was employed, the central end 
being laid up against the proximal end of the divided facial nerve and the 
distal sutured by one strand of 6 nought silk. The patient eventually recovered 
the use of her facial muscles. The second case was a woman aged 34 operated 
upon eleven months earlier for a radical mastoid operation : 37 mm. of injured 
facial nerve was removed from the tympanum to a point well outside the stylo¬ 
mastoid foramen and an inlay graft placed to bridge the gap. She eventually 
made a fair, but not perfect, recovery. Slight infection seemed to be no bar 
to the success of the operation. Duel reports 69 operated cases, 40 of them 
having been grafted in the Fallopian canal. The affected gap was on the 
average over 20 nun. in length (the shortest 7 mm., the longest 40 mm.). 

Duel was puzzled by the long delay in return of function after inlay grafts, 
and thought that it might in some degree be due to the obstruction caused 
by the graft whose axonal sheaths were not empty. It occurred to him and 
Ballance to try the effect of using degenerated nerve for the graft. The 
plan was tried first on monkeys, the anterior femoral cutaneous nerve being 
cut and allowed to remain in its bed for varying periods from eight to thirty- 
five days, so that Wallerian degeneration could take place. When portions 
of the nerves treated in this manner were used as grafts facial responses were 
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restored In a quarter to half the time formerly required by fresh grafts. 
Duel in this paper gives details of the technique of the nerve-inlay operation. 
He thinks that it can always be done and that if there is galvanic response 
in the muscles a favourable result will be obtained, the quality depending 
on the condition of the muscle. He goes on to describe his observations 
of Bell's palsy , and points out that although it is the custom to give a good 
prognosis in these eases, not all recovered with a perfectly balanced and 
perfectly mobile face. He has discovered that in the most favourable cases 
faradic response is not lost and that Wallerian degeneration does not always 
occur. There is still room for observation on this point. From 15 to 
20 per cent, according to Duel, undergo a violent toxic infection with a severe 
inflammatory reaction in which the axons are choked out of existence. 
Within a day or two faradic response disappears and in those cases regenera¬ 
tion is never complete. He suggests that when this happens the ease should 
be at once explored by an open operation through the mastoid, the facial 
canal defined, its wall gently removed, and the sheath of the nerve slit up so 
as to decompress it. This suggestion he attributes to Ballance. Duel proved 
by experiment on monkeys that the incision of the sheath did no harm. He 
has since applied the method to human beings, and even in old-standing 
cases claims that the incision of the sheath has resulted in very marked 
improvement. He reports four cases with BelFs paralysis, three of whom 
were operated upon. The palsy had lasted for 2, 2, and 10 years. In one 
case an inlay graft was used. 

Sir Charles Ballance, 2 in a separate communication, describes the experi¬ 
mental work which he undertook with Duel and gives an admirable survey of 
the experimental side of the problem. 

II. Gillies 3 describes his experiences with fascia-lata grafts in the operative 
treatment of facial paralysis. Fascia-lata bands inserted subcutaneously 
contribute, of course, no movement to the paralysed face, but the face in 
repose and in action is balanced by the support of the fascia so that the over¬ 
action of the normal side no longer produces the somewhat grotesque move¬ 
ments which add to the facial deformity in these cases. Thin strips of fascia 
lata from the thigh are passed on a long needle through small incisions on 
the face. The strips should embrace the fibres of the non-paralysed muscle 
in the upper and lower lip. Latterly Gillies has been adding strips of muscle 
from the temporalis or masseter with their nerve-supply preserved and has 
tried attaching them to the fascia-lata strip, but it is difficult for the patient 
to make use of this additional motility. The great problem which confronts 
the operator intent on plastic repair of facial paralysis is the closure of the 
eye, rather than movements of the angle of the mouth. To improve the 
eye closure Gillies employs a slip of temporal muscle and its fascia taken 
from the anterior end of the temporalis. By splitting the fascia he has found 
that it can he made sufficiently long for a strip to be passed to the upper and 
lower lids to meet at the inner canthus. When the temporal muscle contracts, 
this little flap squeezes the two eyelids together. Sepsis is very apt to creep 
in and vitiate the result in some degree, and the bands must not be passed 
too near to the mucous membrane of the mouth. Gillies believes that a 
very marked improvement in cosmetic effect has been obtained in all his 
cases, but in view of the lack of muscle response the facial results cannot 
be compared with recovery in nerve function. 

There is no doubt that the work of Ballance and Duel, applied with wisdom 
and thoroughness, ought to render most plastic operations for facial palsy 
unnecessary. There will always be a few cases in which the facial muscles 
are hopelessly degenerated, or in which the facial nerve has been paralysed 
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at its nucleus, or the nerve divisions destroyed by some unusual disease or 
injury of the parotid or face, but if the facial nerve can be isolated and its 
injured portion identified at operation, a degenerated nerve-inlay graft is 
the proper method of treatment. 

References.— 1 Brit. J led. Jour, 1934, ii, 1027 ; ~Proc. Boy . Sot ', Med. (Seat. OtoL), 
1934, xxvii, 1367 ; Hbid. 1372. 

FAT EMBOLISM. Sir If. I. de C. Wheeler , F.R.C.SJ. 

This condition is frequently mentioned as a complication of fractures and 
other injuries, and is said to follow damage to adipose tissue in any part of 
the body. If a large quantity of fat gains access to the blood-vessels, a fatal 
result may follow. The serious cases may take the form of pulmonary fat 
embolism. The fat lodges in the arterioles and capillaries of the lungs after 
traversing the veins, the right heart, and pulmonary artery. The emboli may 
be forced into the pulmonary veins, the left side of the heart, and the aorta, 
and reach all over the body. Most of these emboli reach the brain, producing 
coma and death. 

The clinical diagnosis of fat embolism may be easily missed. B. M. Vance 1 
mentions a case of compound fracture of the tibia and fibula which developed 
deep coma with incessant tonic spasms of the arms and legs. His respirations 
reached 52 with signs of pulmonary oedema. The pulse-rate was 190 and the 
temperature before death 107° F. At the post-mortem sections of the lungs, 
kidney, and brain were stained for fat, using Sudan III and osmic acid. Fat 
emboli were found in all the sections. Vance quotes Groendahl 2 as stating 
that there are two forms of fat embolism : (1) The type in which the patient 
dies suddenly a few hours after the injury in severe dyspnoea, cyanosis, and 
pulmonary oedema. This type is rare clinically. (2) The type in which the 
onset is more gradual. The fat emboli enter the circulation at intervals and 
accumulate in the lungs until the pulmonary circulation is impeded. There 
is increasing dyspnoea, and death after a few T hours. From these observations 
it follows that if asphyxia and dyspnoea follow an injury such as fracture, fat 
embolism is the likely diagnosis. Chronic pulmonary or cardiac disease would 
reveal the same picture and in such cases only necropsy would clear up the 
real condition. Cerebral fat embolism is more apparent. A period of quies¬ 
cence after the injury followed by a lapse into coma coincident with petechial 
haemorrhages over the front of the upper chest and neck is a fairly character¬ 
istic syndrome. In some eases the diagnosis is confused by concurrent injuries 
to the head. 

Treatment. —The treatment of fat embolism is preventive. The greatest- 
factors in the production of the condition are disturbances at the site of 
fracture in the early post-traumatic period. 

References .'— 1 Amer. Jour. Surq. 1934, xxvi, Oct., 27 ; 2 Deut. Zeits. f. Ghir. 1911, 
iii, 56. 

FEET, PAINFUL. E. W. Hey Groves, MJS., F.R.C.S. 

K. II. Pridie, F.R.C.S. 

Pain is always mysterious, but never more so than when associated with the 
feet. Why is it that feet which have exactly the same appearance should 
differ so widely, one being painless and the other painful ? This applies both 
to feet which have a good shape and to those which are deformed. 

Nenroses and Vasomotor Changes.— Two factors have always to be borne 
in mind which are quite apart from, or additional to, gross deformity or disease. 
One of these is mere neurosis and the other vascular disease. The foot is not 
so often the seat of neurosis as the pelvis, abdomen, or head, but nevertheless 
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it is sometimes. This type of neurotic pain is usually in women ; it affects the 
anterior arch and is diagnosed as metatarsalgia or Morton’s disease. In extreme 
cases it defies all treatment, and if an injudicious course of operations is under¬ 
taken (excision of metatarsal heads, neurectomy, nerve injections, amputation 
of the foot), the patient becomes steadily worse after each surgical procedure 
and brings discredit upon all who have treated her. The other cause of pain 
which is overlooked is vascular or sympathetic in origin. One has only to 
recall the intense agony associated with many forms of vascular gangrene 
to realize how potent a factor vascular or vasomotor change may be. The 
patients are usually well over middle age, and will show evidences of obstructed 
circulation, e.g., cold feet or chilblains. It is possible that if the vessels are 
not actually calcified (which can readily be proved by the X rays) this type 
of painful foot may be relieved by some form of sympathectomy. 

Flat-foot and Foot-strain.—Having excluded these two causes of pain, 
neurosis and vasomotor changes, we must consider the various types of foot 
deformity as causes of pain. And first of all there is the commonest of all, 
viz., flat-foot . A. S. B. Bankart 1 has done great service in pointing out that 
mere flatness of the standing foot is not a morbid condition. In fact the mobile 
flat-foot is the normal healthy foot found in all primitive, unshod people, in 
children, and in professional dancers. It is not only futile but harmful to 
provide ‘arch supports’ for people with such feet. It is only when a valgoid, 
he., an abducted and pronated position, is acquired that treatment by wedging 
is necessary. 

The normal healthy foot is flat when the individual stands, but the arch 
appears directly he begins to walk or raise himself on his toes. In many people, 
however, owing to tight shoes, lack of exercise, and muscular debility, the 
time comes when the flat-foot cannot be raised to its active arched form. This 
may be due to mere muscular weakness or it may be associated with various 
changes in the tarsal ligaments or with actual adhesions. Or the same thing 
is often seen in feet which present quite a normal arch, but in which the arch 
cannot be flattened when the patient stands. In other words, the foot has 
acquired an arch which cannot be flattened. This type of painful foot is best 
described as one of postural strain. It is painful because the tarsal joints are 
stiff—because it cannot be flattened, not because it is flat. Most of the pain 
is situated round the astragalo-scaphoid joint or on the outer margin of the 
foot below and in front of the external malleolus. In early cases it should 
be treated by massage and active movements, e.g,, skipping ; but in most 
cases which come for treatment at a late stage, forcible wrenching under an 
anaesthetic will be necessary. It may be confidently said that every case of 
painful foot in middle-aged or elderly people should be given this treatment 
without hesitation or undue delay. 

Another type of painful foot is that which follows injury, some kind of 
sprain. Again mobility of the tarsal joints is lost or limited. This is the 
traumatic foot-strain , and it also requires forcible manipulation followed by 
massage and exercises. 

Painful Conditions of the Great Toe.—These are usually the result of 
overstrain combined with the wearing of ill-fitting pointed shoes. The common 
deformity is hallu xi valgus , hallux rigidus , and hallux flexus being less common 
variants, often of traumatic origin. In all, the essential lesion is an osteo¬ 
arthritis of the metatarso-phalangeal joint which can be readily demonstrated 
by the X rays. The common valgoid condition is further associated with the 
formation of a secondary bursa or bunion over the prominent joint. The 
treatment of all these conditions is the same, viz., an excision of the head of 
the first metatarsal. The whole articular head with its osteophytes should be 
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removed, and the neck of the bone rounded off and covered with a flap of 
fascia, which can often be taken from the adventitious bursa. The objection 
that this operation removes one of the main points of foot support is groundless, 
because this is still preserved in the sesamoid bones which underlie the 
reconstructed head. 

Metatarsalgia.—This may be either diffuse or localized. The diffuse type 
is usually associated with claw-foot. It will require wrenching or the more 
radical operation described below. - The localized type has pain over one 
metatarsal head, usually the fourth. Probably here there is too much weight 
being thrown on the outer part of the foot, and this may be corrected by 
wedging the inner side of the sole. Very often an adhesive pad of Zopla felt 
applied just behind the painful spot will afford great relief. If both these 
measures fail, the painful head of the bone may be removed. Painful and 
deformed little toes should certainly be removed without delay. 

Pes Cavus.—Contrary to popular ideas, the high-arched or clawed foot 
is a drawback and deformity. When well marked it is a constant source of 
weakness and pain, and should form a definite bar to a man’s acceptance in 
any public service. A. H. Todd 2 has reviewed the various theories and prac¬ 
tices for this deformity, and has urged the adoption of a routine, rather radical 
operation. Pes cavus is due to a dropping of the front part of the foot, probably 
owing to a relative weakness of the anterior extensor group of muscles. There 
is no evidence of paralysis of the interossei or lumbricals, and the clawed or 
hammer toes are due to the alteration of the line of pull of these tendons 
caused by the lower position of the metatarsal heads. Further, it is important 
to note that there is no contraction of the tendo Achillis, although there may 
be a difficulty in putting the heel on the ground. If the front part of a normal 
foot is forcibly lowered, it is obvious that the heel will be off the ground when 
the toes are touching it, but to lengthen the tendo Achillis and bring down 
the heel would merely increase, instead of diminishing, the height of the arch. 
And furthermore, the resistance of the tendo Achillis is invaluable in fixing 
the heel when the front part of the foot is being wrenched upwards. 

In minor degrees of pes cavus it may be sufficient to wrench or manipulate 
the foot, straightening the arch, and then to place an adhesive pad behind the 
metatarsal heads or a transverse bar in the sole of the shoe ; but in the more 
advanced cases operation is called for to relieve both pain and lameness. The 
old-fashioned division of the plantar fascia is quite ineffectual, and probably 
in most cases the more radical operation of Steindler, by which the whole of 
the sole and fascia and muscles are divided from their origin at the os ealcis, 
is also not enough. Cuneiform tarsectomy can, of course, remedy any defor¬ 
mity, but if this alone is relied on, much more bone will have to be removed 
than if the soft parts of the sole are first lengthened, and a very short weak 
foot will result. Todd insists that none of these methods will give permanent 
results, unless the forefoot is slung up so that it cannot drop. Todd’s opera¬ 
tion is done in two stages :—• 

First Stage .—A long incision is made on the inner margin of the foot from 
the hall of the great toe to the tuberosity of the scaphoid. The abductor hallucis 
is separated from its attachments and the following structures are divided: 
the internal intermuscular septum, sheaths of the flexor tendons, and all the 
secondary attachments of the tibialis posticus. All the joints on the inner 
margin of the foot are incised by cutting the plantar parts of their capsules, 
viz., the astragalo-navicular, the navicular-cuneiform, and the cuneo-metatarsal! 
The first-named joint should be left to the last, and as much of the correction 
as is possible done by forcing the foot upward at the other joints. Then an 
external heel incision is made as in Steindler’s operation, and all the structures 
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which arise from the lower aspect of the os caleis are separated from that bone. 
It should now be possible to elevate the front of the foot and correct the high 
arch. 

Second Stage .—This consists in cutting the long extensor tendons of the 
great toe and the common extensors, and fixing them to the necks of the meta¬ 
tarsal bones. This is done through three longitudinal incisions on the dorsal 
surface of the 1st, 3rd, and 5th metatarsals. Each extensor tendon is cut as 
low down as possible and is then threaded through a hole bored in the neck 
of the 1st, 2nd, 3rd, and 5th metatarsals (the 4th is too slender to allow of this). 
Each tendon is pulled tight whilst the fore part of the foot is forcibly dorsi- 
flexed. The end of the tendon is twisted round the proximal part and sewn 
with fine fishing gut. Todd does not use any splint, but it will he found of great 
help in speedy convalescence to apply a plaster cast maintaining full dorsiflexion 
and supporting the plantar aspect of the toes. The cast should terminate on 
the dorsal aspect just short of the web of the toes. If a walking iron is incor¬ 
porated in the cast, the patient will be able to get up and walk within a few 
days. 

Hammer-Toe.—This condition, which generally affects the 2nd, 3rd, and 
4th toes, consists in hyperextension of the metatarso-phalangeal joint and flexion 
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Fijs. 19, 20. —Oroor'a splint for hammer-toe. (Ily kind permission of the ‘ British 
Medical Journal'.) 

of the first interphalangeal. It causes the toe to be ‘clawed’, with the result 
that painful corns are formed on the top of the toe on its plantar, and over the 
upstanding interphalangeal joint on its dorsal, aspect. Various kinds of plantar 
splints with dorsal straps have been devised, but none of them are satisfactory, 
and it is therefore better to treat the deformed toe or toes by operation. 
Amputation is not wise, because it leads to deflection of the neighbouring toes 
towards the gap. 

The operation consists in excision of the first interphalangeal joint through 
a dorsal incision. Both the head of the proximal and the base of the distal 
phalanx are removed by a clean transverse saw-cut. It is better not to use 
cutting forceps for this, as the bones will be splintered and less likely to unite. 
The splinting after this operation requires care. W. S. Greer 3 has devised 
a useful splint for this purpose which is here illustrated (Figs. 19, 20). It is 
made of duralumin, and consists of a dorsal part curved from side to side to 
fit the dorsum of the foot, and two lateral pieces which embrace the sides of 
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the toe, If this splint is not available, the plaster east described above for 
use after the operation on elaw-foot is very effective. If slight dorsiflexion 
of the whole toe is not sufficient to keep it straight, a pad can be bandaged 
on to the dorsal surfaces of the toes. As in the case of the claw-foot, the use 
of the plaster cast and walking iron will enable the patient to walk within 
a day or two of the operation. 

References.— 1 Lancet , 19115, i, Feb. 2, 249 ; ' 2 Proc . Roy . Soc. Med., 1934, xxviii, 
Dec., 117 ; 3 j Brit. Med. Jour . 1935, i, March 16, 527. 

FILARIAL INFECTIONS OF THE MALE GENITAL TRACT. 

Hamilton Bailey , F.R.C.S. 

The filarial worm (Wuchereria bancrofti) in its mature stage is an inhabitant 
of the lymphatic system of man. P. N. Ray 1 says it is responsible for the six 
following lesions of the male genital tract:— 

1. Lymphatic Varicocele.—This is the earliest and sometimes the only 
manifestation of filarial infection of the male genital tract. Usually there are 
no symptoms, and the early diagnosis is made only in a routine examination 
of the patient. The condition resembles a varicocele, but, unlike a varicocele, 
it does not disappear when the patient lies down. Ray advises treatment by 
local injection of sodium morrhuate solution. 

2. Endemic Funiculitis.—The acute type usually ends in septicaemia due 
to secondary infection. This is associated with thrombosis of the pampiniform 
plexus, and unless early incision is made the mortality-rate is extremely high. 
M. N. De and K. D. Chatterjee 2 have shown that a haemolytic streptococcus can 
be isolated from the blood and the tissues about the cord in these cases. The 
relationship of the filarial infection to this fulminating secondary streptococcal 
infection is very definite, but how and why it occurs has not yet been worked 
out fully. In the subacute or chronic types, which are often associated with 
epididymo-orchitis, the prognosis is better. 

3. Hydrocele.—Hydroceles are found very commonly in districts where 
filarial infection is rife. Observers -working in these areas have found that 
in up-wards of 10 per cent of cases the hydrocele fluid contains microfilariae. 

4. Chronic Epididymo-orchitis.—This is liable to be mistaken for tuber¬ 
culosis (see beloiv). 

5. Elephantiasis of the Scrotum and Penis.—Although this condition 
is associated with filarial infection, tropical elephantiasis is not necessarily 
caused by the parasite. Lymphatic obstruction probably plays the major 
role, and erysipeloid streptococcal infection is superadded and intensifies the 
course of the disease. 

6. Lymph Scrotum.—Lymph scrotum is differentiated from scrotal elephan¬ 
tiasis by its reddish-brown colour and the presence of vesicles either discharging 
or encrusted. The discharge of chylous fluid may amount to several ounces 
in the twenty-four hours. It continues for several days and causes great 
prostration. The treatment is unsatisfactory. With rest in bed and local 
applications the discharge usually ceases for a time. 

Filariasis of the Spermatic Cord and of the Epididymis.—J, C. Ferrer 3 
has found that filarial worms produce two distinct lesions in the testicle. 

1. Filariasis of the Spermatic Cord. —The worm lodges in the anterior part 
of the cord. Periodically, owing to cyclical parturition of the female, an acute 
hydrocele appears. The hydrocele fluid is loaded with microfilariae. The 
scrotum becomes shiny and there is discomfort or pain referred to the cord. 
The process lasts two or three days, when a restitution occurs. With each 
recurring attack the hydrocele increases in size and eventually it becomes 
chronic. The treatment recommended by Ferrer is to excise the anterior group 
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of veins of the cord. In so doing the lymphatics harbouring the parasite will 
be removed. In addition, the hydrocele should receive appropriate operative 
treatment. It is quite unnecessary to perform orchidectomy, as has been 
recommended and practised in the past. 

2, Filarial Epididymo-orchitis. —The globus major is attacked. Again, the 
attacks are periodical, hut in this instance constitutional symptoms are severe. 
There is colic, nausea, and pain radiating from the scrotum to the inguinal 
canal and the lower abdomen. The temperature often rises to 108°. During 
the acute stage microfilariae will be found in the circulating blood. The 
epididymis is exquisitely tender. The scrotum is only slightly oedematous 
on its posterior aspect and there is never a hydrocele accompanying or following 
this variety of the disease. As the attacks recur the globus major becomes 
larger and larger, until it can be felt like a marble. The outcome of these 
recurring attacks is necrosis of the epididymis followed either by secondary 
infection, or a generalized fibrosis of the epididymis containing the calcified 
worm. The treatment of filarial epididymitis is epididymectomy. 

H. H. Young 4 draws attention to the great difficulty of distinguishing filarial 
from tuberculous epididymitis. He reports several cases of the former condi¬ 
tion treated most satisfactorily by epididymectomy. 

(See also Kidney, Surgery of—Chyluria.) 

References. — 1 Ind. Med. Gaz. 1984, lxix, 554; -Ibid. 558 ; Voujk of Urol. 1934, 
xxxii, 710 ; *Ibid. xxxiii, 383. 

FIX* ARIASXS. Sir Leonard Rogers , M.D., F.R.C.P., F.R.S. 

Clinical.— Filarial periodicity is reported on by G. C. Low, P. H. Manson- 
Bahr, and A. H. Walters, 1 the latter of whom made two-hourly counts of the 
embryos in 20 c.mm. of finger blood, and found the usual maximum at mid¬ 
night to 2 p.m. On making the patient sleep during the day the total number of 
embryos remained about the same, but with nearly equal midday and midnight 
counts, or an ‘irregular’ rather than a ‘reversed’ periodicity. They support 
Manson’s original view of an almost fixed filarial population which shelters 
in some internal part of the body during the day, rather than the alternative, 
which Manson considered fifty years ago, of daily simultaneous cyclical par¬ 
turition ; although the latter view is once more argued at length by C. A. 
Lane. 2 The first writers point out that filarial embryos can live for weeks 
in human blood outside the body, so why should they all die daily in the 
circulating blood. They also state that daily counts for weeks or months 
show very little variation in the nightly numbers. [The last observation is 
not true of Bengal filariasis, for the reviewer 3 found and charted great monthly 
increases of young embryos in the evening blood.—L. R.] Periodicity of 
Dirofilaria immitis of dogs has been investigated by E. H. Hininan, 4 trans¬ 
fusing large numbers of the embryos into the blood of uninfected dogs and 
showing that they lived for a long time there, so cannot be destroyed daily 
as Lane suggests. 

Filaria bancrofti and Filaria ozzardi infections in British Guiana are compared 
by C, Romiti, s F. bancrofti infections are limited to the coastal regions and 
river estuaries and F. ozzardi ones to riverine populations of the interior, and 
the latter produce no symptoms or oedema, although they are frequently 
associated with septic infections and lymphangitis, as are F. bancrofti ones. 
The writers find that in F. bancrofti infections the initial pathological mani¬ 
festation is exclusively found as varicolymphoeele of the spermatic cord in 
the male, and of the utero-ovarian plexus in the female, and in a large percentage 
this is the only clinical lesion as long as the embryos can enter the circulation 
freely. This view is based on observations during over 7000 operations, 
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including over 1000 laparotomies. Adult worms are always found in un¬ 
complicated varicolymphocele, and when a radical operation for this condition 
is performed “ the numbers of microfilariae In the peripheral blood decrease 
rapidly and they disappear completely fifteen days after operation, indicating 
but short duration of the life of the embryo 55 . [But not as short as the 
daily cyclical parturition theory demands.—L. R.] During acute bacterial 
complications microfilariae disappear from the circulation owing to the ill 
effects of the toxins on the adult worms. The genital infection theory explains 
the age incidence of filarial infection, for “ it is only when the sexual organs 
have reached maturity that F. bancrofii finds the normal habitat to complete 
its normal cycle ”. 

Filarial lymphangitis is considered by A. W. Grace 6 to be entirely due to 
a special strain of B . haemolytic streptococcus ” of the tropics, and infrequently 
found in temperate climates, producing an erysipelas-like lesion of the skin 
in which it probably resides. He thinks it meaningless to consider it a 
secondary invader or to regard W. bancrofii as in any way the cause of such 
lymphangitis. Filarial infections of the male genital tracts is dealt with by 
P. X. Ray, 7 who reports on the pathological changes in the fatal acute strepto¬ 
coccal endemic funieulitis often met with in Calcutta. Excision of a lymphatic 
varix is not justified on account of the risk of cellulitis, while such a lesion 
in the groin was converted into a firm solid mass by local injections of sodium 
raorrhuate by Mm. In sections adult filariae can be demonstrated in the testis 
or cord, A case of filarial orcMtis complicated by haemolytic streptococcal 
infection, with unulcerated endocarditic lesions on the pulmonary valve, is 
reported by M. N. De and K. D. Chatterjee. 8 A case in wdiieh an adult 
F. bancrofti was removed from the anterior chamber of the eye is reported 
by S. E. Fernando. 9 

Onchocerca Infections.—J. Bryant 10 reports that a form of retino- 
choroiditis endemic in the Anglo-Egyptian Sudan as a common cause of 
blindness has a distribution similar to that of Onchocerca volvulus , which 
he suggests may be its cause. Punctate keratitis is one symptom. P. G. 
Preston 11 records what is apparently the first case of onchocerca infection 
in Kenya. 

Guinea-worm..— V. N. Moorthy 12 reports finding that the bile of both fish 
and of man kills the embryos of guinea-worm in two to three hours and the 
cyclops carrier in one or two minutes. Fish fed on cyclops infected with 
guinea-worm embryos a fortnight before, however, showed nematode larvae 
later in their intestines. 

An intruder mal test for guinea-worm infection is reported on by G. W. St. C. 
Ramsay 13 in Nigeria. Portions of adult guinea-worms were dried, powdered, 
and the lipoid fraction extracted with ether. The dried residue w ¥ as extracted 
with 085 per cent sodium chloride at 37° C. for four hours, and the supernatant 
fluid after centrifuging was sterilized by filtration and kept in amber-coloured 
bottles in the refrigerator. The intradermal injection of 0*25 c.c. of the 0*25 
per cent saline extract gave positive results in 85 per cent of guinea-worm 
eases, and 84 per cent of negative ones in controls. The reaction is positive 
long after recovery, but may be of use in diagnosing ulcers and abscesses due 
to this parasite. 

References.— l Lancet , 1934, ii, Sept. 8, 531 ; *Ibid. Dec. 29, 1437 ; Med. 

Jour . 1920, ii, 569 ; *Amer. Jour . Trop. Med. 1935, xv, May, 371 ; B Trans. Roy. Sac. 
Trap. Med. and Hyg. 1935, xxviii, April, 613 ; *Ibid. 1934, xxviii, Nov., 259 ; 7 Ind. 
Med. Gaz. 1934, Ixix, Oct., 554 ; 8 Ibid. 558 ; 9 Jour. Trop. Med. arid Hyg. 1935, xxxviii, 
Jan. 15, 17 ; 1Q Trans. Roy. Soc. Trop. Med. and Hyg. 1935, xxviii, March, 533 ; u Jour. 
Trap. Med. and Hyg. 1935, xxxviii, April 1, 81 ; li Ind. Med. Gaz. 1935, Ixx, Jan., 21 ; 
lB Trans. Roy. Soc. Trop. Med. and Hyg. 1935, xxviii, Jan., 399. 
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FISSURE IN ANO. (See Anal Fissure.) 

FISTULA IN ANO. {See Anal Fistula.) 

FRACTURES* E. W . Hey Groves , M.S., F.R.C.S. 

K. H. Pridie, F.R.C.S. 

The Organization of the Treatment of Fractures.—E. W. Hey Groves, 1 
in an article on tills subject, points out the growing need in this country for 
the institution of Fracture Clinics in all the large hospitals, under the care of 
an orthopaedic surgeon. The model scheme for an organized Fracture Clinic 
is set out by the Fracture Committee of the British Medical Association, and 
may be studied in actual working in Manchester, Liverpool, and London. 
Every large hospital, whether voluntary or municipal, should have such a 
clinic. Fracture cases must no longer be treated by casualty officers and 
house surgeons, whose term of office lasts only a few months, so that the case 
is handed on to another to finish treatment. 

In some hospitals at the present time cases are admitted and receive expert 
attention and treatment until they are sufficiently well to be discharged, after 
which their treatment ceases. A typical case seen recently was one of a frac¬ 
tured spine which was treated at a hospital using the most up-to-date methods. 
The treatment could not have been better, but would appear to have been 
given to enable the patient to leave hospital, rather than with the intention 
of getting Mm back to work. Fifteen months after the accident the man has 
a rigid, useless back, and is a complete fracture wreck. After he left hospital 
he had no treatment and no instruction, and has not improved since the day 
of his discharge. 

Consider what happens when a motor accident occurs in wMch the car is 
smashed and the driver’s bones are broken. The car is sent to the works, and 
the man to hospital. The car is paid for, but the man’s bones have to be 
mended as a matter of charity I The question of fracture organization is of 
social and economic importance. Groves calculates that the loss through 
inefficient treatment must amount to £4,500,000 to the insurance companies, 
and £7,000,000 to the workers in lost wages, per annum. 

Gangrene following Fractures.—The occurrence of gangrene following a 
fracture, or the reduction of a fracture, is fortunately very rare, but cases 
have been recorded where patients suffering from senile degeneration of the 
arteries develop this condition. H. Dodd 2 gives an account of 35 patients, 
27 of whom were men. Predisposing factors are : (1) Calcification of the 
arteries ; (2) Syphilis ; (3) Diabetes. The author points out that gangrene 
may follow after interruption of the blood-supply in several types of injury 
to the main artery. These are : (1) Complete division of the chief vessel by 
sharp or blunt trauma ; (2) Penetration of the principal artery by a fragment 
of bone ; (3) Contusion or rupture of the intima which leads to vascular 
obstruction by thrombosis; (4) Embolism by a thrombus which has become 
displaced. The blockage generally occurs at the bifurcation of the main 
artery. 

Certain vessels are more prone to injury than others. A freely mobile artery 
can escape trauma, but those wMch pass through or are fixed by fascia or 
aponeurosis, or are close to a bone, are more prone to injury as they are unable 
to move away from the source of violence. The following positions are where 
injury is likely to occur to vessels ; (1) The lower third of the femoral artery. 
The artery is restrained as it passes through the fibro-aponeurotie opening 
in the adductor magnus. (2) The bifurcation of the popliteal artery. 
Here, again, the vessel is anchored by the fibrous arch of the soleus. {Figi 21:) 
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Signs and Symptoms .— 1 The following indicate that there has been injury 
and occlusion of a main artery: (3) Arterial pulsation—there is loss of 
pulsation below the lesion. (2) Sensation—below the traumatized region 
anaesthesia or parasthesia is a sign that there may be serious damage 
to the circulation. The first sign may, however, be very persistent pain 
throughout the entire limb. (8) Appearance—blanching cyanosis and stone 
coldness, later followed by blebs and blisters. (4) Paralysis—loss of muscle 
power and inability to move the toes. (5) Local tenderness—pain and local 
tenderness over a vessel suggest thrombosis. 



Fig. 21.—Shows the* line of demarcation of dry gangrene following embolism of the 
termination of the popliteal artery. (By kind permission of the'British Journal of Surgery ’.) 

Radiographic Evidence (Plate XXIV ).—The presence of calcified arteries 
warns the surgeon that he may experience trouble following the setting of 
a fracture, or after applying traction. 

Treatment. —The treatment may be summarized as follows : (1) Prophy¬ 
laxis—all eases should be examined to determine whether the circulation is 
good. (2) Skin-tight plaster casts should not be used on cases with calcified 
arteries. (3) When the onset of gangrene is suspected it is better to “ look 
and see, rather than wait and see ”. If a thrombus appears to have been 
formed, an embolectomy or thrombectomy is justified. (4) Large haunatoinata 
should be cut down on and evacuated. (5) Anastomosis of tom vessels is of 
doubtful value. 

Fractures of the Os Calcis.—There is probably no fracture in the body 
which is harder to treat than a crush fracture of the os calcis. If untreated, 
ii leads to a very painful foot, which is rigid, and walking on rough ground is 
impossible. The slightest unevenness or twist is apt to throw the patient. 
The ladder-worker, the painter, and the mason are those who are likely to 
incur this fracture. It is of great importance to those who work in dangerous 
places to have a sound foot that wall not give way suddenly and throw them 
to destruction. These fractures are costly to the patients in lost wages and 
to the insurance companies in compensation. Very rarely does an untreated 
case get back to full work. 

Diagnosis.— The early diagnosis is of great importance if efficient treatment 
is to be carried out. The missed case is doomed to a painful foot, an arthro¬ 
desis, and sometimes a below-knee amputation. This fracture should be 
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Fig. B .—-Taken immediately after bone-graft 
operation, si lowing graft in position. 


Fig. C .—Taken four months after bone-graft, 
showing solid union of fragments. 


By kind permission of the ‘British Journal of Surgery ’ 
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carefully looked for in any case where there is a history that the patient has 
fallen from a ladder or height and landed on a hard surface, injuring the foot. 
The following signs help to give a diagnosis : (1) Swelling and thickness of the 
heel as seen from the back, and the hollow below the malleoli is absent. (2) 
(Edema and ecehymosis round the heel. Occasionally crepitus can be felt 
if the fracture is very severe and is not impacted, as it so often is in these eases. 
(3) Spasm of the peronei, and inability to invert and evert the foot. X-rays 
should be taken. The two most useful views are a pure lateral one of the foot 
and an oblique one of the heel. 

Treatment. —It is important to explain to the patient the nature of the 
injury and its likely consequences if not energetically treated, and that even 
after the most favourable circumstances there is liable to be some permanent 
disability. 

C. R. G. Forrester, 3 of Chicago, in an excellent treatise on this matter., 
recommends the following procedure. The skin and soft tissues are allowed 
from one week to ten days to recover and for the swelling and oedema to subside. 
After this a closed zig-zag lengthening of the tendo Aehillis is performed to 
prevent the pull of this muscle displacing the fragments following reduction. 
A Bohler’s os calcis clamp is used to crush back the compressed bone to its 
former width as measured on the opposite heel. The heel is pulled down by 
the hand, and the arch of the foot is maintained by inverting the foot and 
everting the fore-foot while the plaster is applied. 

Forrester gives an analysis of 150 cases in winch he claims to have reduced 
the temporary disability from sixteen months to four and a half months, and 
the average ultimate specific loss from 60-80 per cent to 18 per cent. 

Fractures of the Carpal Scaphoid,—If not diagnosed and treated energetic¬ 
ally from an early date, these fractures present an important economic problem. 
The patients, though they have good functional range of movement, are unable 
to perform hard manual labour—in fact, hard work is impossible, on account 
of the pain in the wrist. When the surgeon is presented with such a case a 
year after the fracture, he is faced with a great problem in the treatment of it. 
Excision of the scaphoid gives a very unsatisfactory result, as few who lose 
this bone are relieved of the pain, and they complain of great loss of power 
in the wrist. 

Types. —-There are tlirce types met with, and it is important to determine 
which one exists, as the prognosis and treatment vary with each type : (I) A 
fracture through the middle of the body of the scaphoid, which is intracapsular. 
(2) An evulsion of the tuberosity; this is an extracapsular lesion, and will 
heal with no difficulty in from four to eight weeks. (8) A comminution of the 
body of the scaphoid. This type is rare. 

Diagnosis. —Early diagnosis is of paramount importance, as delay in starting 
treatment is one of the most common causes of non-union. Most of the eases 
complain of a sprained wrist following a fall on the outstretched hand. On 
examination there is pain over the anatomical snuff-box, and on percussion 
of the tip of the outstretched thumb. X-rays should always be taken in 
extreme ulnar deviation. 

Treatment.— 

Recent Cases .—Opinion is divided as to the best position in which to im¬ 
mobilize the wrist. It is essential first to discover if there is any displacement 
of the proximal fragment. If there is, it must be replaced by flexion of the 
wrist in adduction, when the pressure over the proximal fragment will press it 
into position. 

R. Soto-Hall and K. O. Haldeman, 4 of San Francisco, recommend that the 
wrist should be put up in a plaster cast, in a position of slight dorsiflexion (40°) 
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and In radial abduction. They point out that the thumb should also be 
included in a position of abduction, and further state that the plaster should 
come down to below the metacarpo-phalangeal joints. We question whether 
this is necessary, as it causes a too complete immobilization and leads to disuse 
atrophy. 

The Late Case, —In late eases the ends of the fractured bone must be refreshed, 
and the two fragments drilled to establish a new blood-supply. After the 
dr illin g the patient should be treated as a recent case. 

Gordon Murray, 5 of Toronto, suggests that a small tibial graft should be used 
to unite the two fragments (Plate XXV). 

References.— l Brit. Med . Jour, 1935, i, April 20, 813 ; % Brit. Jour. Surg, 1934, xxii, 
Oct., 246 ; 3 Amer. Jour. Stirg. 1934, xxv, Sept., 404 ; 4 Jour . Bone and Joint Surg. 1934, 
xvi, Oct., 822 ; 5 Brit. Jour . Surg. 1934, xxii, July, 63. 

FRAGILITAS OSSIUM TARDA. John Fraser , Ch.M ., F.R.C.S.Ed. 

Those who have made a study of congenital brittle bones recommend the 
recognition of four different types of disease in which undue liability of the 
bones to fracture forms an impressive and important part of the clinical 
history. They are: (1) The foetal type; (2) The infantile or honeycomb 
bone type ; (3) Fragilitas ossium tarda ; (4) Albers-Schonberg disease (marble 
bones). I. Fraser 1 deals with the third class, and records in a most interest¬ 
ing and impressive way the characteristic features of this important disease 
(Plates XXV1-XXV111). 

The principal points brought out are as follows. The disease is hereditary, 
being conveyed by either mother or father. It attacks both sexes with equal 
frequency and severity. The bone injuries rarely appear until after the age 
of 2 or 3 years, and their occurrence is infrequent after the age of 17 years, 
while five to twenty fractures have been recorded in single individuals during 
the period between these two ages. In addition to the bone error, two other 
features are generally encountered—blue sclerotics and deafness of the oto- 
sclerotic type. The blue scleras are so constant that this feature should be 
regarded as the predominant hereditary factor. In some instances other errors 
have been noted, such as scoliosis, a tendency to sprain readily, and an early 
arcus senilis. It is generally accepted that underlying such a variety of 
disorders there is one common factor—a disturbance of the mesoblast which 
results in a structural deficiency of the fibrous tissue. The bones of the 
extremities present certain distinctive features. The shafts are slender, though 
they rarely bend ; the cortex is thin, while the medulla is honeycombed. The 
extremities (epiphyses), in contrast with the shafts, present an expanded 
appearance, and the articular surfaces are often flattened and unduly approxi¬ 
mated, so that the joint space may appear almost like a slit. These changes 
are the result of weight-bearing moulding the ends of the imperfectly ossilied 
bones. The skull may assume an almost hydrocephalic outline, and this effect 
is probably due to the developing brain expanding the bones of an imperfectly 
ossified calvarium. 

On two occasions an opportunity arose of examining the bones by biopsy, 
and in each instance the findings were similar. The bone texture revealed 
a surprising degree of hardness and density, 44 it cut like marble ”, and yet, 
according to Professor Young, who examined the tissue microscopically, 44 the 
general architecture of the bone shows no gross abnormality apart from some 
increase of density ”, 

The origin, of the condition is therefore undecided, and the obscurity is if 
anything increased by the fact that an examination of the blood chemistry 
has yielded negative results. The conception that the condition is primarily 
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a mesoblastie one related to an inability of the connective tissue to deal with 
calcium may be correct, but much investigation is required before any precise 
idea of the various changes which ensue is gained. 

Rbptshencjs.'— Jour . Surg, 1934, xxii, Oct., 231. 

GALL “Bln ADDER ? SURGERY OF* A. Rendle Short , M.D., F.R.C.S. 

B. Lipshutz, 1 of Philadelphia, argues in favour of operation without delay, 
except for necessary preparation, in acute cholecystitis usually with calculi. 
He admits that statistics show a higher mortality for such cases than for the 
interval operation, but dwells on the impossibility of deciding which case will 
happily clear up, and which wall go on to peritonitis and other complications ; 
cholecystectomy in the early acute stage is easy. [This is an oft-recurring 
problem which we have discussed over and over again in the Medical Annual.—■ 
A. R. S.] 

M. Thorek, 2 * 3 of Chicago, calls attention to the drawbacks of ordinary chole¬ 
cystectomy with drainage ; the bed of the gall-bladder may ooze bile and 
cause biliary peritonitis, and the drain may give rise to haemorrhage, cardiac 
embarrassment, acute dilatation of the stomach, hernia, fistula, etc. [We 
think this estimate greatly exaggerated, at any rate if a soft rubber dam drain 
is used, and it is quite sufficient unless the stump of the cystic duct leaks owing 
to faulty ligature.—A. R. S.] He therefore avoids the raw gall-bladder bed, 
and does away with the necessity for drainage, by electro-coagulation of the 
entire thickness of the gall-bladder wall. The gall-bladder is aspirated, the 
cystic duct exposed, tied, and divided, the free part of the gall-bladder removed 
with diathermy scissors to avoid bleeding, and the part of the gall-bladder 
adjacent to the liver is gone over with a button electro-cautery and destroyed. 
The edges are approximated with catgut sutures, and the falciform ligament 
is sewn over the area. No drains are used. He reports 118 consecutive 
cases without a death. [The method may be useful on occasion, but we 
have our doubts about the safety of dealing with the cystic artery in this 
way.—A. R. S,] 

Professor O. B. Pribram, 4 of Berlin, recommends an oblique incision just 
above the costal margin, which he says cannot possibly give rise to an incisional 
hernia. When there is a stone lodged in the ampulla of Vater and the surgeon 
does not care to run the risk of getting it out by the retro-duodenal or trans- 
duodenal routes, it may be successfully dealt with by draining the common 
duct with the drain running downwards to the stones. Then, day by day, 
ether is injected, which is an efficient solvent (only 2 or 3 c.c. should be used). 
When by lipiodol and X rays it is demonstrated that the obstruction has been 
removed, the drain can be pushed on into the duodenum to dilate the ampulla, 
and later it is removed. Pribram had good success with this method in each 
of five cases, 

Pribram has demonstrated spasm of the sphincter of Oddi, which may be 
painful, by injecting lipiodol into a tube in the common duct, and taking a 
skiagram. During spasm, not a drop passes into the duodenum ; a milligramme 
of atropine is given intravenously, and the sphincter relaxes and bile is seen 
pouring through. 

Discomfort after cholecystectomy may be due to too much spasm, or too 
free relaxation of the sphincter. An operation is desirable which avoids on 
one hand the upset of the nervous mechanism which follows removal of the 
gall-bladder, and on the other hand the well-known poor results of cholecystos- 
tomy. It is not to be found in cholecyst-gastrostomy, which sooner or later 
leads to infection. Pribram recommends anastomosing the gall-bladder to 
the common duct, after verifying that the ampulla of Vater is patent. He has 
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done this operation many times, with very happy results ; it is contra-indicated 
when the gall-bladder is thickened and inflamed or hydropic. The special 
indication is a condition of stasis (Staimngsgalienblase). 

Von Haberer, 5 of Cologne, mentions that operations on the gall-bladder 
performed during acute attacks are much more likely to be followed ,by 
recurrence of symptoms than interval operations. He does not agree with 
Pribram that the operation of cholecystostomy ought always to be replaced 
by ‘mucoclasis’ (destruction of the mucosa with the cautery); it is a more 
severe operation for very sick patients, and in von Haberer’s experience has 
sometimes been followed by attacks of cholangitis. Mere opening of the 
gall-bladder to pick out a stone, and closing again, is liable to allow of recur¬ 
rence ; it is only to be resorted to for healthy non-infected gall-bladders, and 
particularly when stones are discovered in the course of some other operation. 
True recurrence, as opposed to false recurrence due to missed stones, is very 
rare after cholecystectomy, and in the majority of patients who are operated 
on a second time no stones are found, but cholangitis or stenosis. He greatly 
favours the T tube when the common duct is drained. It may be left 
in for months in grossly infected cases. Von Haberer does not think well 
of choiecystgastrostomy ; he prefers to anastomose the gall-bladder to the 
duodenum. 

Anastomosis between the Bile-duct and Duodenum.—F. Bernhard, 6 
of Giessen, finds that after this operation in about half the cases barium can 
be seen entering the biliary passages and distending them. After cholecyst- 
gastrostomy or cholecyst-duodenostomy this is rather less frequently seen. 
The patients in whom the barium enters are much more prone to attacks of 
pain and fever, evidently due to cholangitis, than those who remain free. 
The acidity of the gastric juice appears to be an important factor ; cholangitis 
symptoms are more frequent in the patients with achlorhydria. It is therefore 
worth while to give hydrochloric acid regularly for a long period. Cholecyst- 
duodenostomy, therefore, is an operation only to be performed when it is strictly 
necessary, as for stenosis of the common duct or of the ampulla of Vater 
complicated by disease of the gall-bladder. 

Time of Operation in Gall-bladder Cases.—H. Finsterer, 7 of Vienna, 
is in favour of operation before complications arise. He believes that in any 
particular attack the policy of ‘wait and see’ is more dangerous than that of 
early intervention. In patients past sixty, gangrene comes on quickly and 
insidiously, and the proper time to operate is under twenty-four hours. He 
contrasts his own mortality, varying with the age from 0 to 9 per cent, with 
that admitted by Anschutz in cases of a similar type from 13*6 to 42 per cent. 
Anschutz waits for a quiet interval, but in a quarter of Finsterer’s eases the 
gall-bladder was removed within twenty-four hours. He almost always does 
cholecystectomy. If diffuse peritonitis clue to leaking gall-bladder was present, 
60 per cent of his patients died. His mortality in 601 cases of gall-bladder 
surgery was 6*6 per cent. [This does not compare favourably with many 
British and American figures.—A. R. S.] 

Gall-stones in Africans.—Gall-stones are relatively infrequent in members 
of the Bantu nations. At Johannesburg, out of 1673 European post-mortems 
there were 123 eases of gall-stones in females and 111 in males ; out of 1923 
Bantu post-mortems there were 17 in females and 31 (mostly pigment stones) 
in males (I. W. Brebner 8 ). 

Cholecystitis without Stones.—W. A. Mackey 9 , of Glasgow, presents a 
study of 264 such cases treated by removal of the gall-bladder in Graham’s 
Clinic, St. Louis, over ten years, 1922-31. In accordance with general experi¬ 
ence, he found that the end-results were not nearly as good as in gall-stone 



XIX 


THE GALL-BLADDER 


Short and R. G. Raul) 




COMMON-DUCT EXPLORATION IN GALL-STONE 
SURGERY 


(LI. M. Cliite and N. AV. S wry ton) 


PLATE XXXI 


COMMON-DUCT EXPLORATION IN GALL-STONE 
SURGE R Y —continued 


(IT. M. ('LUTE a>*d N. IV. Swintox) 



Fig. B .—With traction on the gall-bladder, incisions are made in tlie 
peritoneal coat starting over the common duct anrl running up each side* 
of the gall-bladder. The cystic artery can be seen restricting complete 
extension of the cystic duct. The common duct and common hepatic 
duct are coming into view. 
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cases. The patients who have had real pain do better than those without real 
pain ; thus of 47 with a history of biliary colic 76 per cent were well or improved, 
but only 58 per cent out of 93 without biliary colic. That is to say, in 37 
per cent of the total the result is unsatisfactory. Neither symptoms, nor the 
eholecystogram, nor examination of the excised gall-bladder, give much 
information as to which patients will be cured and which will not. To warrant 
operation, there ought to be a typical history with real pain, and cholecysto- 
graphic changes should be definite. Choiesterosis of the gall-bladder does 
not appear to be a pathological condition, and removal may not relieve the 
patient’s symptoms. Probably in the patients who are unrelieved by chole¬ 
cystectomy the source of trouble lay outside the gall-bladder, and removal of 
the appendix does not seem to help. An attractive explanation is offered by 
the theory advanced by Westphal in 1928, that there are three motor elements 
in the biliary tract—the muscular wall of the gall-bladder, the sphincter at the 
gall-bladder neck, and the sphincter of Oddi at the lower end of the common 
duct, and that pain may be due to nervous inco-ordination between these even 
when the gall-bladder is normal. But according to Halpert, in many human 
subjects there is no sphincter of Oddi. 

Torsion of the Gall-bladder ( Plate XXIX). —A. Rendle Short and R. G. 
Paul 10 relate three personal cases and present a study of fifty others from the 
literature. A pre-operative diagnosis could usually be made, the grounds 
being the occurrence of acute pain and vomiting, especially in an elderly female, 
with a palpable tumour having the general characteristics of an enlarged gall¬ 
bladder, which comes up in a few hours, and may appear and disappear. In 
some cases the swelling is masked by tenderness and rigidity. Early chole¬ 
cystectomy usually saves the patient, even in octogenarians, and the operation 
is particularly eas>. 

Anaesthesia in Gall-bladder Surgery.—A paper from Buenos Aires, by 
A. J. Bengolea and C. V. Suarez, 11 deals with this subject. By blood examina¬ 
tions, and by excising a piece of liver for chemical and microscopical examina¬ 
tions, they show that during an operation on the bile-passages under ether 
anaesthesia there is a marked diminution in the glycogen content of the 
muscles, and more in that of the liver, and an increase of glucose in the 
blood. The liver cells become empty of glycogen. Under spinal anaesthesia 
with percain, the loss of liver glycogen was very small, though the muscles 
lost a good deal, 

Common-Duct Exploration.—H. M. Clute and N. W. Swinton, 12 of the 
Lahey Clinic at Boston, mention that they explore the common duct much 
more frequently than they used to do. Between 1910 and 1926, of 619 gall¬ 
bladder cases, in only 15-5 per cent was the duct opened, and in 8*4 per cent 
stones were found in it; since then the duct is explored in about 40 per cent of 
the patients, and in 15 to 20 per cent stones are found. The older surgery 
would therefore have missed a good many. Especially if the gall-bladder is 
thick and contracted, or there are small stones in the cystic duct, or the head of 
the pancreas feels thickened, ought the duct to be explored, and in one-third 
of the eases in which stones are found there is not and never has been any 
jaundice. To open the duct comfortably, one needs good quiet anaesthesia and 
a long incision. The duodenum is rolled to the left with a Beaver retractor, 
and a gauze pack placed in the foramen of Winslow. After incision of the 
peritoneum over the common duct the junction with the cystic duct is exposed 
by gauze wiping, and the cystic artery tied to free the gall-bladder (Plates XXX > 
XXXI). The duct is opened longitudinally and a uterine probe passed through, 
if it will go, into the duodenum. If stones are present they are removed #$th 
forceps till the probe passes easily. Saline fluid is then injected through 
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a rubber catheter through the duct and ampulla into the duodenum, and a 
T-tube inserted. It is left in for ten to fourteen days. If a stone is lodged 
in the ampulla and cannot be brought up, the authors prefer retro-duodenal 
to trans-duodena! extraction, in spite of the trouble with bleeding points 
likely to be experienced. 

A." W. Allen and R. H. Wallace, 13 also of Boston, use the dilators introduced 
by Bakes, of Czechoslovakia, the largest of which dilates the ampulla of Yater 
up to 14 mm. They add to the above indications for exploring the common 
duet those eases in which a second operation is necessary, or jaundice is 
present, or rigors have occurred, or no stones are found in the gall-bladder. 
They believe that dilatation in this last group prevents the recurrence of pain. 
They do not omit external drainage of the duet. 

M. M. Zinninger and H. G. McCandless, 14 of Cincinnati, believe that when 
the common duct has to be drained it is better to insert the tube through the 
stump of the cystic duct. 

Mortality.—The death-rate at Philadelphia has been reduced from 9*3 per 
cent (225 operations) in the 1922-8 period to 4-6 per cent (304 operations) in 
1928-34. [My own mortality-rate over the whole period has been about 4 per 
cent, gradually falling.—A. R. S.] The improvement is attributed to better 
pre- and post-operative treatment, in particular to the use of intravenous 
glucose, transfusion, and feeding with bile through the Jutte tube (E. L. Eliason 
and W. Erb 15 ). 

Causes of Failure.—Two New York physicians, S. Eiss and J. H. Whaley, 16 
believe that poor results after cholecystectomy are often due to the increased 
intestinal putrefaction, reduction of pancreatic secretion, and relative inability 
to digest fat which have, sometimes been demonstrated. These changes they 
consider to be due to degeneration of the liver cells. Removal of the gall¬ 
bladder does nothing to help this, but leads to dilatation of the common duct 
and the ampulla of Yater, so that bacteria easily obtain access to the biliary 
passages. If cases were seen earlier, biliary drainage would be all that would 
be necessary. R. H. Miller and M. K. Bartlett 17 relate 15 cases in which a 
secondary operation was necessary for symptoms suggesting stones left in the 
common duet, and in 13 cases stones were found. Usually the duct had been 
explored at the primary operation but the stones were somehow missed. 

Cancer of the Gall-bladder.—J. F. Erdmann, 18 of New York, states that 
as the incidence of cancer in gall-stone cases is in his experience (3000 cases) 
only 1*14 per cent, i.e., less than half his operation mortality, it is not fair, as 
some surgeons do, to secure consent from the patient for surgical treatment, 
by threatening him with the risk of on-coming cancer. There are no signs 
upon which a diagnosis of the supervention of malignancy can be based, unless 
metastases are already present. 

Cancer of the Ducts.—R. Demel, 19 of Vienna, relates a case of successful 
resection for a growth at the junction of the cystic and common ducts, with 
end-to-end anastomosis over a tube. He finds records of 23 such operations 
in the literature, whereof 9 patients died. 

References.— l Ann. of Surg. 1935, March, 902 ; 2 Jour . Amer. Med. Assoc. 1934, 
July, 169; "Arch. Phys. Therapy , 1935, April, 207 ; *Surg. Gynecol. and Obst. 1935, 
Jan., 55; 5 Zentralb. f. Ghir. 1934, Nov., 2616 ; 8 Deut. Zeits.f. Chir. 1934, Sept., 543 ■ 
7 Wien. kiln. Wock. 1935, July, 911; 8 Jour. Med. Assoc. S. Africa , 1934, Dec., 867; 
8 Brit. Jour. Surg. 1934, Oct., 274; 18 Ibid.. 301; 11 Bull, et Mem. Soc. nat. de Ghir. 
1934, Dec., 1375 ; l2 Surg. Gynecol, and Obst. 1934, Dec., 906 ; l8 Amer. Jour. Surg. 1935, 
June, 533 ; 111 Surg. Gynecol, and Obst. 1934, Nov., 781 ; 18 Ann. of Surg. 1935, Jan,, 
460: l6 Ibid., 1935, March, 921 ; 17 New Eng. Jour. Med. 1935, June, 1153; 18 Ann. 
of Surg. 1935, May. 1139 ; ld Arch.f. kiln. Ghir. 1935. March, 148. 
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GANGRENE, DIABETIC, (See also Diabetes.) 

Sir W. I. de C. Wheeler , F.U.C.S.l . 

L. S. McKittrick and T. C. Pratt 1 discuss the question of amputation in this 
condition. Close co-operation between physician and surgeon is obviously 
necessary. A death from infection is one from ill advised treatment and 
failure to realize the dangerous possibilities of a gangrenous toe in a patient 
with diabetes mellitus. Every case of diabetic gangrene is actually or poten¬ 
tially infected. Not infrequently the removal of a septic gangrenous foot is 
better treatment for a coexistent severe cardiac lesion than morphia, digitalis, 
or any other medication. 

Pre-operative Surgical Preparations.—McKittrick and Pratt urge the 
necessity for careful preparation. [In these articles over a number of years 
the Medical Annual has urged that pre-operative and post-operative care in 
all branches of surgery is more important than the actual operation.—W. I. 
de C. W.J The writers assume that the skin of all diabetics is infected by 
organisms, including those of gas gangrene. No * scrubbing ’ is done in an area 
of lymphangitis. The skin is treated with alcohol and ether and painted with 
metaphen. 

Operative Technique.—Spinal anaesthesia is used in almost every case. 
A tourniquet is not used. Flaps are avoided and are never used above the 
knee. A circular amputation ensures the best blood-supply and gives a satis¬ 
factory stump. The nerves are divided by an electric cautery. They are not 
crushed or ligatured. The fascia is sutured over the bone. All dead spaces 
are thus obliterated and the skin is approximated with a few loose interrupted 
sutures. Drainage is never employed. A guillotine amputation is usually 
performed below the knee. A tourniquet is employed. This amputation may 
be done through an area of lymphangitis or cellulitis. If the patient survives, 
amputation is performed at a higher level in two or three weeks’ time. Guillo¬ 
tine amputations above the knee are unsatisfactory and are to be avoided. 
After a Gritti-Stokes amputation or a thigh amputation the patient is allowed 
to walk on a peg-leg during the third week. After amputation through the 
lower leg walking on a peg-leg is delayed until the fourth week. Twenty per 
cent of the patients on whom amputation was performed for diabetic gangrene 
have returned within two years for amputation of the remaining leg. A number 
of patients with cardiac lesions improved considerably after the amputation 
of the second leg, presumably owing to the enforced inactivity. 

The writers of this useful and very practical paper come to the following 
conclusions :— 

“ Three hundred and ninety-six patients were operated upon for 497 separate 
lesions of the lower extremities during the eleven years ending Dec. 31, 1933, 
with a mortality of 11*4 per cent. Three hundred and twelve of these conditions 
were due to arterial deficiency, with a mortality of 14*1 per cent, whereas in 
185 eases where the arterial supply was satisfactory, the mortality was only 
7*2 per cent. The mortality following 326 major amputations is 15 per cent. 
Most of the successful toe amputations were on feet with good pulsation in the 
dorsalis pedis arteries, or with other evidence of good blood-supply. With 
32, or 56 per cent, of the 57 deaths due to infection secondary to the local 
condition, the need for early and proper operation seems evident. Excluding 
the 32 deaths due to extensive infection on admission, which resulted in pre¬ 
operative septicaemia or extensive post-operative infection, a mortality of 
5*3 per cent was obtained. This is suggested as the approximate mortality 
from unavoidable causes in tins group of bad risk patients. The mortality 
following major amputations can approximate this only when cases are seen 
earlier, and the time for and type of operation to be done is accurately selected. 
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The mortality following toe amputations ought not to exceed this by more 
than a small margin. A mortality comparable to this 4 basic ’ mortality is 
reported for the 78 cases operated upon in 1983 and for the 185 toe amputations 
reported during the past eleven years. Results following amputations at 
various levels are considered both from the immediate and late results. Amputa¬ 
tions through the lower leg healed satisfactorily in properly selected cases. 
When tills amputation has been done for gangrene, thrombosis in the popliteal 
or femoral arteries may follow and require amputation through the thigh at 
a later date. A lower leg stump adds greatly to the facility of using artificial 
limbs, but there Is no justification for the increased risk and prolonged hospital 
stay following such an operation unless the general condition of the patient 
makes subsequent use of an artificial limb probable. A Gritti-Stokes amputa¬ 
tion gives an excellent stump. It is particularly well adapted to one who must 
be on his feet for long periods of time. The operation is more hazardous than 
a supracondylar amputation and is followed by a somewhat longer hospital stay. 
The subsequent activities of diabetic patients, operated upon for gangrene, are 
sufficiently limited, so that a good supracondylar amputation will give a satis¬ 
factory functional result, and if done with a circular incision is the safest of all 
amputations. Painful stumps have not been experienced. Results following 
cauterization of the nerve and alcohol injection have been equally satisfactory. 

Late mortality and morbidity in this group is frightful. Of 188 patients 
operated upon for gangrene two or more years ago, only 64 are still alive, and 
22, or 34 per cent, of these have bilateral amputations. Bilateral amputation 
is frequently followed by relief from cardiac symptoms, and is compatible 
with a useful existence and a happy household, particularly if the patient is a 
woman. Except for a patient undei 65 years of age, a bilateral amputation 
usually means a wheel-chair existence. 

[A patient of mine, a man over seventy, with double supracondylar 
amputation for diabetic gangrene, walked about on two artificial limbs with 
the aid of crutches, followed his work as a master-builder, even going over 
half-finished buildings, and drove a ear until the new Act enforcing insurance 
stopped him, because no company would insure him!—A. R. S., Ed.] 

Reference. — l Ann, of JSury . 1934, e, Oct., 1638. 

GANGRENE OF THE SKIN, POST-OPERATIVE. {See Post-opera¬ 
tive Complications.) 

GAS GANGRENE. Sir W. I. de C. Wheeler , F.ILC.S.I. 

The incidence of gas gangrene in civil practice requires attention. The 
possibility of this infection is often forgotten until treatment is of no avail. 
The reviewer has seen wide infection of the abdominal wall with a fatal termina¬ 
tion following the removal of the appendix. The B. welchii was isolated in this 
and a few similar cases. Attention has been called (Medical Annual, 1938, 
p. 184) to gas gangrene following hypodermic injection. Early recognition of 
the infection is essential. There is usually a wound causing considerable tissue 
destruction. After a period varying from a few hours to several days suspicion 
is aroused by a rise in temperature and pulse-rate, pain out of proportion to 
the local lesion, and a swollen tender ecehvmotic area of a brownish hue is seen 
round the site of the wound. There is a pinkish foul discharge, and gas bubbles 
sometimes can be detected. In more advanced cases crepitations can be felt. 

K Eliot and E. R. Easton 1 give a review of 17 cases. They recommend the 
immediate administration of the B. welchii antitoxin when the organism is 
isolated. If more than one anaerobic organism is present, the polyvalent serum 
is indicated. Discussing amputation, these writers say that 8 cases in the 
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series recovered without amputation, but that removal of the limb is essential 
when the circulation is so impaired that the limb is no longer viable. Amputa¬ 
tion is usually indicated when the period of incubation does not exceed twenty- 
four to forty-eight hours and wdien oedema and crepitations are spreading 
towards the trunk. In the absence of amputation multiple incisions with the 
excision of necrotic muscle must be carried out. The muscle tissue is the 
culture medium for the specific bacillus. 

Compound fractures with laceration of the soft tissues are the type of injury 
followed by gas gangrene in civil practice. Instead of the guillotine amputation 
the reviewer suggests the ‘ sleeve ’ amputation in selected eases. Assuming 
there is a compound fracture near the middle of the thigh, instead of attempting 
amputation near the hip-joint a quick amputation is performed by the circular 
method through the knee-joint. The distal portion of the femur below the 
fracture is extracted by blunt dissection like a cork from a bottle. This leaves 
a long sleeve of soft tissues which are not sutured, and adequate drainage is 
provided. It is true that high division of the muscles is desirable in cases of 
gas gangrene, but high amputation of the thigh in these eases is a serious 
undertaking. It is better in selected eases to remove the leg by the form of 
amputation recommended and to place reliance on the very free drainage thus 
secured. A series of these cases was mentioned in the Medical Annual, 1925, 
p. 17. An illustrated description of the ‘sleeve’ amputation was given in 
the Medical Annual 1982, p. 22. 

Reference.— x Ann. of Burg . 1935, June, 1393. 

GAS POISONING IN WARFARE. (See Chemical Warfare and 
Civilians.) 

GASTRIC. ( See also Stomach.) 

GASTRIC ACIDITY. II. Letheby Tidy, M.D., F.R.C.P. 

Duodenal Regurgitation,—N. F. Maclagan 1 (London) has prepared a 
statistical analysis of the results of fractional test-meals with the object of 
ascertaining evidence for or against duodenal regurgitation as a normal factor 
in gastric acidity. The special theories which he had in view are stated as :— 

1, In the normal individual duodenal regurgitation occurs towards the end 
of the test-meal and is responsible for the fall of acidity which often takes place 
at this time. 

2. Hyperacidity or the ‘climbing curve’ is usually due to interference with 
pyloric relaxation, resulting in failure of duodenal regurgitation and undue 
retention of the products of digestion. 

The author accepts the presence of bile as the index of duodenal regurg¬ 
itation and does not admit regurgitation in its absence and gives his reasons 
for this assumption. He also examines specially the emptying time and the 
volume of residue at two hours. On this system he examines the evidence of 
duodenal regurgitation in test-meals of various acidities and types, and forms 
the conclusion that there is no evidence of increased duodenal regurgitation 
in the high acidities and so-called peak curves. Therefore he rejects duodenal 
regurgitation as a cause of the normal fall of acidity. He believes that the 
fall and variations of acidity are due to secretion of an alkaline fluid by the 
pyloric mucous membrane. 

[It will be observed that this survey only deals with the question of whether 
there is evidence of more duodenal regurgitation in high acidities than in the low 
ones, and does not exclude the possibility of important duodenal regurgitation 
occurring in all types. It also accepts bile as the standard index of regurgitation. 
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At the same time the survey directs further attention to the possibility of an 
alkaline secretion from the pyloric mucous membrane, a point which is now r 
becoming of increasing importance.—H. L. T.] 

Normal Acidity in Histamine Test-meals.—F. P. Lee Lander and N, F. 
Maelagan 2 have examined the gastric juice in 100 normal medical students 
after injection of histamine. They used a hypodermic injection of histamine 
0-75 mgrm., closely agreeing with the usually accepted figure of 0T mgrm. 
per 10 kilo. The gastric juice was removed every ten minutes. The free acid 
is recorded as c.c. N/10 acid per cent. The maximum acidity and volume were 
usually found in the thirty or forty minutes period, but might occur at any time 
from ten to fifty minutes. The mean highest acidity was 110 c.c. with a stan¬ 
dard deviation of 30. Among other points recorded it may be noted that there 
was only one case of achlorhydria, and only four cases gave an acidity below 55. 

Three cases out of the 100 had shown achlorhydria with a gruel fractional 
test-meal on a previous occasion, but with histamine their output of acid was 
not much below the average. The mean volume of gastric juice was 200 c.e. 
per hour, with a standard deviation of 50. In 20 of the 100 students there was 
a history of dyspepsia in the parents. These students showed an acidity only 
slightly above the normal, but the volume of gastric juice was markedly 
increased, the mean being 230 c.c. per hour compared with 192 c.c. for the 
remaining 80 students. The author emphasizes that histamine may cause 
dangerous degrees of collapse in persons with low blood-pressure. 

F. A. L. Mathewson 3 (Winnipeg) has tested a series of 20 cases giving achlor¬ 
hydria with the ordinary Ewald’s test-meal with histamine injections of 0-25 
and 0-5 mgrm. He finds that the dosage 0*25 is too small, but that the dose 
0*5 mgrm. was sufficient to test the presence of true achlorhydria. 

References. — l Quart . Jour. Med. 1934, xxvii, July, 321 ; 2 Lancet , 1934, Dee. 1,1210; 
z Ganad. Med . Assoc. Jour. 1935, xxxii, Jan., 59. 

GASTRIC AND DUODENAL ULCER. H. Letheby Tidy, M.D., F.B.C.P. 

Results of Medical and Surgical Treatment.—E. S. Emery and R. T. 
Monroe 1 (Boston) have produced a careful and extensive study of peptic 
ulcer based on a survey of 1435 cases treated in the Peter Bent Brigham 
Hospital. Of these cases, 1167 were duodenal, 215 gastric, and 53 both 
gastric and duodenal. In this series 161 died, but only 87 (6 per cent) died 
from ulcer. Haemorrhage was the cause of death in 20, perforation in 28, 
obstruction in 4, and associated diseases and complications in 35. 


Table I .— General Summary of the Results of Treatment of 1435 
Patients with Peptic Ulcer.* 



Final results 
on All the 
Patients 

Results of 
Surgical 
Treatments 

Results of 
Medical 
Treatments 

Results on 
UNTREATED 

Patients 


1 No. of 

! Per- 1 

No. of 

Per- 

' ' No. of 1 

Per- 

No. of 

Per- 


Patients centage | 

Patients 

centage 

Patients! 

centage 

Patients 

centage 

No symptoms 

221 

17-5 

91 

19-0 

149 ! 

13*7 

30 

23*8 

Very few symptoms 

411 

32* 6 

93 

19-3 

397 i 

36*5 

11 

8*7 

Definite improvement 

389 j 

30*9 

119 

24-8 

335 j 

30*8 

20 

15*8 

Improvement 

65 

5T 

39 

8-1 

69 

6*3 

5 

3*9 

No improvement .. 

172 ! 

13-6 

138 

28-7 

135 : 

12*5 

60 

47*6 

Totals 

No follow-up 

1258 ; 

177 i 


480 

; 

1085 ; 


126 



f The final status of the 1258 patients that were followed Is shown in the first column. In the other 
columns are grouped the results of the main classes of treatment. 
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The general summary of the results of treatment is shown in Table I. The 
untreated patients were those in whom the lesion was seen at autopsy or in 
life during the course of investigation for other conditions. Many patients 
had more than one operation or several different medical treatments, which 
accounts for an apparent discrepancy in the total numbers. A comparison 
of the results of medical and surgical treatment showed that operation gave 
a higher percentage of continuous relief, but the surgical failures were more 
than double the medical failures and the proportion of satisfactory results 
was distinctly lower. 


Table II .— Reasons for Failure in 1085 Cases of Medical Treatment and 
480 Case of Surgical Treatment. 



Medical 

Surgical 

NO 


Treatment 

Treatment 

Treatment 


No. of 

Per- 

No. of 

Per- 

No. of 

Per- 


Patients 

centage 

Patients 

centage 

Patients 

centage 

Pain 

38 6 

35*5 

197 

41-0 

52 

41*4 

Haemorrhage 

88 

8*1 

73 

15-2 

19 

15*0 

Obstruction 

52 

4*8 

42 

8-7 

12 

9*5 

Hypersecretion 

73 

6-7 

42 

8-7 

5 

3*9 

Perforation 

12 

M 

8 

1-7 

24 

19*1 

Hour-glass contracture 

7 

0*6 

7 

' 1-4 

4 

3*1 

Jejunal ulcer .. 

0 

—• 

47 

9-7 

0 

— 


The reason for failure of treatment is showm in Table II. The authors 
emphasize that surgical intervention in general was less successful than medical 
treatment in warding off pain, haemorrhage, obstruction, perforation, and 
hour-glass contraction. Jejunal ulcers followed 11*3 per cent of gastro¬ 
enterostomies, 12 per cent of gastro-enterostomies with resection, 23 per cent 
of those w T ith excision of the ulcer, and 16 per cent of those with transection 
of the pylorus. 

Table III .— Results of 426 Medical and 90 Surgical Treatments in 
Patients with Peptic Ulcer Without Complications. 


RESULTS 

medical Oases 

j surgical Oases 


No. of 

Per- 

No. of 

Per- 


Oases 

centage 

Cases 

centage 

No symptoms .. 

86 

20*1 

24 

26*4 

Very few symptoms .. 

184 

43*1 

18 

20*0 

Definitely improved .. 

112 

26*3 

22 

24*4 

Improved 

15 

3*5 

10 

11*1 

Unimproved 

29 

6*8 

16 

17*7 


The apparently unfavourable statistical results of surgical treatment is partly 
due to the inclusion of all cases of perforation and obstruction and cases with 
severe complications. In Table III are given the results of surgical and medical 
treatment in patients without complications, thus eliminating this factor. 

In Table IV is given a survey of the results of individual types of treatment. 
It is noted that all the medical measures gave better results than the surgical. 

The best results were obtained by complete or partial Sippy treatment; 
The authors are opposed to excision of the antrum on the grounds that it 
removes a part of the stomach which has an alkaline secretion, and they consider 
that these patients prove most refractory to subsequent medical treatment. 
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Table IV. — Results of 1505 Therapeutic Measures in 1,258 Patients with 

Peptic Ulcer. 


Type up Treatment 

NUMBER 
01? 

Oases 

Per- 

: C'ENTAGE 

; ran No 
j Symptoms 

PER¬ 

CENTAGE 

WITH 

Very Pew 
Symptoms 

Per¬ 

centage 

Defi¬ 

nitely 

Improved 

Per¬ 

centage 

IMPROVED 

Per¬ 

centage 

Unim¬ 

proved 

Five meals, alkaline powders 

938 

i 13-1 

36*7 

30*3 

6*4 

13*3 

Partial Sippy treatment 

89 

13*4 

38*2 

33*5 

6*7 

7*8 

Complete Sippy treatment 

58 

: 25-0 

31*0 

34*4 

5*1 

5*1 

G astro-enterostomy .. 

238 

22-6 

18*9 

24*7 

6*2 

27*3 

Gastro-enterostomy with exci¬ 
sion of nicer 

34 

23-5 

; 20*6 

23*5 J 

11*8 

20*6 

Gastro-enterostomy with re¬ 
section of stomach 

; 58 

; 13-8 

24*1 

15*5 

5*1 

41*3 

Gastro-enterostomy with divi¬ 
sion of pylorus 

1 31 

, 10*1 

12-9 

29-3 

3*2 

38*7 

Pyloroplasty (Finney) 

43 

: 20-9 

23*3 

25*5 

11*7 

1 18*6 

Pyloroplasty (Heineke-Miku¬ 
licz) 

i 11 

9*0 i 

18*1 

36*3 

9-0 

1 27*2 

Simple excision 

, 50 

8*9 j 

17*8 

28*5 

16*2 

1 28*5 

Sleeve resection 

: 9 

11-1 

11*1 

33*3 

11*1 

33*3 * 


In the treatment of uncomplicated peptic ulcer the authors adhere as closely 
as possible to Sippy’s routine. Belladonna is regarded as occasionally valuable 
with patients with intestinal distress. Mucin has been discarded. A definite 
distinction is drawn between obstruction and retention, the latter being due to 
transient causes such as apprehension over the examination, or oedema about 
an ulcer, and yielding to treatment. The authors find that a certain number of 
patients who bleed frequently on medical treatment cease to bleed after opera¬ 
tion, and therefore regard recurrent haemorrhage as an indication for surgery. 

The authors emphasize that the tendency to recurrences will always persist 
whatever may be the form of treatment adopted. 

The Histidine Treatment of Peptic Ulcer.—This method has recently 
received considerable attention, and good results are recorded, but it would be 
premature to consider that it should supersede the more established methods. 

E. Bulmer 3 (Birmingham) contributes a report of 52 eases treated by 
histidine injections. The report is of special interest as the cases were all 
treated in an out-patient department and as far as possible no other treatment 
was given. In all but one patient X-ray control was available, radiography 
being earned out before treatment, immediately after its termination, and at 
intervals subsequently. Treatment consisted of the daily intramuscular 
injection for three weeks of 5 c.c. of a 4 per cent solution of histidine. No local 
or general reactions were observed. The treatment began in February, 1984, 
and the results were recorded in December of that year. The immediate 
results of the histidine treatment were : (1) 58 per cent of symptomatic cures 
with disappearance of the abnormal radiographic findings; (2) 19 per cent 
of symptomatic cures with persistence of some radiological abnormality; 
(8) 23 per cent of failures. 

Hsematemesis in Peptic Ulcer.—The reviewer last year remarked that 
the subject of hsematemesis had continued to attract a good deal of attention, 
and this has certainly not been less in the last twelve months. The question 
of hsematemesis in peptic ulcer is becoming clarified as certain extraneous 
features are being cleared away. In the past it was customary to include in 
discussions on hsematemesis all causes of bleeding from the stomach, such as 
cirrhosis of the liver and splenic anaemia. Further, the statistics of hsematemesis 
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in peptic ulcer until the last two or three years have always included in one 
mass all degrees of severity from the most serious to the numerous trivial 
degrees of bleeding. In this way the mortality from hsematemesis worked 
out at a very low figure and gave the general impression that haematemesis was 
not a serious matter in gastric and duodenal ulcers. This was the view taken 
as lately as 1924 in discussions at the Royal Society of Medicine on the treat¬ 
ment of severe gastric and duodenal haemorrhage. Buhner’s statistics from 
Birmingham (see Medical Annual, 1929, p. 210) gave a mortality of 10 per cent 
in haematemesis in peptic ulcer, a figure which could no longer be regarded as 
negligible. Buhner’s later figures (see Medical Annual, 1934, p. 207) gave 
a similar result. 

W. E. Chiesman (see Medical Annual, 1984, p. 207) found a mortality of 
25 per cent for cases admitted to St. Thomas’s Hospital specifically for haemor¬ 
rhage proved to he due to peptic ulcer. Chiesman’s statistics were intended 
to ascertain the mortality in serious cases as opposed to trivial bleeding, a 
new aspect of haematemesis. 

R. S. Aitken (see Medical Annual, 1935, p. 1G8) carried the differentiation 
a step further in a study of 255 cases admitted to the London Hospital. The 
mortality of all cases was 11 per cent, agreeing with the figures of Buhner. 
But he separated a group of severe eases in which the mortality approached 
1 in 3, while in the remaining cases it was almost negligible. 

T. A. Lloyd Davies and R. W. Nevin 3 (London) have further emphasized 
the existence of a special group of severe grades of haematemesis. They 
analysed cases admitted to St. Thomas’s Hospital during the years 1924-33 
on account of significant haematemesis or gross mclaena occurring within 
fourteen days before admission and also cases which developed significant 
haematemesis or gross melaena while in hospital. They divided these cases 
into two groups according to their condition on admission to hospital or imme¬ 
diately after the haemorrhage as follows :— 

Group 1, Severe. —Cases whose clinical condition would lead one to suppose 
that the haemorrhage was severe or those in which the examination of the 
blood Showed the haemoglobin to be below 20 per cent. 

Group 2, Moderate. —The cases whose clinical condition was not grave or in 
which the haemoglobin was above 20 per cent. 

This classification excludes numerous cases of trivial haematemesis. The 
total number of cases was 891 ; 153 fell into the severe group, and, of these, 
69 died, giving a mortality of 45 per cent. Of the remaining 238 in the moderate 
group there were 15 deaths, giving a mortality of 6*3 per cent. These statistics 
show clearly that a group of severe cases exists in which the mortality is high, 
whilst outside tills group the mortality falls to a low figure at once. 

H. L. Tidy 4 also emphasized the existence and importance of this group. 
The group is not difficult to recognize clinically, although a satisfactory definition 
is not easy. With the recognition of such a group the question arises as to 
the best form of treatment, but at present there are no records which assist 
in a decision. It may be accepted that blood transfusion and even repeated 
or continuous blood transfusion is generally desirable. As to surgery, operation 
is only likely to be successful if the bleeding point can be found and dealt with. 
The operative risk is necessarily extremely high. The difficulty at present 
is that it is impossible to predict which cases will die and which will live, and 
further which cases will continue to bleed, a recurrence of haemorrhage in an 
already exsanguinated patient being practically a death warrant. The question 
will no doubt receive further consideration in the future. 

References. — l Arch. of Internal Med , 1935, lv, Feb., 271; 2 Lancet , 1934, ii. Dee. 8, 
1270; ''Brit. Med. Jour. 1934, ii, Nov. 10, 858 ; * Lancet , 1934, ii, Deo. 15, 1365. 
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GASTRIC AND BUOBEMAL ULCER, SURGERY OF. 

A. liendle Short , M.D^ F.R.C.S. 

Ulcer of the Greater Curvature.—This is quite rare, but W. B. Hastings, 1 
of Chicago, reports two eases. The X-ray appearance suggested carcinoma. 
Both patients did well after gastrectomy by the Polya technique. 

Gastrojejunostomy.—R. W. McNealy and M. E. Lichtenstein 2 contribute 
a very interesting historical resume of the evolution of this operation, beginning 
with Wolfler’s successful case in Billroth's clinic in Vienna in 1881 ; Wolfler 
acted on the suggestion made by Nicoladoni, who was standing by. The next 
case, Billroth’s, four days later, died of vicious-circle vomiting. The authors 
emphasize that the anastomosis should be on the posterior wall of the stomach 
running right down to the greater curvature, and that it should lie to the left 
of the vertebral column to avoid pressure between it and the abdominal wall. 

A method of performing an anterior gastrojejunostomy by a no-loop technique 
is described by C. E. Rees, 3 of California. It may be useful when the posterior 
operation is impossible. The writer has apparently followed it only in one 
case. The anterior wall of the stomach is brought down through a rent in the 
gastrocolic omentum and transverse mesocolon to meet the jejunum. 

Pyloroplasty.—At the Mayo Clinic, more than half their eases of duodenal 
ulcer are treated by excision of the ulcer and part of the pyloric sphincter, sewing 
up as a gastroduodenostoiny. The end-results are favourable in 85 to 90 per 
cent of the patients (E. Starr Judd and J. R. Phillips 4 ). This operation has 
a definite advantage over gastrojejunostomy, especially in young persons of 
a nervous temperament, in that it is never followed by jejunal ulceration. It 
is only feasible if the ulcer is accessible and the duodenum not too fixed. 
Another indication is in cases with recurrent haematemesis ; a first bleeding 
should always be treated medically. One often finds, if operation is performed 
during the course of a haemorrhage, that no actual ulcer is present, but merely 
a red thickened patch of duodenitis. A third indication for this variety of 
pyloroplasty is when duodenal ulcer treated by gastro-enterostomy is followed 
by jejunal ulcer : the gastro-enterostomy is undone, and the old duodenal ulcer 
together with part of the pyloric ring excised, provided of course that the 
duodenum is sufficiently mobile. 

Poor Results after Gastro-enterostomy.—R. S. Allison, W. H. Patterson, 
and B. M. Maxwell, 5 of Belfast, relate five cases of achlorhydric anaemia following 
the operation. They all rapidly improved w r hen treated with iron preparations. 

Japanese experience of gastrojejunostomy is put on record in a paper by 
K. Ishihara, 6 of Tokio. His series is small, only 52 cases, of which 3 died. Of 30 
followed up, only 8 were really satisfactory, and 17 either relapsed or suffered 
reduction of ability to work. This corresponds more with Central European 
than with British experience. 

F. Rahboni, 7 reporting from N. Leotta’s Clinic at Palermo, supports Leotta’s 
thesis that peptic ulcer is only part of a right-sided abdominal syndrome in which 
appendicitis, the peritoneum, and the 'liver and pancreas usually play a part. 
It is not enough to deal with the ulcer; the appendix must be removed, and 
any adhesions divided, especially those about the ascending colon. If this 
is done, wedge-shaped excision and gastrojejunostomy are sufficient for gastric 
ulcers and local excision or gastrojejunostomy for duodenal ulcers. 

Partial Gastrectomy.—W. H. Ogilvie, 8 believing that this operation is 
destined largely to replace gastrojejunostomy, writes of some improvements 
in the technique, aiming at lower mortality and the avoidance of post-operative 
vomiting, recurrent ulceration, and anaemia. General anaesthetics are too 
toxic, and high spinal anaesthesia too uncertain, but local infiltration of the 
abdominal wall, with splanchnic anaesthesia through the lesser omentum, 
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preceded by J gr. of omnopon one hour before operation, and £ gr. of morphine 
with il; t gr. of atropine half an hour before, is entirely satisfactory. In a few 
eases gas-oxygen may need to be added. Shock is done away with, and time 
saved by the good relaxation and freedom from haemorrhage. A median 
incision gives the best access. The great omentum must not be left deprived 
of its blood-supply (Fig. 22) by tying both ends of the gastw-eplploic arteries ; 
it is better to remove it altogether by separating it of! the transverse colon. 
When the operation is for gastric or duodenal ulcer, it is better to leave the 
pyloric antrum behind ,* this is easier to close than the duodenum, and makes 
it possible to leave the blood-supply of the omentum undisturbed. A duodenal 





Fig. 2 i.—Coustruction of the stoma in the Finsterer non-return gastrectomy. 


COMMON BILE DUCT 



Fig. 25.-—Diagram of gastrectomy for ulcer, to show maximum alkali conservation, 
and protection of the afferent loop against regurgitation. 

ulcer, left behind, will heal well and safely. When operating for cancer, at 
least 7 f in. of duodenum should be removed. To the left, the gastrectomy should 
go high, removing at least three-quarters of the stomach to get rid of the 
acid-producing glands (Fig. 23). The coronary artery ought to be ligatured 
and divided close to its origin from the coeliac axis, to allow the stump of 
stomach to swing down without being tethered. The anastomosis should be 
of the posterior Polya type, but to avoid post-operative vomiting and, later, dis¬ 
tension after meals, the Finsterer spur should be introduced (Figs. 24, 25). This 
is made by closing the upper part of the cut end of the stomach before attacking 
the jejunum. The proximal part of the jejunal loop is sewn to the closed end 
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of stomach ; the distal part to the stoma. Ogilvie uses a Pefcz sewing clamp 
for the suturing (Fig. 20). Fluids administered during the operation are not 
necessary and make for post-operative shock; when the patient is back in bed 
they are better given by the mouth and by the rectum than in unnatural ways, 
H. M. Richter, 9 of Chicago, also speaks in favour of the Finsterer spur. 



Fig. 20.—The Tried rich-Petz sewing clamp. 


Instead of gastrojejunostomy or the Polya gastrectomy, F. G. Connell, 10 
of Oshkosh, recommends partial fundusectomy, a large wedge being resected 
from the greater curvature. [The cases treated were few, and results not 
impressive.—A. R. S.] 

Results of Gastrectomy for Ulcer .—M. Friedemann, 11 of Bochum, reports on 
the condition of 860 persons ten to seventeen years after operation in 
that Clinic : 


Of 207 oases, Billroth I method 
Of 153 cases, Billroth II method 


/ 192 (92-8 per cent) good result 
{ 15 ( 7-2) per cent) poor result 
144 (94-3 per cent) good result 
9 ( 5*7 per cent) poor result 


Duodenal Ulcer.—E. L. Farquharson, 12 basing his conclusions on a follow-up 
of a series of cases treated medically and surgically at Edinburgh, regards the 
results as disappointing, especially in the patients giving a long history. Of 
the 200 medical cases, 15 per cent were cured and 45 per cent greatly improved. 
Of the 200 patients treated by gastrojejunostomy, 48 per cent were cured and 
25 per cent greatly improved. The ‘derelicts’ were about equally divided 
between medical and surgical. Gastroduodenostomy gave a smaller proportion 
(28 per cent) of ‘very good’ results. , ; 
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Angelo Chiasserini, 13 working first at Venice and later at Rome, makes use 
of gastroduodenal resection as his usual operative treatment for duodenal ulcer. 
He believes that if the death-rate can be reduced to reasonable proportions 
it gives much the best results in the long run. Spinal anesthesia has been 
employed as a rule. The main difficulty is found in mobilizing the duodenum 
beyond the ulcer. Seven of his 75 cases died in hospital (9*4 per cent). The 
late results are not known, but he believes that they are good. [This publica¬ 
tion is valuable as pioneer work in Italy, but the death-rate is, of course, far 
higher than after gastrojejunostomy, and it remains to be proved that the 
failures will be fewer.—A. R. S.] 

Professor H. Finsterer. 14 of Vienna, returns to his advocacy of resection 
for exclusion (R. zur A.) for irremovable duodenal ulcer, stressing the import¬ 
ance of removing two-thirds of the stomach, and making the spur described 
above to prevent regurgitation of food into the duodenum. The pylorus may 
or may not be resected ; if it is difficult it is left behind. His mortality is no 
higher than that for gastro-enterostomy. F. Hollenbach, 15 of Hamburg, writes 
to much the same effect. 

Hsmorrliage from Ulcer.—Massive haemorrhage from the duodenum 
is usually due either to a posterior ulcer or to duodenitis, according to J. J. 
Westermann, 10 of New York. Reporting on 50 such cases, he finds that 
repeated blood transfusions often fail to check the bleeding. He is in favour 
of immediate operation if the patient is not too ill; 26 of the patients were 
treated surgically, and often more than one operation was performed, for a 
recurrence at a later date. Some were treated by gastrojejunostomy, others 
by gastrectomy ; returns of haemorrhage invariably took place after the former, 
but not after the latter (the eases were few). Only 7 of the cases treated 
surgically died. 

Another study, 87 cases, is presented by J. W. Hinton, 17 also of New York. 
If the bleeding takes place whilst the patient is on medical treatment, he advises 
operation as soon as the general condition warrants it. If an operation has 
already been performed either for ulcer or for haemorrhage, it is useless to open 
the abdomen again. Of patients who bled without any warning in the way 
of previous pain or vomiting suggesting the pressure of an ulcer, at least half 
died, hut if they recovered none of them bled again. They were treated 
medically. The most frequent eases are those which have had well-marked 
symptoms of ulcer but received no proper treatment for it. Some of them 
were treated surgically (17 cases, 4 deaths), and 21 medically; none of these 
had any further haemorrhage. Operation is therefore not indicated unless 
they bleed again ; probably they will not if they have adequate medical 
treatment. 

French surgeons are very much interested in this problem, and Xavier 
Delore and F. Thiers, 18 of Lyons, present their experience. They begin by 
saying that the question of treatment “ passionne a juste titre les medicins et 
les chirurgiens ”, They quote a successful case in which a posterior duodenal 
ulcer was the source of the bleeding; they tied the gastroduodenal artery 
first, and then performed a rapid gastropylorectomy. If one waits for medical 
treatment to be tried and perhaps fail, the patient will probably be in extremis, 
and the results deplorable. If the * esser curvature, it ought 

to be resected by gastropylorectomy. duodenal ulcer the choice lies 

between gastrojejunostomy, resection for exclusion, and gastroduodenectomy, 
the last being the most reliable. , ^ 

Perforated Ulcer,—J. Calvet, 19 of Paris, comments on the grouping of 
cases into certain months of the year, and the heavy risks in the aged due to the 
relative quietness of onset of symptoms. The best treatment is the simplest* 
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merely closing the ulcer and leaving any further operation to a later date. 
Drainage is useless. Of 48 cases, 12 died. 

H. Angerer, 20 of Innsbruck, speaks in favour of resection for perforated ulcer, 
and has had a death-rate of only 14 per cent in 92 cases. Older patients do 
badly. 

Gastrojejunal Ulcer.—A collective inquiry by members of the British 
Association of Surgeons as to the frequency with which this complication follows 
gastrojejunostomy has been analysed by Garnett Wright. 21 The patients 
operated on by a large number of surgeons over a period of five years, or in 
another series ten years, were written to or interviewed. The analysis 
shows:— 


Amongst 2051 traced cases of duodenal ulcer— 
There were 85 proved gastrojejunal ulcers 
There were 176 proved -{- suspected cases 

Amongst 1382 traced oases of gastric ulcer— 
There were 32 proved gastrojejunal ulcers 
There were 62 proved + suspected cases 


= 4*14 per cent. 
= 8-63 per cent. 

= 2*32 per cent. 
= 4*48 per cent. 


No patient who had been operated on for carcinoma developed an ulcer. 
Partial gastrectomy for ulcer by the Polya method, 1107 cases, was only twice 
followed by proved gastrojejunal ulcer, to which must be added 4 more 
suspected. Amongst cases treated by the Billroth I gastrectomy the ulcer-rate 
was heavy, 10 suspected and 1 proved out of 149 traced. Garnett Wright 
expresses surprise that gastrojejunal ulcer followed posterior gastro-enterostomy 
more frequently (10-45 per cent) when performed for gastric ulcer than for 
duodenal (8-49 per cent), and believes that many pyloric ulcers were classed 
as gastric that were really duodenal. Anterior gastrojejunostomy for duodenal 
ulcer carried a slightly higher risk than posterior, and when combined with 
entero-anastomosis (25 cases traced, 7 had ulcers) was thoroughly dangerous. 
Gastro-enterostomy done at the same time that a perforation was closed was 
more liable to be followed by ulcer than when done deliberately. 

The age, sex, and symptoms are analysed, but present nothing which departs 
from the text-book picture. Barium skiagraphy gave a positive finding in 
184 cases, negative or doubtful in 95. The date of onset of symptoms was 
often late ; in a quarter of the cases it was over three years. No special error 
in technique of the first operation can be separated out for blame. Hyper- 
chlorhydria was by no means always demonstrated ; in a few cases there was 
low normal acidity or even achlorhydria. In 51 cases the gastrojejunal ulcer 
perforated acutely ; in 40 there was a gastro-jejuno-colie fistula, and In 21 a 
leak into the mesocolon. 

Turning to an analysis of treatment of proved cases, it is found that local 
excision usually failed to give relief. Undoing the anastomosis, with or 
without some form of pyloroplasty, carried a death-rate above 10 per cent, 
and only 20 per cent were cured. Nor was making a new gastro-enterostomy 
either safe or satisfactory. Gastrectomy by the anterior or posterior Polya 
method earned a mortality of 15 (anterior) to 20 (posterior) per cent, but 
it offers a 00 per cent chance of a cure, the posterior Polya cases doing 
rather better, Garnett Wright says that the table of results of operation for 
gastrojejunal ulcer “is a truly saddening experience, and one which reveals 
the complication as a black spot in : sdfgery No fewer than 76 (16 per cent 
of 456 cases) required yet another operation, and 85 died from the operation, 
or later. Of the 76 mentioned, 18 died of the further operation, and 10 were 
unrelieved, but 80 obtained at last a good result. There were 40 cases of 
gastro-jejuno-colic fistula. Of these, 14 died sooner or later after operation ,* 
11 eventually got a good result, the best treatment being separation of the 
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fistula and restoration of a norma! alimentary canal. A temporary double- 
ended colostomy may reduce this big surgical procedure to simpler dimensions. 
[It seems ungracious to question the value of so laborious and painstaking an 
inquiry, but I believe the incidence of gastrojejunal ulcer, as shown in this 
report, is misleadingly high. British surgeons who specialize in gastric 
surgery, and have always followed up their patients systematically, agree to 
quote figures about 2 to 4 per cent, and my own are not higher. The Association 
of Surgeons’ Report suffers from a large proportion of untraced eases ; of 
patients with duodenal ulcer treated by gastro-enterostomy, only 1730 out of 
2734 were followed up. Experience suggests that, whatever the ailment, the 
unsatisfactory cases come back to us, at any rate in the provinces ; the satisfied 
patients often disappear from sight after a few years.—A. R. S.] 

A. J. Walton 22 says that the Follow-up Department of the London Hospital, 
which was started in 1919, can scarcely have missed any gastro jejunal ulcers 
that occurred, and after 1859 gastric operations performed by himself, all of 
them traced , only 31 got a secondary ulcer ( 1*6 per cent). These go back to 
1913. Unabsorbable suture-material may have a slight influence in determining 
the formation of an ulcer; the use of clamps has more. Accurate apposition 
is probably a significant factor. Clinically, there are two definite types of 
symptoms, those that start with pain, and those that start with haemorrhage. 
If surgical treatment is required, and as a rule it is, local excision is futile. 
Of undoing the anastomosis Walton has no experience. Partial gastrectomy 
was performed for 61 eases, of whom 16 died, but of the survivors only one had 
a recurrence. 

B. C. Balfour , 23 of the Mayo Clinic, maintains that disconnection of the 
anastomosis will always cure the jejunal ulcer. The ulcer may be so small 
and soft that it cannot be palpated ; if haemorrhage has followed gastrojejuno¬ 
stomy, the anastomosis should be undone even if nothing can be felt. But 
there remains the problem of the primary condition, usually a duodenal ulcer, 
and if that is still present, a gastric resection is necessary, with or without 
resection of the first part of the duodenum, finishing by the Billroth I or 
Billroth II method of suturing. If the duodenal ulcer is accessible, and the 
duodenum mobile enough, it may be resected locally along with part of the 
pyloric sphincter. The most difficult cases of all are those where jejunal 
ulcer follows one or more resection operations ; the best procedure then is 
to avoid the jejunum altogether, and join the stomach to the first or second 
part of the duodenum. 

J. W. Hinton and R. E. Church , 24 of New York, put the percentage of jejunal 
ulcer after gastro-enterostomy as high as 16*4 (13 ulcers after 79 operations), 
and believe that many are missed because not followed long enough. At least 
a ten-year follow-up is necessary, and the patient must be seen and X-rayed 
at frequent intervals. Jejunal ulcers, like peptic, show the phenomenon called 
‘periodicity’—alternations of well and ill. The milder cases do well on, 
medical treatment. ' W 

R. R. Graham and F. I. Lems , 26 of Toronto, write to much the same effect 
about the higher incidence in the longer follow-up. , ■ " ,, 77 :, ^ 

References. — l Ann. of Surg. 1935, March, 844 ; z Surg. Gynecol and Gbst. 1935, May, 
1003 ; s Ibid. June, 1125; *Ann. of Surg. 1934, July, 196; 5 Ulster Med* Jour* 1934, 
Jan., 53 ; 9 Arch, f* Min . Chir. 1935, April, 664 ; 7 Zentralb. /. Ohir. 1935, June, 1518 ; 
*Brit. Med. Jour. 1935, March, 457 ; ®Surg. Gynecol and Obst, 1934, Sept., 337 ; 10 Ibid 
Nov., 786; ll Zentralb. f. Chir. 1935, June, 1456 ; Med . Jour. 1935, Jan., 144 ; 

13 Ann. of Surg. 1934, July, 172 ; “Zentralb. f. Chir. 1934, July, 1634 ; 

1509 ; 1 6 Ann. of Surg * 1935, June, 1377 ; l7 Ibid. March, 856 ; 1& Presse med. J935; ,,: Feb., 
203 ; m Ihid. Jan., 22 ; m Arch. f. Min , Chir . 1935, Feb., 578 ; n Brit. Jour . Surg. 1935 , 
Jan., 433 ; rl Ibid. 1934, July, 33 iJ*&<rwr. Jour. Surg. 1935, May, 439 ;, u Surg. Gynecol, 
and Obst. 1935, Jan., 65; 2B Jour. Amer. Med. Assoc. 1935, Feb., 36,6. 
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GASTRITIS. H. Letheby Tidy , M.D., E.KC.P. 

The importance of the condition of the mucous membrane of the stomach 
has been brought to the fore in the last few years. Interest in its condition 
was greatly stimulated by the discovery of the etiology of pernicious anaemia 
and the primary part played by the stomach, and the question of the relation¬ 
ship of gastritis to ulcer and carcinoma has also obtained great prominence 
in recent years. 

Knud Faber has always upheld its importance and has made valuable 
contributions to our knowledge of the pathology of the condition. More 
recently the question has been brought to the front by the observations of 
Konjetzny on parts of stomachs removed by operation for peptic ulcer. 
Konjetzny believes that gastritis precedes and is a necessary antecedent to 
the development of gastric ulcer. This view has also been accepted by Hurst. 
Efforts have recently been made to increase our knowledge of the condition 
of the mucous membrane of the stomach during life. The radiologists have 
attempted to do so by various so-called ‘relief’ methods in which small amounts 
of barium are used, the abdomen is compressed, and an outline of the rugae 
stands out in relief. 

Gastroscopy has now been made practicable by the introduction of the 
Wolf-Schindler flexible gastroscope. Various studies of the stomach and colon 
are now appearing. E. B. Benedict 1 (Boston) gives an account of the changes 
which may be observed with the gastroscope in chronic gastritis. The mucous 
membrane may be either hypertrophic or atrophic, but both types may occur 
in varying degrees in the same stomach. Classification according to these 
terms is not always possible. In the hypertrophic type the colour of the 
mucous membrane is a more intense red than normal. The rugae tend to be 
large and tortuous with reddening of their surfaces, and glairy mucus may be 
prominent. A pseudo-polypoid appearance occasionally may be seen between 
the rugae. In the atrophic form the normal folds are partially or completely 
flattened out so that the mucosa presents a smooth surface. When inflamed 
there is marked reddening and often thickening of the mucous membrane, but 
in advanced atrophy and pernicious anaemia the surface is pale and thin and 
the arterioles stand out very dearly. In the normal stomach and in hyper¬ 
trophic gastritis, owing probably to the thickness of the mucosa, blood-vessels 
are not visible. Erosions may occur either with atrophic or hypertrophic 
changes. They are small surface defects in the mucous membrane which may 
or may not be actively bleeding at the time of observation. 

Beference .—- l New Eng. Jour . Med. 1935, ccxii, March 14, 468. 

GLAUCOMA. Sir Stewart Duke-Elder, M.D., F.R.C.S. 

While it certainly is the case that most cases of glaucoma will sooner or later 
require surgical intervention, and although more harm is done'by delaying 
surgery than by operations improperly performed, the medical treatment of 
glaucoma is important and of more than usual interest, for there are certain 
conditions in which it is advisable to postpone surgery, or in which it may be 
avoided entirely. In chronic glaucoma the chief reason for this will be extreme 
age or infirmity of the patient; in acute glaucoma the lowering of the tension 
as a preliminary to operation reduces the risks of serious complications, gives 
time for arrangements to be made so that the operation ban be done in the 
best circumstances, and makes the surgeon’s work much more easy and more 
certain' of a. satisfactory result* A paper by S. R. Gifford, 1 Of Chicago, on this 
'''qpbsiiom is of-interest. ■ 

The author rightly considers that in acute glaucoma the line of conduct will 
depend upon how early the case is seen. If the condition has existed for 
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several days, operation cun almost never be avoided, and should not be delayed 
longer than the few hours necessary for the proper preparation of the patient. 
Eserine, 1 per cent, should be instilled several times at intervals of a minute, 
and this may be repeated at half-hour intervals. The use of morphine is 
usually indicated for pain, and its miotic effect aids that of eserine. A saline 
purge'may be of use by depleting the body fluids and so exercising an indirect 
osmotic effect on the intra-ocular fluids. These measures may reduce the 
intra-ocular tension to some degree, and a tonometric measurement of initial 
and subsequent tension is much better than the fingers in recording this. Such 
a reduction of tension is desirable to facilitate local anesthesia and to reduce 
the chance of haemorrhage following surgical decompression of the eye. Not 
more than a few hours should be lost in such procedures, however, in such a late 
case, and we must depend on the reduction of tension on the operating table 
by retrobulbar injections of novocain-adrenalin. If 4 min. of 1-1000 adrenalin 
are added to the syringe containing 1-5 e.c. of 4 per cent novocain, much more 
effect on tension will be obtained than if the novocain-adrenalin as usually 
prepared is employed. If one waits ten or fifteen minutes after such, an injec¬ 
tion, it is not uncommon to find the tension reduced 10 to 20 mm., or even to 
normal. In Gifford's hands the retrobulbar injection has replaced almost 
entirely the much more dangerous posterior sclerotomy which was formerly 
used as a preliminary to operation on eyes with very high tension. It is also 
the only means of assuring good local anaesthesia in acute glaucoma, where 
one formerly was often obliged to employ general anaesthesia. 

In a case seen during the first twenty-four hours of the attack there will be 
more hope of reducing the tension to normal, so that operation can be done 
under more favourable conditions, or even avoided altogether. Here, in addi¬ 
tion to the measures already described, there will be time for a form of osmotic 
therapy more efficacious than the saline purge. This is the intravenous 
injection of hypertonic solutions. Such solutions make the blood hypertonic 
and it rapidly extracts water from the tissues, including those of the eye : 
85 to 50 c.c. of 80 per cent, or 100 to 150 e.c. of 10 per cent sodium chloride 
may be employed. Injections of sodium chloride must he given slowly and 
very carefully, since any solution injected outside the vein causes a slough. 
The use of 50 per cent glucose solution is more convenient, as it is apt to be on 
hand in hospitals for use in reducing intracranial pressure, and it has the addi¬ 
tional advantage of not causing a slough when injected outside the vein, though 
it also must be injected with care : 100 to 250 c.c. of the 50 per cent solution 
must be injected, or 200 to 500 e.c. of the 80 per cent solution, according to the 
size of the patient. In common with other writers, Gifford has seen a number 
of remarkable drops in tension from the use of both sodium chloride and glucose. 
In one case of glaucoma following discission the tension fell from 00 Sehiotz 
to 28 within six hours after the injection of salt solution, and was then kept 
normal by mioties. 

There is one relatively minor procedure which may be successful in aborting 
an acute attack where operation is impossible or must be delayed too long for 
safety—namely, a simple paracentesis by a small limbar puncture. This may 
be done at home with no other equipment than a syringe of 2 per cent cocaine, 
a speculum, fixation forceps, and a small sharp cataract knife. It is of interest 
that Gifford, in common with most surgeons in this country, has entirely given 
up the use of amino-glaueosan in these cases ; while in this country most surgeons 
would add to the above expedients leeches applied to the temple—and find them 
very useful. 

In chronic simple glaucoma a thorough trial of the usual mioties is nearly 
always given. Here I per cent pilocarpine or 0*25 per cent eserine is usually 
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efficacious in securing miosis ; there is seldom any reason for employing stronger 
mioties, whose unpleasant effects would become intolerable after a time. In 
a certain number of eases this effect may continue indefinitely. It is important 
to check progress in each case by frequently measuring the visual fields, how¬ 
ever, and to remember that the tension varies during the day in glaucoma 
patients, so that one whose tension is always normal when seen may have higher 
tension at other times, especially during the night, which will cause gradual 
deterioration of the fields. Hence tensions should be taken at various times 
of the day, and especially early in the morning before any mioties have been 
used. The danger of mioties is of over-confidence in their effect, and a patient 
using them must be under constant surveillance. 

There is one condition stressed by Gifford to which much attention has not 
yet been paid—oedema due to the binding of water in the tissues by sodium 
chloride. It is known that in many eases of glaucoma blood chemistry will 
reveal a slight relative alkalosis, with a slight decrease in blood chlorides. 
This means that chlorides as well as water are bound in the tissues in sodium. 
Elimination of sodium chloride from the diet, with the substitution of potassium 
chloride used freely as table salt, with a diet designed to leave an acid ash, will 
cause the (edematous tissues to give up their water in a manner which is some¬ 
times most surprising. In some eases ammonium chloride is also given in 
doses of 6 grin, a day. There is another theoretical reason why a treatment 
designed to lessen alkalosis should reduce intra-ocular tension. This is the 
demonstrated fact that the vitreous humour shrinks in volume with very slight 
increases in acidity. An extreme result of this is seen in the ocular hvpotony 
of patients in severe acidosis. This idea has been carried out by Gifford in a 
few eases of chronic glaucoma with tension hovering slightly above normal 
in spite of mioties. In two cases the effect was apparently quite definite, the 
tension dropping from 35 to 25 Schiutz, and being maintained so to date. In 
several others normal tension has been maintained, but other factors may have 
played a part in the result. The same idea of combating a faulty water meta¬ 
bolism was at the basis of reports from Germany on the effect of various 
diuretics such as novasurol and theobromine on ocular tension, but the 
practicability of their continued use in such a chronic condition may well be 
doubted. 

When the use of'mioties and the general measures mentioned above (which, 
it must be stated, are still in the experimental stage) fail to control tension 
and fields, one will usually advise operation. Under special conditions 
demanding delay, other measures become necessary. The most important 
agent at our disposal in such eases is adrenalin and its derivatives, either 
administered as adrenalin packs on cotton-wool in the upper fornix, or as 
amino-glaueosan. Adrenalin is contra-indicated in secondary glaucoma and 
whenever inflammation is present. Even in chronic simple glaucoma there 
is some danger that an acute rise of tension may occur following adrenalin. 
Apparently the mydriasis which occurs at first is the cause of this, converting 
the slight primary rise of tension which is normal into a marked one, but this 
may be obviated by the instillation of eserine. 

Secondary glaucoma arises from such a large assortment of conditions'that ill 
is difficult to discuss it systematically. Treatment will in most cases depend 
upon the cause. In iritis with a secondary rise of tension one hesitates to use 
mioties, and here paracentesis, repeated after several days if necessary, will 
often keep the tension within safe limits until the inflammation is controlled 
by treatment directed against the cause and by large doses of sodium salicylate . 
Adrenalin is dangerous here, though a number of ophthalmologists have used 
it with good' effect* A more useful drug is ergotamine 3 or ‘gynergenk This 
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is prepared from ergot, and besides causing contraction of the uterus, depresses 
the end-organs of the sympathetic nervous system. It is supposed to decrease 
the permeability of the capillaries and in this way its effect on intra-ocular 
tension may he explained. It is dispensed in ampoules, one-half an ampoule 
containing the usual dose for subcutaneous injection, T } rv - gr., which is usually 
repeated twice a day. Tablets of to -k gr. are also dispensed for oral use, 
two or three tablets three times a day being given, but the effect of oral 
administration has been by no means so definite as that of injection. By 
injections of ergotamine, Gifford has seen drops in tension from 30 to 18, 87 
to 17, 35 to 20, and 40 to 25 mm. In chronic glaucoma it may be easily seen 
that a drug requiring two daily injections is impracticable, but in a few cases of 
glaucoma following cataract operation, and especially in one case of sympathetic 
ophthalmia, the effect of gynergen was most valuable, and in several cases 
a dangerous operation was avoided entirely. Unfortunately not all eases 
react alike to the drug, and in certain cases it proved absolutely ineffective. 
In glaucoma following cataract operation or discission, however, adrenalin 
may prove of great value. 

When glaucoma after cataract operations resists mioties and the measures 
described, cyclodialysis , as pointed out by Elschnig, seems the operation of 
choice, as the filtering operations are here especially dangerous and apt to prove 
ineffective. Gifford regards this as the principal indication for cyclodialysis, 
and considers that for this indication alone one is obliged to master this simple 
but exceedingly delicate procedure. 

To summarize briefly the non-surgical procedures in glaucoma, it may be 
stated that after the use of mioties the procedure of most value in acute glaucoma 
is intravenous injection of hypertonic solutions, in chronic glaucoma the use of 
the adrenalin group of drugs, and in secondary glaucoma, ergotamine. The 
effect of salt-free and acid-ash diet in chronic glaucoma is being studied with 
interest. 

J. Gallois and P. Viard 2 have spent three years in the experimental use of 
a complex calcium-magnesium compound to alleviate chronic glaucoma. The 
formula consists of 0*8 grin, of magnesium hyposulphite and 0*7 grm. of calcium 
chloride in 10 c.c. of isotonic salt solution. The combination has been used 
previously as an antispasmodic in general disease. The drug is given, on the 
average, three times a "week by slow intravenous injection. The use of mioties 
is continued in the usual manner. No appreciable modification of the iris and 
pupil follows the use of the drug. No modification occurs in the general arterial 
tension after one injection or after a series of injections. 

After the injection the patient has a feeling of warmth; the face flushes, 
as also does the skin of the entire body ; the disc becomes slightly hypenemic, 
and perhaps the retinal veins dilate. The respiratory movements are accelerated. 
In the normal eye the intra-ocular tension is lowered some millimetres. In 
the glaucomatous eye there is usually an immediate lowering of tension, rarely 
an elevation, the average change being from 3 to 5 mm. and at times 10 mm. 
The lowering of tension continues for several weeks after the final injection. 
In haemorrhagic glaucoma the injection gives a rise in tension, and the final 
results are mediocre. Thirteen cases are reported. There is a definite change 
in the hydrogen-ion concentration of the blood following the use of the drag 
to as low as 5*2 ; it is possible that this, by causing a diminution of the volume 
of the vitreous body, may play an important part in the mechanism of the drug. 

References .— l Ganad. Med . Jour. 1935, xxxii, 287 ; -Bull. Soc. d'Ophtcd. de Paris. 
1934, June, 325. 

GOITRE; ( See Thyroid.) ■ , , 
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GONORBHCBA. Col L. W. Harrison, D.S.O, 

Vaccine Therapy.—R. E. Cumming and R. A. Burhaiis, 1 having tried a 
number of forms of vaccine therapy in gonorrhoea, report most favourably on 
the gonococcus filtrate of Corbus and Ferry (see Medical Annual, 1938 , p. 190 ). 
[This product seems from its description to be closely similar to Compligon, 
a filtrate of gonococcal culture prepared by Schering-Kahlbaum and used 
with success both as a vaccine and as an antigen in the gonococcal complement- 
fixation test.—-L. W. H.] Contrary to the advice of Corbus, the authors 
used the vaccine from the first onset of the disease. The dosage which they 
recommended finally ranged from 0-1 c.c. to 0-3 e.c., the injections being given 
intracutaneously into the thigh once a week. The reaction in most cases seems 
to have been only local, in the form of a zone of erythema varying in diameter 
from one to four inches around the site of the injection. The dosage appears 
to have been much smaller that that originally suggested by Corbus, which in 
an acute case started with 0-1 c.c. and increased by weekly increments to 1*0 
c.c., while in an older case, say of four to five weeks’ duration, it started with 
0*75 c.c. The authors have also used the Corbus filtrate in doses of 0*1 to 0*4 c.c. 
as a provocative agent in latent cases under diagnostic examination or tests 
of cure. In some of their cases undergoing treatment with this vaccine they 
have seen the patient when apparently making good progress suddenly pass 
into a very acute phase, 44 with possible extension of the disease to the point, 
for instance, of fulminating adnexitis proving most recalcitrant to treatment.” 
They attribute this phenomenon to their having supplied the patient with 
excessive antigen. [This corresponds closely with the early experience of 
P. A. Clements and J. Oliver with another gonococcal product {see Medical 
Annual, 1933, p. 196). The untoward effects then were attributed to an 
excess of toxin in the product, especially as C. White and H, G. Winter had 
found that intra-urethral injection of an autolysate of gonococci in an uncured 
but quiescent case of gonorrhoea frequently provoked a relapse that was most 
intractable (see Medical Annual, 1931, p. 225).—L. W. H.] 

Pyr© therapy.—Heat as an agent for the treatment of gonorrhoea has attracted 
workers in this field probably ever since it was shown that the gonococcus suc¬ 
cumbed to temperatures that could be tolerated by human tissues. The curative 
or inhibitory effect on gonorrhoea of intereurrent fevers has been known for at 
least forty years, and during the same period various workers have reported 
experiments which mostly placed the thermal death point of cultures of gono¬ 
cocci in the region of 41° or 42° C. when this temperature was maintained for 
some hours. With regard to the effect of heat applied directly to the genital 
passages, the reviewer in 1913 in collaboration with G. J. Houghton published 
a note 2 on treatment of gonorrhoea in the male with heated bougies, a method 
believed then by Kobelt to have some advantages over diathermy, which, 
however, completely superseded it at a later date. 

The successful exploitation of artificially induced malaria by J. Wagner- 
Jauregg 3 (1918-19) for the treatment of G.PJ. has stimulated other workers 
to try it in the treatment of gonococcal infections, whilst others have used such 
pyrogenic agents as bacterial vaccines, milk, turpentine, and so forth, but with 
only partial success, and usually then only in chronic cases. The matter was 
put on a firmer basis by C. M. Carpenter and colleagues {see Medical Annual, 
1935, p. 166), who showed in an elaborate experiment with fifteen strains of 
gonococci that exposure to a temperature of 41° C. for four hours or 41*5° to 
42° C. for two hours would destroy 99 per cent of gonococci in culture. Acting; 
on this and unpublished observations by Simpson {see below), A. U. Desjardins, 
L. J. Stabler, and W. G, Popp, 4 between December, 1933, and September, 1934, 
treated S3 patients by the induction of hyperpyrexia to a temperature of between 
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41*1° and 41*7° C. (100° to 107° F.) maintained for six to eight hours according 
to the case. The fever was produced by placing the patient, all but his head, 
in an air-conditioned chamber called a ‘Kettering hypertherm’, an apparatus 
designed at Dayton, Ohio, by C. F. Kettering and Dr. W. M. Simpson, of the 
Miami Valley Hospital, Dayton. It is a horizontal box of which the base Is 
a bed with an air mattress which can be rolled in or out of the cabinet at will. 
The chamber is sealed off from the outside air, but from a special chamber at 
its foot is pumped into it heated and humidified air the physical state of which 
is regulated by a thermostat and a humidistat. The air circulates through the 
chamber at the rate of ten times a minute. In the course of sixty to ninety 
minutes the patient’s body temperature was raised to 41*1° C., and after a 
session It usually took about the same time to fall. 

The scheme suggested by the authors as a result of their experience in these 
eases was to raise the patient’s temperature to 41*1° C. and maintain it at 
between 41-1° and 41-7° C. for six hours on the first two sessions, and to employ 
the same procedure in the next two sessions unless by the end of the second 
the discharge still persisted, when the temperature should be maintained for 
seven or eight hours. The treatments were repeated every second or third day. 
The authors think that with this scheme of treatment more than four sessions 
should seldom be required to effect a cure. Naturally such hyperpyrexia 
requires unremitting watch over the patient. Temperatures were taken by the 
rectum every ten or fifteen minutes until 40° C. was reached, after which they 
were taken every five minutes. To restore losses through perspiration, the 
patients were made to drink in each session from two to five litres of 6-6 per 
cent sodium chloride. Sedatives were given, especially to sensitive and nervous 
patients, the most satisfactory being codeine, nembutal, and sodium amytal. 
The results appear to have been far better than by any method of treatment 
previously employed. Of the 33 patients, 4 disappeared after the first sitting, 
leaving 20, of whom 25 are described as having been cured. The number of 
sessions required to bring about final cessation of discharge in the 25 were one 
in 9 cases, two in 4, three in 3, and from five to ten in 0. The reasons for failure 
to cure the remaining 4 cases were chiefly intolerance of the heat or imperfec¬ 
tions in the apparatus. The times given here include those when the authors 
were feeling their way with the apparatus ; as mentioned above, they expect 
that usually four treatments ought to suffice. Complications cleared up equally 
rapidly, and the possibilities of the treatment for the rapid cure of these and 
irndrainable gonococcal foci in prostate and vesicles will appeal to all workers in 
this branch of medicine. In the discussions on fever therapy at the Fifth 
Annual Fever Conference held at Dayton, Ohio, in May, 1935, for abstracts 
of which the reviewer is indebted to Dr. Walter M. Simpson, Miami Valley 
Hospital, a number of speakers reported brilliant results of treatment by the 
method just review ed in acute gonococcal arthritis and other manifestations of 
gonococcal infection. 

W. Bierman and E. A. Horowitz 5 have obtained the most brilliant results 
in gonorrhoea of females by supplementing general hyperpyrexia with pelvic 
diathermy. In 37 out of 41 patients cervix and urethra were freed of gonococci 
by an average of 2*4 treatments per patient. In three others gonococci persisted 
only in the urethra and were exterminated by coagulation of Skene’s tubules. 
Twenty-one of the cases had salpingitis, and five had arthritis, all of which 
cleared up rapidly. In discussion at the Dayton Fever Conference Horowitz 
said that the vaginal electrode employed in their work was shaped like a cast 
of the vagina ; it contained a thermometer. Four indifferent electrodes were 
used, one abdominal, one dorsal, and two thigh. The maximum vaginal 
temperature permitted was 111° F. as it was found that a temperature of 
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118° F. maintained for three hours caused damage to the vaginal mucous 
membrane. 

Operative Treatment of Complications.—The strong tendency is to 
treat the complications of gonorrhoea expectantly, resorting to operation only 
seldom. A. E. Goldstein, Baltimore, 6 reports on 241 acute and 858 chronic 
complications in which surgical treatment was employed whenever possible. 
In the acute complications it was usually found that early surgical intervention 
resulted in quicker recovery with less residual damage than when so-called 
conservative methods were employed. In epididymitis, opening the tunica 
vaginalis and puncturing the epididymis produced immediate relief from pain. 
In cases in which it seemed possible that there was pus in the epididymis, or 
the lumen might be obliterated, or there was a recurrent epididymitis, the author 
performed an epididymectomy unless the patient was unmarried or a young 
married man with less than two children. In the author’s series acute epididy¬ 
mitis occurred in 148, or 204 per cent, of 540 eases of acute gonorrhoea, and in 
32, or 6*9 per cent, of 400 cases of chronic gonorrhoea. Operation was per¬ 
formed on 44 of these cases (12 epididymotoniy and 32 epididymectomy). 
Three of the 12 subsequently had a recurrence requiring epididymectomy. Of 
the 32 in which epididymectomy was performed, 28 showed definite occlusion 
of the lumen. In two prolonged cases of acute prostatitis the prostate was 
exposed through the perineum and punctured in several places. Rubber tissue 
drains were inserted for about a week and the condition subsided promptly. 
The author believes that this measure applied early would often prevent the 
development of prostatic abscess. A similar procedure in two cases of chronic 
prostatitis had no beneficial result. In prostatic abscess the author found that 
exposure through the perineum and evacuation of the pus by incision in several 
areas produced almost instant relief. In two cases of acute vesiculitis drainage 
through the perineum gave relief of discomfort, but drainage in chronic cases 
and injection through the vas seem to have given rather disappointing results. 
The author reports also on surgical intervention in phimosis and paraphimosis, 
in impermeable urethral stricture (by retrograde operation), in Cowperitis, and 
in urinary extravasation. In seven cases of sterility due to epididymitis an 
epididymovosostomy was performed, with only one success. Generally the 
author’s report is a plea u for more and earlier surgery for the complications 
of gonorrhoea.” 

Gonorrhoeal Vulvo* vaginitis in Children.—D. Nabarro and A. G. Signy 7 
report on the treatment of 20 cases of gonococcal vulvo-vaginitis with oestrin 
on the principle that the gonococcus is not believed by most authorities to be 
capable of penetrating the adult vaginal mucous membrane, and oestrin when 
injected into immature animals has been found to provoke great proliferation 
of the vaginal epithelium resulting in an adult type of mucous membrane. 
Acting on this theory, K. M. Lewis 8 had used oestrin in 8 eases of juvenile 
vulvo-vaginitis, with great success. Nabarro and Signy, feeling their way 
with the dosage, found that injections of keto-hydroxyoestrin (menformon) 
up to 750 units daily had no effect, but 3 cases responded well to 1000 units 
given daily for six weeks. Two children were negative in a week after a single 
intramuscular injection of 50,000 units of dihydroxy-cestrin (diformon), but 
both relapsed, though eventually they cleared up under further treatment of 
the same kind. The single massive dose was insufficient in the two other 
children on whom it was tried. The authors concluded that the best dosage 
by injection was 1000 to 2000 units daily. In 10 cases cestrin was given by 
mouth, and the daily dose recommended by the authors was 4000 units. They 
favoured the oral method of administration on account of its convenience, and 
proposed a scheme of dosage in which an initial injection of 10,000 units is 
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followed by a dally dose of 4000 units by month. The effect of the treatment 
in ‘drying up*" the discharge is described as dramatic. Side effects other than 
some enlargement of the breasts appear to have been practically absent. The 
treatment was supplemented by douching once daily, usually with “iodine' 5 
('? tr. iodi) 1-160. In two cases douching was withheld for a time, but the 
result showed the authors that this adjuvant was necessary, though they are 
convinced that douching alone will not cure a case of gonococcal vulvo-vaginitis. 
Relapses appear to have been rather common, but to have responded to further 
treatment by cestrin. 

D. Kathleen Brown,® in an address before the Medical Society for the Study of 
Venereal Diseases, reported on 9 acute and 2 chronic cases of gonorrhoeal vulvo¬ 
vaginitis in children treated with cestroform , the daily dosage by injection being 
200 to 900 units, and the total 5400 to 48,000 units. The only local treatment 
was swabbing the vulva with saline and powdering. Three cases responded well 
after 11,500, 18,000, and 19,200 units given in 19, 20, and 58 days. The results 
in the others appear to have been disappointing, and the author remarked that 
acute cases which did not respond readily to this form of treatment -were 
infectious for a longer period than were cases under local antiseptic treatment. 
Brown’s report on her experience with oestrin w r as only a portion of her general 
description of the treatment of vulvo-vaginitis at the Children’s Home, Waddon, 
Surrey, a special establishment for the treatment of this disease in children 
whose treatment at home is impracticable. Amongst a number of points 
the following seem to be instructive. Vaginal irrigations are rarely .given, but 
application to the vagina usually made with dressed probes. The lotions 
employed are various, e.g., 10 per cent protargol in glycerin ; 5 per cent 
mercurochrome in water, or 25 per cent in glycerin ; 1 per cent silver nitrate ; 
1-500 acriflavine. Careful attention is paid to the rectum, which is often infected 
(see below). The author’s description of the methods of preventing cross- 
infection in this home should be studied by all who have the care of female 
children in wards or homes. As evidence of their success it may be mentioned 
that in the fifteen years the home has been in existence no child admitted only 
for congenital syphilis has ever contracted vulvo-vaginitis there, though they 
play with and sleep in the same dormitories as the other children. The secret 
of the success in prevention of cross-infection is recognition of the fact that, 
regardless of negative clinical and bacteriological evidence, the secretions of 
no child must come into contact with any other. The measures include the 
following: (1) Children have their own toilet articles and never touch any 
others ; (2) Baths are swabbed down with lysol after each use, and no child 
is dried on the lap but standing in the bath ; (3) No child is allowed on another’s 
bed ; (4) Temperatures are taken in the axilla, rarely in the mouth, and never 
in the rectum ; (5) No child uses a w.c., but has her own chamber. Another 
measure which it may be well to keep in mind is to encourage children who are 
inclined to masturbate to have toys which have to be held with both hands on 
the pillow when going to sleep. 

Rectal Gonorrhoea,—This appears to be a far more frequent accompani¬ 
ment of gonorrhoea of the genito-urinary passages of women than is commonly 
believed. It is overlooked so much because in the vast majority of cases it 
gives rise to no symptoms and in most of the others they are very mild. 
Clement L. Martin, 10 in a short review of the literature on the subject preceding 
his own observations, mentions that in recent German literature there appears 
to be a general agreement that rectal infection is very common and very easily 
overlooked. He quotes L. Bickel and L. Abraham 11 as stating that “even 
after gonorrhoea of the genitalia has remained cured for more than ten years, 
gonococci may still ha found in the rectum.” Martin found that 30 per cent 
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of 111 women with gonorrhcea had gonorrhoeal proctitis. His specimens were 
obtained by passing a Kelly female urethroscope and through it a cotton-tipped 
applicator. The diagnosis rested always on microscopical examination of 
smears, as Martin had no faith in cultural tests. Clinical signs were so slight 
and nondescript in most cases that they must be regarded as useless in dia¬ 
gnosis, but Martin says he would emphasize that “ the presence of imieo-pus 
'in the last inch or two of the rectum is the most suggestive sign The 
treatment was by instillation twice daily of 1 oz. of 5 per cent mild silver protein , 
which was introduced through an 18 or 20 F. soft rubber catheter. 

The independent observations of P. A. Clements and K. 'E. A. Hughes 12 
agree closely with those of Martin in respect of the high incidence of gonorrhcea! 
proctitis in women with gonorrhoea, and in the comparative rareness and mildness 
of its symptoms. In 128 female cases with evidence, in slide and/or culture, 
of suffering or having suffered from gonorrhoea of the genito-urinary passages, 
09 were found to have gonorrhoeal proctitis, and in only 2 was there any com¬ 
plaint of local discomfort. In 8 of these cases at the time of the rectal examina¬ 
tion the patients were under tests for cure, gonococci were not subsequently 
found in the secretions from the genito-urinary passages of any of these 8 
patients, and they would have been passed as cured but for the findings in the 
rectum. In 7 other cases gonococci were never at any time found elsewhere 
than in the rectum ; in 5 of these the gonococcal complement-fixation reaction 
was positive. The percentage of cases found to have gonorrhcea! proctitis was 
higher than in Martin’s series, probably because diagnosis was by culture as 
well as by smear. In 240 parallel tests both smear and culture were positive 
in 42 (17-5 per cent), in culture only in 28 (11-7 per cent), and in smear only 
in 11 (4*5 per cent). In treatment potassium permanganate proved disappoint¬ 
ing, and the best results were obtained by douching with acriflavine , 1-5000. 
In 10 cases local treatment was withheld, but examinations repeated from one to 
seven months after first discovery of the infection proved negative in only one. 

References. — 1 Jour . Amer. Med. Assoc. 1935, civ, Jan. 19, 181; 2 Jour. R.A.M.Q. 
1913, xx, 135; z Psychiat.-neur. Woch. 1922, xx, 132, 251 ; 4 Jour. Amer. Med. Assoc. 
1935, civ, March 16, 873 ; Ubid. May 18, 1797 ; *Ibid. March 9, 800 ; 7 Brti. Med. Jour. 
1935, i, March 3 6, 604 ; 8 Amer. Jour. Obst. and Gynecol. 1933, xxvi, 593 (ref. Nabarro & 
Signy); 8 Brit. Jour. Ven. Die. 1935, x.i, 207 ; lQ Jour. Amer. Med. Assoc. 1935, civ, Jan, 
19, 192 ; n Zentralb. /, Gyndkol, 1932, lvi, Jan. 23, 200 ; 12 Lancet , 1935, ii, July 6, 18. 

GOUT. A. H. Douthwaite , M.D., F.R.C.P. 

The only important contribution to the recent literature on gout is pro¬ 
vided by L. M. Lockie and R. S. Hubbard, 1 who have studied the effects 
of certain diets on purine metabolism. It has already been shown that the 
giving of high fat diets to the normal person results in a great rise of blood 
uric acid, which returns promptly to normal as soon as high carbohydrate or 
high protein diets are substituted. In gouty patients the same rise of blood 
uric acid occurs on high fat diets if given for a week or more. On the other 
hand, the blood uric acid falls very slowly in the gouty subject when sub¬ 
sequently fed on a high carbohydrate diet. A month may be required for 
a return to the pre-experimental level. There appears then to be a resemblance 
between this marked persistence of increased uric acid after high fat diets, and 
the delay in excreting uric acid after diets rich in purines or after injections of 
uric acid which gouty patients always show. 

It is of great clinical interest to note that the authors found that the joint 
pains of gout became as a rule very much worse within three or four days of 
the commencement of a high fat diet, and they in no wdy paralleled a rise of 
blood uric acid. 

Refbeenoe.— l Jour . Amer. Med. Assoc. 1935, civ, June 8, 2072. 
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GEAMttOMA ANNULARE. A. M. H. Gray , M.D., F.R.C.P., F.R.C.S. 

E. O. Halliwell and J. T. Ingram 1 have investigated 12 cases of granuloma 
annulare and have reviewed 261 cases already published. In 3 of the author’s 
12 eases lupus vulgaris was also present. They have compared the age? 
incidence of granuloma annulare with that of lupus vulgaris, using 233 eases 
of the latter disease, and are struck with the parallelism shown by the age 
incidence curves in the two conditions. Assuming, as is generally supposed,' 
that granuloma annulare is a blood-borne toxic manifestation, the authors 
think that the age incidence favours the view that the affection is due to 
tuberculous rather than other toxins. They have also obtained some support 
for their view by the association of certain eases of granuloma annulare with 
tuberculous manifestation, as in their cases with lupus vulgaris, and by family 
histories. They have not, however, obtained constant results with tuberculin 
reactions; in their 12 cases 7 only gave a positive Muntoux reaction. In 
MartensteiiTs series two-thirds only of the cases were positive. The authors 
point out some of the difficulties in the interpretation of tuberculin reactions 
and conclude that in the present state of our knowledge it is not necessary 
to accept a negative reaction as negativing a tuberculous etiology. 

Reference.— '■Brit, Jour . Dermatol, and Syph . 1935, xlvii, Aug.-Scpt., 310. 

GRANULOMA INGUINALE. Sir Leonard Rogers , il/.ih, F.R.C.P. , F.R.S. 

A good illustrated description of this disease as seen in the Madras Presidency 
is recorded by V. G. Nair and N. G. Pandali. 1 In all their 73 cases the lesions 
were in the genital and contiguous areas, and 38 were in women, although 
males greatly predominate in tlieir venereal clinic. The incubation period 
after exposure to infection averages eighteen days, and the initial papular 
lesions ulcerate, heal, and break down again, and then slowly spread in the 
form of a very superficial ulcer without suppuration or purulent discharge, 
but with a nearly dry surface exuding a thin watery fluid containing the 
diagnostic Donovan, bodies. The ulcers may heal at one part and spread at 
another, and last for several years with an average of two and a half years. 
The glands are usually unaffected—an important point of distinction* from 
climatic bubo or lymphogranuloma. Tartar emetic intravenously remains the 
most effective treatment, especially in early cases. These writers are some¬ 
what doubtful regarding the venereal origin of the disease, for in 51 married 
patients in none was the partner infected. T. B. Menon and P. Natesan, 2 
also with Madras experience, are positive that the infection of this disease is 
generally contracted venereally, and they describe and figure the primary 
papular and ulcerating stage on the prepuce, which appears three to four 
weeks after sexual intercourse, although extra-genital inoculations may occur 
as in other forms of venereal ulceration. R. V. Rajam 3 deals with the treat¬ 
ment of the disease and advocates intramuscular injections of fouadin in from 
1'5-c.c. doses, increased daily up to 4-5 to 5 c.c., with a total of 40 c.c. or more. 

Med ' Qaz ' 1934 > lxix ’ July. 361 J 'Ibid. 1935, lxx, Feb., 66: 

2 Ibid, lxix, July, 372. * 

GRAVES’ DISEASE, (See Thyroid Surgery.) 

GYNAECOLOGY, MENTAL ASPECTS OF. (See Mental Aspects of 
Gynaecology.) 

H,ffiMATEMESIS IN PEPTIC ULCER. (Set Gastric and Duodenal 
Ulcer.) 

H2EMATTJRLA, (See Renal Diseases.) 
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HiEMOCHROMAT©SIS, SKIM PIGMENTATION IN, 

A. M. II. Gray , M.D., F.R.C.P ., FJi.C.S. 

F. F. Hcllier 1 has investigated the nature of the pigment found in the skin 
In eases of hemochromatosis. He has made a study of 15 eases occurring 
among 12,000 autopsies at Leeds Infirmary. He finds that the colour of the skin 
in this disease is due to two pigments. The first, an iron-containing pigment, 
hemosiderin, is present in the eoriiun, chiefly in the neighbour hood of the sweat 
glands ; it can at times be solely responsible for pigmentation of a bluish-black, 
slaty, or leaden colour, which is sometimes generalized, but is always more 
marked on the face, neck, exterior surfaces of the limbs, and usually the externa! 
genitalia. The; second is an iron-free pigment, melanin, which is found in the 
deepest layers of the epidermis, and occasionally to a small degree in chromato- 
phores in the corium, and which probably contributes a brownish tone to the 
other colours. In a number of cases this latter pigmentation has certain 
similarities to that found in Addison"s disease, especially in its involving 
mucous membranes, and in producing localized spots of increased or decreased 
pigmentation. In all cases in which excess of melanin was deposited in the 
skin, and in which the suprarcnuls have been. adequately examined, a heavy 
deposit of iron lias been found in the suprarenal cortex, though the medulla 
remains free. The author suggests that there may be a causal relationship 
between these two findings. Against this is the fact that no association between 
the deposit of melanin and a fall in blood-pressure can be found, but the author 
points out that pigmentation in Addison’s disease may precede the fall in 
blood-pressure by many years. 

Reference.™ '.Brit. Jour. Dermatol, and Syph. 1935, xlvii, Jan., 1. 

HEMOPHILIA. (See Blood Diseases.) 

HEMORRHOIDS : INJECTION TREATMENT. 

J. P. Lockhart-Mummery, F.R.C.S. 

Several papers have appeared on this subject, which has been recently treated 
in the Medical Annual (193d, p. 199). Most writers point out the importance 
of careful selection of cases suitable for the injection treatment. There appears 
to be a good deal of disagreement as regards the best solution. That most 
commonly used in England at the present time is a 5 per cent solution of 
phenol in almond oil with a small quantity of menthol. This is filtered and 
sterilized. In America, however, several authors have advocated the use of 
a 5 per cent quinine, urea hydrochloride solution. From experience gained in 
this country it would appear that the quinine urea solution is not very safe, and 
a number of cases of severe abscess and fistula have resulted from its use, 
whereas no such complications appear to have occurred after the use of the 
carbolic solutions. This may be accounted for by the fact that quinine urea is a 
very irritating solution, but the more likely reason is that it is not so antiseptic 
as 5 per cent carbolic. At any rate, evidence appears to be strongly in favour 
of the fact that carbolic solutions are much safer to use than any of the others, 
and there can be no doubt about the satisfactory results obtained. The reviewer 
has seen three cases in the last twelve months of severe abscess resulting from 
the use of quinine urea. 

Several authors describe symptoms following the injection. Slight pain is 
occasionally complained of, and is generally due either to too much of the 
solution having been injected at one time, or to its having been placed too near 
the anal opening, so as to involve the mucous membrane immediately within 
the sphincter. P. G. McEvedy 1 described 4 cases of incontinence out of 300 
injections, but nobody else has described this symptom. Slight influenza-like 
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symptoms, with a slight rise of temperature, and pains in the joints have been 
described by several authors, which are almost certainly due to the patients’ 
having an allergy to olive oil, and have nothing to do with the carbolic. In 
such instances a glycerin solution should be used instead of an oily one. 
in one or two instances liquid petroleum was used in place of oil, with the 
result that small cysts were formed, owing to the fact that the petroleum is 
not absorbable. Such solutions should on no account be used. 

F. G. Batch 2 gives the results of 359 cases of piles treated by the injection 
method in the Massachusetts General Hospital: 91 per cent of the cases 
required five treatments, or less, to procure a good result. The number of 
cases requiring surgical treatment is very much diminished since the insti¬ 
tution of the injection treatment. He comes to the conclusion that 85 to 
90 per cent of cases of haemorrhoids that come into the clinic can be treated 
by injection. 

A. S. Morley 3 discusses the use of phenol injections in the treatment of rectal 
prolapse. The injections are made as high up as possible in the bowel, and 
the whole circumference is treated in a series of segments, either at one or 
several sittings. In cases of mild prolapse results are stated to be good, 
although in the author’s experience they are not very permament. 

References . — 1 Lancet , 1932, i, Jan. 2, 17 ; *New Eng. Jour. Med. 1935, cxii, Jan. 10 
57 ; Med. Jour. 1934, ii, Aug. 4, 204. 

HAY FEVER. (See Asthma and Hay Fever.) 

HEART BISBA.SE* (See also Angina Pectoris ; Arrhythmia ; Coronary 
Artery Disease ; Electrocardiography ; Thyroid Surgery ; and 
other entries under Heart.) A. G. Gibson , M.D. , F.R.C.P . 

Rheumatic Heart Disease*—W. T. Ritchie 1 gives a review of rheumatic 
heart disease with its nature, course, and prevention based on a series of 244 
eases. The age at onset is most common between 11 and 15 years and a small 
number are reported at the age of over 40. Nodules may be found in cases 
that are not obviously rheumatic and are occasionally not found in those that 
are. The nodules on the elbows, knuckles, and knees, though they often 
indicate a severe rheumatic affection, also occur in those cases which run a 
mild course. Though salicylate treatment lowers the temperature, relieves 
pain, and may lessen the arthritic swelling, these symptoms tend to subside 
spontaneously. The value of the report lies in the fact that it gives the 
conclusions of a large experience. 

Gall-bladder Disease and Heart Disease.—On electrocardiographic 
grounds T. FitzHugh and C, C. Wolferth 2 find that the successful removal of 
gall-stones or the excision of an inflamed gall-bladder may have the effect of 
removing a cardiac abnormality which was present before the operation. Apart 
from the mimicry of cardiac by gall-bladder disease, they mention the growing 
conviction that gall-bladder disease may initiate or aggravate heart disease, 
especially coronary heart disease. They refer to the effect of cholecystectomy 
and other operations in occasionally restoring cardiac compensation from a 
condition of cardiac failure, or normal rhythm from paroxysmal auricular 
fibrillation or paroxysmal tachycardia, or, thirdly, in the marked amelioration 
in some cases of apparent angina pectoris. In a group of six cases they found 
that there were significant changes in the electrocardiogram before and after 
operation. Whereas the tracing suggested coronary disease before, afterwards 
there was no sign, though in some the changes were not completely shown. 
It is stated, however, that many patients with gall-bladder disease do not 
present any evidence of cardiac disease either clinical or electrocardiographic, 
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neither are all patients in whom gall-bladder disease and heart disease are 
combined benefited by gall-bladder surgery, and it is also true that a serious 
coronary _ occlusion may occur from an attack of cholecystitis. The paper 
suggests "that there must be a close connection between the two conditions which 
is deserving of further study. 

Circulation Time in Heart Failure.—W. M. Hitzig, F. H. King, and A. M. 
Fishberg, 3 in estimating the circulation time in failure of the left side of the 
hearty find that it is almost always prolonged, sometimes up to three times 
the normal. The method they use is to inject gluside into an antecubital vein 
'and estimate the time until a sweet taste is perceived in the tongue. This is 
known as arm-to-tongue circulation time. The arm-to-lung circulation time 
has been measured by the Hitzig method of injecting 5 min. of ether in 
normal saline into the vein and measuring the time between this and the 
perception of ether vapour in the expired air of the subject. The normal 
arm-to-tongue circulation time is between 9 and 16 seconds, and the arm-to- 
lung circulation time is between 4 and 8 seconds. In cardiac failure the arm- 
to-tongue circulation time varies between 11*25 and 60*5 seconds. In a small 
series of cases in which both times were measured the arm-to-lung circulation 
might be normal in spite of failure of the left side of the heart and markedly 
prolonged arm-to-tongue circulation time. These facts point to a considerable 
slowing of the circulation through the lungs in cardiac failure of the left 
ventricle. 

Cardiac Output in Relation to Heart Failure.-—T. R. Harrison, R. Fried¬ 
man, G. Clark, and H. Resnik 4 have studied the cardiac output in relation to 
cardiac failure. Cardiac failure has been looked upon in recent years as due 
to diminished output and the breathlessness that occurs as the result of a 
diminished blood-supply. The older clinicians were inclined to attribute it to 
back-pressure, or the piling up of blood in the lungs and venous system. The 
method adopted has been the acetylene method, which need not here be 
described, but the results show that in patients with congestive heart failure 
the cardiac output per minute is from 10 to 30 per cent less than in normal 
subjects, but may be within normal range. Patients also with circulatory dis** 
eases may have an equally low cardiac output, and this output per minute 
bears no relation to the presence or absence of congestive failure. In a given 
individual clinical improvement and the disappearance of congestive phenomena 
may be associated with an increase or a diminution of output, or there may 
be no change. In general the output of the heart-per beat tends to be less in 
congestive failure. The metabolic rate is raised in some, normal in others. 
On these grounds the authors are inclined to accept the older view of back¬ 
pressure with its pulmonary distension as being the most likely explanation of 
the first symptoms of cardiac failure. 

Laryngeal Paralysis in Heart Failure.—F. H. King, W. M. Hitzig, and 
A. M. Fishberg 6 record three eases of recurrent laryngeal paralysis in left 
ventricular failure. Ail three cases were instances of the arteriosclerotic type 
of failure of the left ventricle. In one case a woman, aged 57, had precordial 
pain and dyspnoea and became hoarse and remained so. She ultimately died, 
and it was found that about 3 cm. from the origin of the left recurrent laryngeal 
nerve a segment of about 0*5 cm. in length was constricted and of a bluish tint. 
This portion of the nerve lay between the arch of the aorta above and the 
left pulmonary artery below. Proximally and distally to this segment the 
nerve showed no changes. In the heart there was an ischaemic necrosis in 
the field of the left coronary artery. Marchi preparations of the nerve showed 
degeneration distally to the compression. A second case, a man aged 36, 
with hyperpiesis and precordial pain, while driving a car began to hp 
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a large amount of frothy fluid. He had a vice-like precordial pain which 
radiated down the left arm. He was taken into hospital a week later following 
subsequent attacks., and five days after admission he became hoarse from left 
abductor paralysis. Death followed, but there was no necropsy. A third 
ease, a man aged 3ii, with marked hyperpiesis and early cardiac failure, became 
hoarse three days after admission. There was left abductor paralysis. He 
died in six weeks and the left recurrent laryngeal nerve was found to show nerve 
degeneration distal to where it curved round the aorta. This lesion, though 
not uncommon in mitral stenosis, has not apparently been recorded in other 
cardiac diseases, and it is associated with dilatation of the pulmonary artery. 
In the first case the paralysis appeared soon after an attack of left ventricular 
failure. 

Heart Disease in Pregnancy.—-H. E. B. Pardee' 5 discusses the question 
of therapeutic termination of pregnancy in cases of cardiac disease. In those 
patients whose ordinary activity is greatly limited because of dyspnoea or 
palpitation, who show marked tachycardia and dyspnoea after exercise, and 
in whom improvement is not seen after treatment during the fifth, sixth, 
and seventh months of pregnancy, therapeutic termination is indicated. Yet 
pregnancy may be allowed to continue if the patient is anxious to have a living 
child, if expert guidance can be given during the remainder of pregnancy, and 
if Caesarean section can be arranged for at a suitable moment if this should be 
thought necessary. If patients of this type do not improve during the first 
three months of pregnancy the indications for termination are more imperative. 
Those patients who are unable to walk without dyspnoea or palpitation, or with 
dyspnoea on slight effort, should be treated by medical means and no operation 
should be undertaken except after a course of medical treatment. Of less 
severe types, those able to take ordinary physical activity without discomfort 
may be left without treatment except to protect them from undue strain during 
pregnancy. 

Drug Therapy in Heart Disease.—M. H. Nathanson 7 has studied the 
effects of different drugs in restarting the heart to a normal rhythm after a 
standstill. His method was to try the effect of the drugs following a temporary 
arrest of the heart which can be induced in certain persons by pressure on the 
carotid sinus. The observations of Hering and others indicated that this was 
a temporary inactivity of the sinus node and a failure in the formation of 
secondary centres of impulse initiation. In 8 cases studied subcutaneous 
injection of epinephrin (adrenalin) abolished the standstill by stimulating a 
new centre of impulse formation in the ventricles. Ephedrine administration 
intravenously was active in three eases. Digitalis prolonged the period of 
standstill. Other substances such as calcium gluconate, caffeine sodium 
benzoate, coramin metrazol, and thyroxine were without effect, but barium 
chloride by the mouth was effective in one case. 

D. W. Richards and A. L. Baraeh, 8 in determining the value of high oxygen 
atmospheres with patients with chronic cardiac and pulmonary insufficiency, 
find that in arteriosclerotic heart disease, when other remedies had failed, 4 out 
of 8 patients recovered their compensation and became ambulatory. One 
patient with coronary thrombosis and another with almost continuous attacks 
of angina pectoris improved and recovered their compensation under oxygen 
therapy. T wo patients with rheumatic heart disease treated were relieved 
of dyspnoea and one had a partial diuresis, but none was restored to ambulatory 
activity. Of the patients with pulmonary fibrosis and cardio-respiratory 
insufficiency, five were relieved of dyspnoea and made free of symptoms. 
Two only of the five patients were restored to ambulatory activity. The 
“ oxygen deficit ” of the tissues is probably the best criterion of the need for 
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increased oxygen in the inspired air, and the best practical estimate can be 
made from clinical observations, and the following are the most important- 
symptoms and signs in their order of importance : (1) Dyspnoea, including 
ortliopnoea, paroxysmal dyspnoea, and Cheyne-Stokes respiration; (2) Rest¬ 
lessness ; (3) Cardiac pain; and (4) Cyanosis. Cyanosis is a- poor criterion 
of the degree of oxygen need, as it may be deep with a normal arterial 
saturation. 

E. Podolsky 9 finds that injections of dextrose in heart disease are of con¬ 
siderable benefit. He gives a 5 to 80 per cent solution in amounts which 
vary from 5 to 20 c.c. per kilo of body weight. He also gives it intra¬ 
muscularly and subcutaneously. Mention is made of this method with insulin 
as being used by several investigators. Dextrose therapy is also recommended 
for left ventricular insufficiency, especially in the early stages. Occasionally 
anginal pain is reported after the. injection, and the author compares this 
with the coronary occlusion that may occur following insulin injection. It is 
not recommended, therefore, in diabetic patients or in those with an abnormal 
sugar metabolism. 

M. O. Raven 10 recommends salyrgan as being useful in pulmonary oedema, 
and also suggests that it is useful in preventing the attacks of dyspnoea in 
which pulmonary congestion has a part as seen in heart failure. 

J. R. Carter and E. F. Traut 11 have investigated the effect of various drugs 
for the relief of extrasystoles, which, though seldom serious, are often uncom¬ 
fortable and disturbing to the patient. They found that quinidine mid 
strychnine in combination gave the best results. Quinidine is given in doses of 
8 gr. thrice daily and strychnine in ordinary therapeutic doses such as ; ,V gr. 
daily. The combination of the two drugs is far better than either separately. 
In one case in which extrasystoles .accompanied mild decompensation there 
was clinical improvement. 

Prognosis in Heart Disease.- —In writing of the remote prognosis in heart 
disease from the point of view of life insurance C. C. Birchard 12 makes some 
interesting observations. Thus in a systolic blood-pressure of 145 mm. the 
excess of mortality over the normal will be 40 per cent at 80 years of age, 
50 per cent at 45, and 60 per cent at 60. Much more serious are increases 
in the diastolic pressure. At 100 mm. of mercury the mortality is 60 per cent 
increased. At 105 it is 150 per cent increased. Again, in regard to the presence 
of extrasystoles, there is a 15 per cent extra mortality in those who have 5 
extrasystoles or less per minute, 25 per cent in those who have 5 to 10 per 
minute, and 50 per cent extra mortality when the number is over 10 per minute. 
The so-called nervousness which gives rise to moderate but persistent tachy¬ 
cardia in which the pulse-rate is between 90 and 100, though the patient 
seems in excellent health, gives a death-rate of 47 per cent in excess of 
the normal. Slow pulse, on the other hand, between the rate of 55 and 65, 
gives death-rates 15 per cent below the average for normal lives. In those 
with an apical bruit constant in all postures and transmitted towards the 
axilla, but without enlargement and with no history of rheumatism, the extra 
mortality is 56 per cent. In the method of calculation of percentages each 
10 per cent extra mortality beyond the normal is roughly equivalent to adding 
one year to the age. 

References. — l Edin. Med. Jour. 1935, xlii, 117 ; 2 Ann . of Surg. 1935, ci, 478 ; 
*Arch. of Internal Med. 1935, Iv, 112 ; mid. 1934, liv, 239 ; 6 Amer. Jour. Med. Sci. 
1934, clxxxviii, 691 ; *Jour. Amer. Med. Assoc. 1934, ciii, 1899 ; ’’Arch, of Internal 
Med. 1934, liv, 111 ; 8 Quart. Jour. Med . 1934, xxvii, 437 ; ®Abstr. in Jour. Amer. Med. 
Assoc. 1935, civ, 1672 ; “ Lancet , 1934, ii, 1220 ; 11 Amer. Jour . Med. Sei. 1935, elxxxix, 
206; 13 Canad. Med , Assoc. Jour , 1935, xxxii, 47, 
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HEART OTSSASE, CONGENITAL,, A. G. Gibson, MM., F.R.C.P. 

In an article on congenital heart disease, D. C. Muir and J. W. Brown 1 bring 
together some important practical points. They give a list of 212 cases which 
they have studied in the rheumatism and heart clinics of Hull and Lindsay. 
They have subdivided these eases into : (A) Those of no clinical significance, 
such as mirror dextrocardia ; and (B) Those of clinical significance, including 
(1) the acyanotic group, (2) the group with occasional or terminal cyanosis, 
and (8) the permanently cyanotic group. Of the numerous defects that can 
be Identified or suspected four come out as of much greater frequency than the 
others. These are : In group B (2)—intraventricular septal defects with 37-7 
per cent, patent ductus arteriosus with 19 per cent; in B (1)—subaortic stenosis 
with 9-5 per cent; and in B (3)—the tetralogy of Fallot (pulmonary stenosis, 
ventricular septum defect, dextro position of the aorta, and hypertrophy of 
the right ventricle) with 7*5 per cent. 

The paper terminates with some very practical remarks on treatment. The 
authors regret that, for the majority, cardiac abnormalities when discovered 
are the signal for putting the patient on severe restrictions which they think 
are completely unjustifiable in the acyanotic group except in certain instances. 
Patients with the maladie de Roger (intraventricular septal defect), patent 
ductus arteriosus, and subaortic stenosis rarely present no symptoms referable to 
the heart. The authors agree to some supervision in patients with coarctation. 
Each case, however, must be judged on its merits, and except in the gravest 
cases, such as show convulsions or haemorrhage, exclusion from school is 
a mistake. The cyanotic group can never become manual labourers, and 
schooling, therefore, is important. They have not noted mental defect or 
mental retardation in these patients. Fibrillation is seen mostly in those with 
an auricular septal defect. Congestive failure is rare. Venesection is those 
deeply cyanosed is a useful procedure. The commonest causes of death are 
pulmonary tuberculosis, infective endocarditis, and syncope, in that order of 
frequency. All patients should have an X-ray photograph. While in the 
elementary school child it is perhaps best to impose no restrictions on activities 
outside school, this would hardly be right in the reviewer’s opinion in the 
secondary schools, where organized games and competitive athletics might be 
an extra strain on the heart. It is doubtful whether any patient with 
a mechanical defect can properly support competitive athletics. Under super¬ 
vision, however, all athletics may be tried, and the deciding feature should be 
enlargement of the heart. 

Reference.— l Brit. Med. Jour. 1935, i, 966. 

HEART FAILURE, THYROIDECTOMY IN. {See also Thyroid.) 

A. G. Gibson , M.I). , F.R.C.P. 

Several papers dealing with the effect of total thyroidectomy in cardiac 
failure and angina pectoris have appeared since the publication of the last 
Medical Annual. C. Eggleston and S. Weiss 1 say that by the adoption of 
local anesthesia they have almost eliminated post-operative anesthetic 
mortality. They .use local infiltration with procain. This infiltration, by 
separating tissue planes, has rendered surgical technique easier. One danger 
lies in damage to the recurrent laryngeal nerve, which can be guarded against 
by a laryngeal examination before the operation and again after the dissection 
of one lateral lobe has been completed. Should the second examination show 
paralysis of the homolateral vocal cord, the operation is terminated. Paralysis 
of one vocal cord is not dangerous to the patient. In ordinary cases every 
vestige of the thyroid gland must be removed to prevent regeneration and the 
restoration of the basal metabolism to normal. It is necessary in removal to 
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remember that 85 per cent of patients possess a pyramidal lobe of the thyroid. 
Myxoedema only appears when the metabolism is lowered to 30 per "cent. 
Diminished vital capacity of the lungs is constant in congestive failure and it 
has been shown that this is much lowered with a louvered metabolism and in 
spontaneous myxoedema. Although such patients might be free from congestive 
heart failure, the vital capacity following thyroidectomy is increased in some 
and unchanged in others, though both inay be relieved of their obvious respira¬ 
tory symptoms. The blood-pressure is not significantly altered by thyroidec¬ 
tomy, and the electrocardiogram shows a lowered voltage of the qrs complex 
and less frequently a lowered amplitude of the T waves. One of the most 
striking effects has been the frequent prompt and complete relief of pains and 
aches in the chest. Recurrent haemoptysis was also relieved in several patients. 
Paroxysmal dyspnoea has not been benefited. Patients with the anginal type 
of cardiac failure seem to be more benefited than those with the congestive 
type. The authors remark on the lack of response to adrenalin which follows 
complete thyroidectomy. Of 78 patients none showed any spasm of tetany, 
though 17 per cent had slight symptoms of hypoparathyroidism, and the 
presence of paresthesia or of Chvostek’s and Trousseau’s signs was seen. The 
best results from total thyroidectomy are obtained in those patients with 
chronic congestive failure due either to rheumatic or hypertensive processes 
who can be restored to compensation when at rest in bed. Those w'ho do not 
respond to rest in bed and ordinary medical treatment are likely to derive little 
benefit from the operation, and in them also the operation is hazardous. 

A successful series of cases is reported also by O. Brenner, H. Donovan, 
and B. L. S. Murtagh, 2 whose conclusions are practically the same as other 
writers. Only 2 out of 6 patients showed signs of hypothyroidism. 

J. Hepburn 3 records 5 successful cases of thyroidectomy in cardiac disease. 
In 1 of these the attacks of angina pectoris had followed an early attack of 
coronary thrombosis. The experience suggests that improvement can follow 
total thyroidectomy in severe angina pectoris, in those suffering from attacks 
at rest. 

D. D. Berlin, H. L. Blumgart, A. A. Weinstein, J. E. F. Riseman, and D. Davis 4 
come to the same conclusions as the previous writers. They agree that cardiac 
failure resistive to treatment does not give a hopeful outlook, and 4 of this 6 
patients who died soon after operation were in congestive failure at the time. 
They are of opinion that patients should not he subjected to operation in the 
presence of signs of congestive failure. Minimal doses only of sedatives should 
be given at the pre- or post-operative stage, in order to diminish the tendency 
to bronchopneumonia. Most of their patients received 8 gr. of sodium amytai 
on the night previous to operation and on the morning of operation and gr. 
of morphia before leaving the operating theatre. No attempt was made to 
narcotize the patients. 

In regard to rheumatic heart disease, 29 patients were subjected to total 
thyroidectomy, and 25 of these had congestive failure, 2 of whom had angina 
pectoris at the same time. The effects of operation are too recent to warrant 
any conclusions. This is also the opinion of C. Lian, H. Walti, and J. Facquet, 5 
who in 8 cases of thyroidectomy in rheumatic valvular disease with congestive 
failure produced a marked diminution in symptoms, with improvement in the 
dyspnoea, return of the liver to normal size, and of the venous pressure to a 
normal level. They remark on the relatively insignificant signs of thyroid 
insufficiency. 

Of 20 patients who were operated on for congestive failure, Berlin and his 
colleagues state that II have maintained compensation for four to eighteen 
months in spite of indulging in activity previously impossible. Of these 20 
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patients. 4 had recurring failure after the operation and 3 of them are dead. 
The conclusions in the discussion winch followed this paper indicated that 
thyroideetornv has a definite place in the treatment of serious eases of cardiac 
failure, hut that its application should be limited to those likely to improve, 
that it lessens a load on the damaged heart, but that it cannot in any sense 
replace a damaged heart by a good one. It forms a method of treatment 
after all other available therapeutic measures have failed, but no patient in 
what might be referred to as the terminal stages of heart failure should be 
subjected to it. 

PtEFEF.ExrES,'— ^Amer. Jour. Aled. Sci. 1935. clxxxix, 727 ; Aled. Jour, 1934, 

ii, 024 ; z Car;ad. Med. Assoc. Jour. 1935, xxxii, 390 ; *New Eng. Jour. Aled. 1934, eexi, 
S83 ; ct Alan , Soe. not, dc Chir . 1935, Ixi, 479. 

HEART m MYXCEDEMA. A. G. Gibson, M.D., P.R.C.P. 

31. Campbell 1 reports that the heart in myxcedcrna is increased in size owing 
probably to dilatation. This increase rapidly diminishes by giving thyroid 
and is therefore not consistent with hypertrophy. It is not caused by increased 
pressure, for this may be absent with an enlarged heart. In the electrocardio¬ 
gram the T waves are flat, and both this feature and the dilatation before ought 
to be correlated with the louvered basal metabolism. Slight congestive failure 
with dyspnoea may be present, and more rarely gross congestive failure. Both 
these conditions are relieved by thyroid treatment. The slight anaemia present 
in these cases clears up also with treatment. 

Re fE pan cE.— 1 Guy V Hasp. Rep. 1934, Ixxxiv, 291. 

HEART SOUNDS AND MURMURS. A. G. Gibson, M.D., F.R.C.P. 

Two important articles by Brighton Bramwell 1 deal with intermediate cardiac 
sounds that may be heard in some cases. That sounds may be produced by 
the contracting auricle has been known since 1858, when they were heard ninety 
minutes after death in a criminal. On opening the chest it was found that 
the auricles alone were beating at 80 per minute. Again in those types of 
arrhythmia in which auricular and ventricular systole may occur simultaneously 
the first heart sound may be reinforced by the auricular. In heart-block also 
the auricular contractions may sometimes be heard; and also in Graves’ 
disease. Bramwell has proved by comparison of the electrocardiograph and 
a record of the cardiac sounds that the P wave corresponds to the presvstolic 
sound. The prolongation of the first sound and the suggestion of a presystolic 
element in three Marathon runners also appear to be explained by the fact 
that auricular systole was audible, and this was proved by graphic records. 
The author suggests that the hypertrophy that occurs in athletes who indulge 
in prolonged and severe physical exertion also affects the auricles. A similar 
graphic record from a case of congenital heart disease suggested that the 
auricular sound was accentuated. These presystolic vibrations which constitute 
the auricular component of the first heart sound correspond in time to the 
presystolic vibrations which give the characteristic thrill and murmur in cases 
of slight mitral stenosis. Whereas in mitral stenosis the size of the orifice is 
diminished, it is normal in hyperthyroidism, but the rate of blood-flow is 
increased, serving therefore to produce a relative stenosis. If auricular systole 
occurs early In diastole the murmur is loud, but if it occurs late the murmur 
is faint. 

In the paper on gallop rhythm, Bramwell describes this feature as the cry'of 
the heart for help and an indication that the last reserves have been called 
up. It is necessary to distinguish gallop rhythm from the normal third heart 
sound and the asynchronous closure of the aortic and pulmonary valves, 
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neither of which has the same prognostic significance. The third heart sound 
is often audible in patients with mitral stenosis, in whom true gallop rhythm 
is hardly ever found. The third heart sound is related to the foregoing systole 
and occurs in a definite relation to the second heart sound of the previous systole. 
This is what is sometimes known as protodiastolic gallop rhythm. The third 
heart sound is seldom heard in cases when the heart is embarrassed. It is much 
more often an incidental feature in a routine cardiac examination. In split 
heart sounds the two components are of the same quality and pitch and 
separated from one another by a very short interval. True gallop rhythm 
always occurs when the heart is beating rapidly. It is palpable as well as 
audible, and the accessory sound is often only a dull thud. The accessory 
sound is often less audible than palpable, and the best way of detecting it is 
by applying the ear direct to the chest wall. The normal cardiac impulse is 
a single thrust, but the gallop impulse is a double wave and gives the impression 
that the chest wall is not only being pushed out by the turgid apex of the ventricle 
but that it is being thrown into oscillation. In 63 patients studied there was a 
very high mortality. Tachycardia was invariable. In 7 cases the electro¬ 
cardiogram showed bundle branch block. Over 83 per cent of the total were 
dead in eighteen months. It occurred most frequently in patients with 
hypertension, advanced coronary disease, or advanced inflammatory lesions of 
the heart with congestive failure, anginal pain, or cardiac asthma, and is therefore 
a grave sign in prognosis. It does not appear to have any etiological relation 
to heart-block or bundle branch block. 

Reference.- Jour. Med. 1935, iv, 139, 149. 

HEART-BLOCK. A. G . Gibson, M.D ., F.R.C.P . 

K. Gordon 1 gives an account of some of the clinical features of complete 
heart-block. In a series of 9 cases from the Montreal General Hospital the 
blood-pressure was normal in 1 only. In the other 8 the average systolic blood- 
pressure was 204 mm., while the average diastolic pressure was S3 mm. In 
all patients the heart was found to be enlarged both by physical examination 
and by X-rays. In 2 patients there was no cardiae murmur, in 7 there was an 
apical systolic murmur, and in 1 of these there was an apical diastolic murmur 
as well. On no occasion was a variable first heart sound recorded. Capillary 
pulsation was recorded in 1 patient, but none is recorded as having a collapsing 
pulse. It is suggested that attention to these points may enable the diagnosis of 
heart-block to be confirmed. It should be noted that in the majority of patients 
with heart-block the auricular pulse is clearly visible in the veins of the neck 
between the ventricular beats. In order to observe this it is necessary to put 
the patient on his back and to have a diffused light striking the neck obliquely. 
At night time it is often possible, by so directing the rays of a hand torch, to 
show up these beats very clearly. It can also be seen that when the auricular 
and ventricular beats coincide the wave in the jugular vein is much stronger. 
By careful auscultation also the sound of the beating auricle can sometimes 
be recognized at the base of the heart. 

In writing of the effects of bodily rest, muscular activity, and induced pyrexia 
on the ventricular rate in complete heart-block, A. R. Gilchrist 2 says that 
muscular exercise increases the rate of the ventricle to a varying degree. In 
one patient it increased a number of beats per minute by 50, from 40 to 90. In 
another the increase was between one and two beats. This capacity of 
ventricular increase on exercise varies considerably in different individuals, 
and similarly the rate of return to normal is inconstant. Symptoms may occur 
within a minute of completing the test; in other patients up to five minutes 
may elapse before the resting conditions are restored. 
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in regard to the auricular rate as compared with the ventricular, an increase 
ot 150 per cent in the rate of the auricles may be accompanied by only 10 per 
cent in that of the ventricles. On the other hand, a 50 per cent gain in the 
rate of the auricles may coexist with 100 per cent gain in the rate of the 
ventricles. The patient is more severely incapacitated when the ventricle has 
a small increase of rate on exercise. The ventricular rate in three patients was 
slower during sleep than when awake. Both fever and protein shock raise 
slightly the rate of the ventricles. It would appear that both the sino-auricular 
node and the idio-ventricular centre react individually to stimuli. 

W. A. R. Thomson 3 deals with so-called Type 2 of partial auriculo-ventricular 
block, described in 1900 by Hay. In this type, though there is a slight 
prolongation of the As-Vs interval, this interval shows no variation, whether 
the ventricular rate is 00 or 30 per minute. The normal form of partial block 
shows a gradual lengthening of the As-Vs interval in successive cardiac cycles 
until a ventricular beat is dropped. This follows an interval in which there is 
little or no delay. Out of 44 cases of partial auriculo-ventricular block, 1 only 
could be identified as of this type. Type 1 is obviously due to an alteration 
in the power of conductivity, and Thomson confirms Hay’s explanation that 
Type 2 is a diminution of ventricular excitability. He quotes Motitz, who 
states that Type 2 is of more serious import because it may be the precursor 
of the Adarns-Stokes syndrome, and it is in this type also that abrupt 
transitions are seen from apparently normal conduction to temporary complete 
block or the reverse. 

References. — 1 Canad . Med. Assoc. Jour. 1934, xxxi, 171 ; 2 Quart. Jour. Med. 1934, 
xxvii, 381 ; a Edin. Med. Jour. 1934, iv, 605. 

HERNIA. A. Rendle Short , M.D., F.R.C.S. 

This year, as ever, an embarrassing number of new or modified operations 
for hernia, especially inguinal hernia, are described; with some of these we do 
not think it worth while to burden our pages, or our readers’ attention. 

Inguinal Hernia.— 

Injection Treatment —We have often noticed this method in former numbers 
of the Medical Annual, though it does not seem to gain many adherents. 
S. W. Fowler, 1 * 2 of New York, has two papers on the subject. He injects 
galtanol , 2 c.c. on twelve to fifteen occasions ; a truss must be worn throughout 
the treatment. He says the recurrence rate is very low. He has treated 
700 cases. De Lisle Gray 3 continues to use the solution mentioned in the 
Medical Annual for 1933 (p. 214); it is turbid in the cold but clears on 
heating. The injection is made not into but around the sac, and about twenty 
injections may be needed, at intervals of four days. He claims 75 per cent 
of satisfactory results. 

Operation Treatment —Professor G. Baggio, 4 of Cagliari, lias a modification 
of the Bassini operation, shown in Figs. 27-30. It will be observed that the 
cremaster muscle is dissected off the cord, split, and sewn up behind the cord. 
First the sac is cut away and over-sewn, then the transversalis fascia is 
sewn up, then the lower flap of the cremaster is sewn to the rectus muscle 
and the internal oblique. 

To avoid the necessity of cutting the thigh to obtain strips of fascia lata 
for the Gallic operation, J. W. Levering, 5 of Philadelphia, has experimented 
in dogs with strips of peritoneum, and finds it is quite efficient. He suggests 
that strips of the hernial sac might be used. R. P, Wadhams and Y. Carabba 6 
use a living pedicled graft from the fascia lata cut from the upper part of the 
thigh, pulled subcutaneously into the gap between the external oblique and 
Poupart’s ligament on the outer side and sewn to the rectus sheath on the inner 
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i'Ph/iv XXXih. O. II. Wangensteen, 7 of -Minneapolis, also uses a pedicled flap 
truia Hi-? iliotibial band ; bis flap is a broad one which may be utilized to repair 
lar-ve-'vap hernias in the inguinal or femoral region or in the abdominal 
wall. ~ The tensor fascne fenioris muscle, .with its artery and nerve intact, is 
swung as the pedicle of the flap. If is drawn above or beneath Poupart’s 
ligament. 

^ Physical Efficiency after Operation .—Max Page 8 has been investigating the 
end-results of operation for inguinal hernia in the London Police Force, where 
the recurrence rate appears to be about 11*5 per cent. He quotes the enormous 
figures of Block, from German clinics; of 13,220 Bassini operations, 177 or 4-2 
per cent recurred. Contrary to the general opinion, which is that the first 
year is the period of recurrence, in over a third of the cases in Block’s series the 
hernia came back more than two years after the surgical intervention. The 
main avoidable cause of failure was hoematoma or suppuration (122 out of 
54S eases). The use of catgut, silk, thread, or silkworm, made no substantial 
difference. 

Femoral Hernia.—R. S. Melville,® of Dundee, modifies Lotheisen’s opera¬ 
tion, the one now usually used for femoral hernia, and very satisfactorily as far 
as preventing recurrence is concerned. Melville ties off the. sac flush with the 
peritoneum, approaching it above Poupart’s ligament; the lower part of the 
sac is left to plug the femoral canal ; it is turned inside out to make a rivet¬ 
like ‘head* on the upper side of Poupart’s ligament. R. L. Payne, 10 of Norfolk, 
Virginia, uses living fascial sutures to approximate the internal oblique to 
Cooper’s ligament (ligamentum pubis). 

Incisional Hernia.—Large difficult recurrent incisional hernias, always a 
problem, have been successfully closed by N. S. Rothschild 11 , of Philadelphia, 
by means of flaps cut from the anterior sheath of the rectus abdominis. These 
are cut square or oblong, on either side of the gap, with a hinge on the mesial 
side ; they are then turned over in front of the gap and sutured, overlapping 
one another. It is important to avoid post-operative abdominal distension, 
and a Jutte tube may be left in the stomach. According to C. I). Branch, 12 
of Harvard, there were 40 recurrences in 204 cases operated on by standard 
methods. Three of these followed a Gallie repair. 

Occult Epigastric Hernia.—An article on this subject is contributed by 
N. Bardesco, 13 of Bucharest. These little fatty hernia?, in the mid-line between 
the xiphistermim and the umbilicus, are easily overlooked, and may give rise 
to symptoms very like those of gastric ulcer. Bardesco reports on 11 cases 
treated by operation, which relieved their pains. 

Diaphragmatic Hernia.—Sir T. Dunhill 14 chose this for his subject for the 
Arris and Gale Lecture for 1934. The type associated with a short oesophagus 
is not uncommon. The symptoms of diaphragmatic hernia are usually severe, 
and quite suggestive, but the diagnosis mainly depends on the radiogram. 
Operative treatment, though not without risk, can cure those patients in whom 
the oesophagus is of normal length ; Dunhill has had six successful cases. The 
stomach may be so large that there is barely room in the abdomen for it, and 
a temporary gastrostomy is useful. The hole in the diaphragm may be : (1) 
Just behind the sternum; (2) Through the left dome; (3) Through the left 
costo-vertebral angle ; (4) Close to the oesophagus, which may be normal 
or very short. 

References.-— l Med. Record , 1935, Feb., 207 ; 2 Ibid. April, 3S7 ; s Proe . Roy. Soc. 
Med. (Surg. Sect,), 1934, July, 12S9 ; 4 Policlinico , 1935, May, 1019 ; Mnw, of Surg. 
1935, Jan., 550 ; Hbid. May, 1264 ; 7 Surg . Gynecol . a id Obst. 1934, Nov., 766 ; s Brit. 
Med. J c ur. 1934, ii, S96 ; *lbid. 1935, i, 467 ; 1(1 Jour. Anier. Med. Assoc. 1935, Jan., 276 ; 
11 Ann. of Surg. 1935, Feb.,.-754; lft Xew Eng. Jour. Med., 1934, Nov., ‘949 ; ia i2ev. de 
CMr. 1934, Oct., 589 ; 14 £rit. Jour. Surg, 1935, Jan., 75. 
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HERNIA, UMBILICAL. A. JRendle Short , M.D., F.R.C.S, 

Very little has appeared in medical literature on this subject for a good many 
years, and it seems opportune to make some reference to the allied conditions 
of exoxnplialos, umbilical hernia in children and adults, and divarication of 
the recti. 

Exomplialos is an inborn defect in which the intestines are herniated at 
the umbilicus at the base of the umbilical cord, covered only by a thin trans¬ 
parent membrane. Too often in the past it has been concluded that the infant 
lias no chance of survival. If nothing is done, of course, the child soon dies 
of peritonitis or of intestinal obstruction. It has been our practice of late 
years to operate within the first twenty-four hours, with the aid of a little 
ether anaesthesia ; to excise the thin membrane, reduce the prolapsed bowel, 
and close the abdominal muscles over the gap. Early operation is usually 
successful. One case that seemed hopeless, brought up on the third day, and 
showing signs of local peritonitis, made a good recovery. 

Umbilical Hernia In Children is, of course, very common, does no harm, 
and gets well of its own accord in the course of a few months. It has been 
customary to treat it by sewing a coin or a cork disc into the binder, but 
there is no advantage in this ; a firm binder is quite sufficient. A pad 
and a piece of sticking plaster is often recommended, but it is apt to 
excoriate the skin. 

Sometimes the mother becomes impatient, and desires that something 
more definite shall be done. In that case there is a simple and successful 
treatment available—namely, to pass a stout silkworm stitch subcutaneously 
around the neck of the sac by means of a curved needle and to tie it tight. 
The method is only suitable if the bowel is reducible, and the hernia no bigger 
than the tip of the finger. If the hernia is large, or in very rare cases that 
strangulate, an open operation may be. necessary. 

Umbilical Hernia in Stout Middle-aged Women is a common, often 
neglected, but quite serious condition. It is difficult to treat, and carries 
considerable risk of strangulation, besides giving rise to a good deal of dis¬ 
comfort and disability. If strangulation occurs, the operation mortality is 
in the neighbourhood of 80 per cent. Choice of treatment lies between an 
abdominal belt and surgical repair, and it is often difficult to decide which 
is better. The patient is usually not a promising subject for surgery, but, on 
the other hand, even a well-fitting belt will probably fail to prevent the hernia 
steadily increasing and reaching a great size. At operation a transverse 
incision, with excision of the umbilicus and a large piece of skin, is best; the 
bowel may be very close to the skin and adherent, and care must be taken 
to avoid wounding it. The sac is then dissected away down to its neck, and 
the rectus muscles and sheath plainly exposed. Closure is effected in three 
layers. First the sac and posterior sheath are sewn up transversely, either 
separately or together; it is valuable to overlap the sheath of rectus like a 
double-breasted waistcoat. Next the rectus muscles are united vertically. 
Finally the anterior sheath, overlapped if possible, is sewn up transversely. 
If the gap is wide, strips of living fascia lata should be used for suturing the 
muscles or the anterior sheath. If these cannot be brought together without 
great tension, a sheet of fascia lata, with tails like a many-tailed bandage, may 
be sewn into the gap. Or strips of bone from the anterior surface of the tibia 
may be incorporated to bridge the gap. They heal in well, but there is a 
tendency for recurrence to take place between or adjacent to them. Bartlett’s 
filigree method is probably not much used nowadays ; it often gave good 
results, but there is a specimen in the Museum of the Bristol Royal Infirmary 
from a case in which it led to fatal intestinal obstruction. 
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Divarication of the Recti is usually seen in the aged or the emaciated, and 
nothing but skin and peritoneum lies in front of the intestines over an area 
2 or 3 in. wide between the recti, so that there is visible peristalsis. An 
abdominal belt is all the treatment that is needful. 


HIP. {See also Joints, Surgery of.) 


HIP 5 CONGENITAL DISLOCATION OF. 

E. W. Hey Groves, M.S ., F.R.C.S. 

K. II. Pridie , F.R.C.S. 

It is a matter of common agreement that there are three phases of congenital 
dislocation of the hip and that the problems of treatment are entirely different 
in each. In the hrst—that of infancy—it is usually possible to replace the 
dislocation and to maintain the corrected position by plaster-of-Paris. In 
the second, closed reduction is very difficult or impossible, and some type of 
open operation is necessary. The operation may be merely placing the head 
into its socket after dividing the constricted portion of the capsule, but more 
usually the shallow acetabulum must be deepened either by gouging away its 
floor or by adding a shelf above. In the third phase—that of the adolescent 
or adult—the choice will lie between palliative treatment and some kind of 
reconstructive operation. It is not possible or desirable to make a hard-and- 
fast age limit between these three phases. As a matter of experience, however, 
it is found that the first phase, when closed manipulation is the treatment of 
choice, is from one to three years ; but it can often succeed up to five or six 
years. 

Two facts in relation to closed reduction are becoming more and more 
definitely established. First, that the younger the patient is, the better. 
Eighteen months in this country is usually the earliest age that the diagnosis 
is made, i.e., when delay in walking calls attention to the need for diagnosis 
and an X-ray is taken. Second, that violence or any form of brute force is 
not only unnecessary but positively harmful. The difficulty in closed reduction 
in a child of 8 to G is caused by contraction of the elongated capsular ligament. 
No amount of violence will overcome this. Force merely serves to tear the 
attachment of the capsule and to double it up between the head and the socket. 
When this has been done, the head may be retained for months, lying insecurely 
opposite to the acetabulum, but when finally the cast is removed, dislocation 
recurs. Therefore in this second phase the safe rule is to begin with traction 
and abduction continued for a week or two, and then to manipulate. Satis¬ 
factory reduction is indicated by an unmistakable click which is both palpable 
and audible. Then the position is maintained by the usual double hip spica, 
and is continued for nine to twelve months, being changed every three months, 
the abduction being lessened at every change. If satisfactory reduction cannot 
be achieved, then an open operation, usually of the shelf type, should be done. 

In the third or adult phase decision as to the best treatment is most difficult. 
The patient may be quite agile, active, and free from pain. Under these 
circumstances, and especially in cases of bilateral dislocation, it is probably 
wise to refrain from operation. It is very easy to convert such an active and 
painless condition into one which is stiff and painful. Probably, therefore, 
these late cases should be advised to carry on with provisional appliances for 
equalizing the length of the legs. Operation should be deferred until pain, 
tiredness, and instability occur. 

In the present article discussion will be confined to the best method for open 
operation in children and adults. If there is a well-formed acetabulum, which 
is very rare, then operation will merely consist in dividing the constriction 
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in the capsule and in replacing the head. But in the great majority of cases 
the socket is much too shallow to retain the head and either must be deepened 
or else a shelf added above. 

F. D. Dickson 1 describes the shelf operation as commonly performed, and from 
which he claims to have had good results in 23 out of 28 cases. A piece of bone 
is turned down above the acetabulum and wedged in place by a triangular 
graft cut from an adjacent portion of the crest of the ilium (Plate XXXIII). 
It is a little difficult to understand how such a small shelf can 'afford enough 
security, especially when the hip is flexed. It is much more efficient if the 
whole upper margin of the acetabulum is divided from the pelvis by a chisel, 
and a massive graft driven in to keep it in place. Some attach importance 
to operating without opening the capsule, but this should be quite a secondary 
consideration. It is very seldom that an open operation is done on any case 


r\ Arched, groove chisel led 
\ Above he&d of femur 
y. to receiv^ bone grafts 

7 - d 0 raff 



Femur brought 
down by traction 
to site of true 
Acetabulum 

Fig. IU.—Diagrammatic illustration of Compere’s tibial-peg-slielf operation in congenital 
dislocation of the hip. (By kind permission of the * Journal of Bone and Joint Surgery ’.) 


in which closed reduction can be effected. The shelf operation is usually done 
through an anterior Smith-Petersen incision ; but there are great advantages 
in using an external goblet V incision, turning up the great trochanter. This 
gives much the best exposure of the whole superior, anterior, and posterior 
aspects of the acetabulum. Probably most shelf operations err on the side 
of leaving the posterior part of the upper rim of the socket unprotected. 
Having exposed the upper acetabular margin, it is necessary to make a bony 
ridge or shelf along at least one-third of its upper circumference. The easiest 
way is to take a part or parts of the anterior superior spine and crest, which 
in children is still covered in cartilage, and nail these on above the acetabulum. 
But the majority of operators, like Dickson, turn down an osteo-periosteal flap 
and wedge this with the graft. Actually a dead bone-graft may be shaped 
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beforehand and sailed in place with bone nails. E. L. Compere 2 uses stout 
nails or wedges cut from the tibial crest, and drives these in round the margin 

of the socket (Fig, III). 

The problem of the older child or adult in which the head of the bone lies 
high up. behind, and on a level with the anterior superior spine, is a very much 
more difficult one. The question -whether such cases should be operated on 
at all lias already been referred to. It is very doubtful whether there is any 
advantage in forming a shelf above such a displaced femoral head. Bruce 
Gill, 3 however, is of opinion that such a shelf operation does give some stability 
and freedom from pain {Plaies XXXIV, XXXV). 

The femoral head in old eases of dislocation is displaced in three directions— 
upwards, outwards, and backwards. The upward displacement is most obvious 
in the X-ray. It can always be lessened, if not wholly corrected, by preliminary 
skeletal traction, aided maybe by tenotomy of the adductor tendons. The shelf 
operation should then prevent further slipping upwards of the head. The back¬ 
ward displacement is too often overlooked. It is responsible for the lordosis. 
Dickson 1 rightly insists that it should be fully corrected as an essential part 
of any open operation. That is to say, the head of the femur must be 
levered forward so as to be in contact with the anterior plane of the pelvis ; 
so that when viewed laterally the head of the femur should be in the same plane 
as the lumbar spine. The outward displacement is that which is usually over¬ 
looked or untreated. And yet it is very important as being responsible chiefly 
for the rolling gait. In nearly all the shelf operations, an antero-posterior 
X-ray shows that the head of the femur still lies lateral to the line of the sacro¬ 
iliac joint, whereas it ought to lie vertically below it if real stability is to be 
attained. There are only two ways in which the line of the femur can be 
shifted in a medial direction, one directly and the other indirectly. The direct 
method consists in deepening the acetabulum by gouging out its floor so as 
to leave the rim jutting out. The indirect method consists in a subtrochan¬ 
teric osteotomy, amgulating the shaft of the femur on the neck so that the 
former conies to lie in the same line as that of the saero-iliac joint. 



Fij. 32.—Piouiilon of pelvis 
and fermir during weight- 
bearing on both legs. 



Fig. 33.—Sinking of pelvis 
during advancement of the 
second leg. 



Fig. 34. — Pelvis finding 
support on the proximal por¬ 
tion of the shaft after Schana 
osteotomy. 


There can be no doubt that in most' adult cases, especially with bilateral 
dislocation, some form of osteotomy is the safest and best method of treat¬ 
ment. F. J. Gaenslen 4 describes and advocates the type of osteotomy devised 
by Sehanz (Figs. 82-34). The special features of this operation are : (1) The 
division of the femur at the level of the lower border of the pelvis ; and (2) 
Fixing with long transfixion pins or screws the two fragments of bone above 
and below the point of bone division and adjusting and fixing the exact angle 
of abduction by this means. The leg is first adducted until the shaft of the 




PLATE XXXIII 


SHELF OPERATION IN CONGENITAL DISLOCATION 
OF THE HIP 

(F. D. Dickson) 



A wedtfo of hoiio has lioon removed from the erost of the ilium ami fixed between the side of 
the. ilium and the turned-down flap. 


By Mml permission of * Margery, Gynecology and Obstetrics ' 
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femur locks against the side of the pelvis. The bone is divided opposite this 
point of contact. The angle of abduction should be exactly that made between 
the adducted femur and the long axis of the body, and should be measured 
beforehand with the help of X rays. The long screws or transfixion pins 
are inserted into the bone above and below the point of section, and after 
the osteotomy they should be angulated towards one another for exactly the 
pre-determined angle. They are fixed in this angle by means of a plaster east 
(Figs. 35, 36). The screws are removed in four to five weeks, whilst the plaster 





Fig. 35.—Subtrochanteric osteotomy (Sehanz). Fragments controlled by Schanz screws. 


"Rmdel 



Fig. —A, The oblique insertion of the screws (Eiedel) allows greater working space than 
when screws are introduced perpendicularly into the shaft, as in Fig. 35. 6, Shows screws 

parallel after angulation of femur and securely lhred by use of the Eiedel plate which is shown 
in the inset. 

(Figs. 3--3G hy kind permission of the * Journal of Bone and Joint Surgery 1 .) 

cast remains on for eight weeks. This operation does not differ greatly from 
the ordinary Lorenz bifurcation osteotomy, done at the level of the lesser 
trochanter, in which the lower fragment is thrust inwards so as to engage in 
the acetabulum. The Schanz osteotomy ( Plate XXXVI) has greater precision 
in the amount of angulation, whilst the Lorenz osteotomy is very efficient if 
the femoral shaft can be made to engage in the acetabulum. 

Refeutcngios .— l Jour. Bone and Joint Surg. 1935, xvii, Jan., 43 ; -Ibid. 60 ; z Ibid . 
48 ; ^Ibid. 76. 

HIRSCHSPRUNG’S DISEASE. (See Megacolon, Congenital.) 
HODGKIN’S DISEASE. ( See Blood Diseases.) 

HOOKWORM DISEASE. (See Ankylostomiasis.) 



MEDICAL AN NUAL 


Hypsrinsalinism, etc. 238 

HYPERIH5UL2HISM AND HYPOGLYCEMIA. 

Sir Walter Langdon-Brown, M.IX, F.R.C.P . 

A. O. Whipple and V. K. Frantz, 1 in a full review of the whole subject of 
spontaneous t.yperhtsulinism, record 8 cases of adenomata of the pancreas found 
at operation which had been responsible for this condition. They call atten¬ 
tion to a difference between the appearance of these growths and that of 
lymph nodes lying in the pancreas, in that the former are covered with a rich 
capillary network which the latter lack. 

E. H. Rynearson and F. P. Moersch 2 call attention to the universal occur¬ 
rence of neurological and psychic symptoms in severe hypoglyccemia in the 
hope that with the co-operation of neurologists and psychiatrists many hitherto 
undiagnosed cases of hypoglyccemia may be discovered and, where due to an 
adenoma, treated surgically. They anticipate relief of otherwise unexplained 
nervous ant! mental symptoms in this way. 

J. Peoson and J. WoiiF hud that intravenous injections of insulin not only 
produce a much sharper fall of blood-sugar than subcutaneous injections, as 
might be expected, but do not cause hypoglycaeinic symptoms. The fall is 
followed by a fairly quick rise which they attribute to the defensive mechanisms 
being called into action to raise the blood-sugar level again. They therefore 
consider that the intravenous route should be restricted to the treatment of 
diabetic coma (even then only the first injection should be thus given) and that 
for ordinary purposes the subcutaneous method should always be used. They 
are of opinion that the level of hvpoglycaemia at which symptoms occur is not 
fixed, but individual to each case. 

It is difficult to see, however, considering how swift the onset of hypo- 
glyeremic symptoms may be, why the great fall in blood-sugar they record 
after intravenous injection does not cause even momentary symptoms. Indeed, 
J. La Barre 4 describes cases of hvpoglycaemia following intravenous insulin, 
thus differing from Penson and WohL He did so in the course of a discussion 
on hvpoglyesemic states at the French Congress held at Quebec. The impres¬ 
sion derived from that discussjon is that a clearer conception of carbohydrate 
metabolism in general is being reached. R. Lemieux and S. Leblond 5 regard 
the blood-sugar level as the resultant of two great antagonistic systems— 
one tending to hvpoglycaemia, the pancreas under the influence of the vagus, 
the other tending to hyperglvcaeinia, the adrenals, thyroid, and pituitary 
acting with the sympathetic, while mid-brain and bulbar centres regulate the 
whole. Spontaneous hvpoglycaemia may therefore arise not merely from 
pancreatic tumours but also in cases of adrenal and pituitary disease, ami may 
occur in certain cases of ovarian deficiency, scleroderma, cyclical vomiting, and 
infantile convulsions. In the same discussion Porot maintained that some 
cases of pituitary hypoglvcaemia were mistaken for anorexia nervosa, which 
is rather difficult to understand since, as La Barre pointed out, insulin causes 
vigorous contractions of the stomach, and, as is well known, generally give rise 
to marked hunger. The influence of myrtillin and hepatic extracts in lower¬ 
ing blood-sugar was also alluded to, as was the effect of hepatic cirrhosis in 
causing a resistance to insulin. Roeh and others described the production of 
hypoglyccemia by a large dose of hypertonic glucose intravenously which 
apparently strongly stimulated the internal secretion of the pancreas. 

References.— Linn, of Surg. 1935, ei, June. 1299; -Jour. Amer . Med. Assoc. 1934, 
Oct. 20. HOC; 2 J J re88e med. 1935, xliii, Jan. 12, 53; Mbid. 1934, xlii. Oct. 10, 1581 ; 

5 Ibid. 

HYPERPABATHTfROIDISM. (See Parathyroid Glands ; Parathy¬ 
roid Surgery.) 
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HYPERTENSION. A, G> Gibson , M.D . s F.R.C.P* 

in Ms Croon ian Lectures for 1984, O. L. V. de Wesselow 1 surveys the whole 
question of hypertension, but only a few remarks can be made here. The 
lectures present a well-documented account of the subject as it is known at 
present. In speaking of renal changes in essential hypertension the author 
remarks that Weiss and Ellis found that of 17 hypertensive patients 18 showed 
a urea-clearance approximating to normal. It follows, therefore, that the 
renal function may be entirely intact and rules out the view that hypertension 
is a compensation for impaired renal efficiency. Clinical support is suggested 
in the predominance of cardiac failure and cerebral accidents as the cause of 
death and the relative infrequency of death from uraemia. In regard to the 
blood-pressure in nephritis he refers to its sudden elevation in acute glomerulo¬ 
nephritis and also to Koch’s observations that about the fourteenth to the 
twentieth days in scarlet fever there may be transient rises of blood-pressure 
with the rare occurrence of casts in the urine. This rise in blood-pressure 
appears before any albuminuria, and albuminuria may be absent. The essential 
lesion in this rise in blood-pressure is supposed to be a capillaritis of the vessels 
of the glomerular tuft, and this has been confirmed experimentally in animals 
by the action of cantharides or mercuric chloride. In glomerulo-nephritis 
there is a second stage in which the blood-pressure may remain at a normal 
level though the lesion may be active and progressive. This is particularly 
noticeable in some of these patients who pass through a period with symptoms 
suggestive of nephrosis with heavy albuminuria and extreme oedema but without 
nitrogenous retention. In the third stage (when the kidney is beginning to 
fail) hypertension is almost invariable. The author confirms the presence of 
raised blood-pressure in polycystic disease, though not all cases show it. On 
the other hand, certain types of renal disease with a high degree' of glomerular 
destruction and renal inadequacy do not show hypertension, such as in amyloid 
disease. In renal hypertension the author’s view is that it is compensatory. 

In the hypertension due to paraganglioma the symptoms are those typical 
of excessive adrenalin discharge. The patients suffer in the early stages from 
attacks that are acute and transient. They last from five to ten minutes and 
the blood-pressure may rise from normal limits to as much as 300 mm. systolic 
and 180 mm. diastolic. The pulse also is raised. There are painful cramps 
in the extremities, anginal pain, abdominal colic, dyspnoea, pallor, headache, 
and drenching sweat. There can be transient albuminuria after the attack, 
and with the rise of blood-pressure there may be a rise of blood-sugar and 
glycosuria. Retinal and cerebral haemorrhage may occur and death may ensue 
from left ventricular failure. 

In the hypertension of hyperthyroidism the author points out that the 
diastolic pressure is not raised to any extent and that the hypertension 
persists after successful thyroidectomy. 

Another source of clinical hypertension may be from the aorta . Experi¬ 
mentally permanent elevation of the pressure may be produced by destruction 
of the aortic sinus ( which in man includes the carotid sinus together with a vaso- 
sensitive zone stretching into the aorta) and also the sinus nerved. These 
so-called buffer nerves exercise a tonic inliibitory action on the centres of the 
medulla which are unrestrained after the destruction of the nerves. Post¬ 
mortem evidence does not appear to favour the attribution of hypertension 
to atheroma of the carotid sinus, nor does human experiment result, as yet, 
in any application of tMs knowledge to man. 

J. Parkinson and C. Hoyle 2 have isolated a type of hypertension among 
thyrotoxic patients in whom the main symptoms are hyperthyroidism, though 
the fact of their being goitrous may have been overlooked by the small size 
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of the thyroid. They are usually women between the age of 45 and 65, thin, 
excitable* and easily tired. The tachycardia Is moderate, between 90 and 
2 10, and the systolic Mood-pressure may be anything between 170 and 240 mm. 
of mercury, and the diastolic between 90 and 180 mm. Paroxysms of auricular 
fibrillation may be followed by permanent fibrillation. The thyroid is not 
necessarily enlarged and it may be substernal. Treatment by thyroid extract 
is contra-indicated and subtotal thyroidectomy will often relieve the symptoms. 

J. T. King- finds that in eases of hypertension throat infections are frequent, 
and lie discusses the etiological aspect of this factor. He cites a number of 
instances in which other workers have mentioned the same feature. 

References.— -Mnncet, 1934, ii, 579, ©36, 687 ; *Ibid. ii, 913 ; z Calif. and Western 

Jled, 1934, xii, 145. 

INCONTINENCE OF URINE. (See Urethra, Surgery of.) 

INDUSTRIAL DISEASES. {See also Poisoning; Silicosis.) 

G. E. Oates, M.D ., M.R.GP.f D.P.H. 

Silicosis.—A useful memorandum 1 on this disease in its industrial aspects 
has been issued by the Home Office. Its incidence continues to be serious and 
widespread. During the three years 1932-4 the Silicosis Medical Board certified 
1444 cases of disablement and 435 deaths from the condition. In the same 
period there were 60 cases of disablement and 5 deaths among workers in the 
asbestos industry. Silica is widely distributed in nature and occurs as the 
chief constituent of many rocks. Certain natural deposits of silica occur also 
as the remains of organic life, such as kieselguhr. All processes which involve 
the manipulation of any of these materials in the dry state in such a way that 
the silica is broken up into minute particles and inhaled are liable to give rise 
to silicosis. Chief amongst these are the mining, quarrying, drilling, blasting, 
breaking, crushing, or grinding of siliceous rocks. Amongst others may be 
mentioned processes in the pottery industry involving the use of powdered 
flint and the grinding of metals by means of sandstone. 

Methods of Prevention.— 

1. Suppression of Bust. —This includes all measures which prevent the dust 
from being produced. It is sometimes successfully accomplished by the use of 
water, but to be effective the supply of water must be sufficient to keep all 
surfaces of the material wet during the whole process. In some cases, as in 
grinding of metals, effective dust suppression is only attained by the complete 
immersion of the metal being ground. 

2 . Exhaust Ventilation ,—This is usually localized and applied at or as near 
as possible to the point of origin of the dust, and so arranged with reference 
to the air inlets and general ventilation of the room as to prevent the dust from 
entering the atmosphere of the work-place. When the dust is produced over 
a large surface, as in crushing machinery, it is necessary to enclose the machine 
as completely as possible and to apply an exhaust draught to the inside of the 
housing, sufficient to maintain a slight negative pressure and prevent escape 
of dust from apertures. Percussive drills worked by compressed air, which 
are largely used in mines and quarries and produce large quantities of fine 
dust, can now be provided with a 4 dust trap* which gives the workmen 
efficient protection. 

8 . Other Preventive Measures .—A breathing apparatus consisting of a helmet 
or closely fitting face-piece provided with an air-supply drawn through a tube 
from a pure source affords protection for workmen employed in processes giving 
rise to dust, and is useful during short spells of dust production. Respirators 
can never be regarded as a substitute for exhaust ventilation, but for processes 
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which are outside the range of such ventilation an efficient respirator, with 
a filtering medium of fibre or tissue, is desirable. All dusty processes should 
be segregated, so as to protect workers employed in non-dustv processes from 
unnecessary exposure. 

4. Initial and Periodic Medical Examinations .—The object of the'initial 
examination required in certain scheduled industries is to prevent workmen 
whose respiratory physique is defective and who, if not more liable to contract 
silicosis, run much greater danger if it develops, from entering the industry. 
The periodic medical examinations carried out at the works enable the condi¬ 
tion to be detected at an early stage, and if the workman is then excluded 
from, or voluntarily gives up, further employment in the dusty processes, the 
development of the disease may be arrested. They also enable persons found 
to he suffering from pulmonary tuberculosis, who not only expose themselves 
to additional risk by remaining in the dusty industries but are also a possible 
source of infection to their fellow-workers, to be eliminated. They also provide 
cumulative evidence as to the changes in the workman’s condition which is of 
great assistance in diagnosis when the question arises of certification for purposes 
of compensation. Further, they indicate where the conditions are still giving 
rise to the disease, and may thus be of material assistance in enabling the 
necessary precautions to be taken. 

Compensation in cases where death or disablement is caused by silicosis, 
or silicosis accompanied by tuberculosis, contracted during employment is 
now payable in all the industries where a serious risk of the disease exists. 
Any workman desiring to make a claim to compensation must have a certificate 
from the Medical Board appointed by the Home Office unless his employer 
agrees that he is liable to pay compensation without such a certificate. The 
Medical Board, with four panels of two Medical Officers each, has centres at 
Bristol, Manchester, Sheffield, and Stoke-on-Trent. There is no appeal from 
the Medical Board’s decision, and hence it is important that all material 
information, and especially the employment history, should be given to the 
Board. The Board are required to issue a certificate whenever they find that 
a workman is suffering from silicosis, or from silicosis accompanied by tuber¬ 
culosis, to such a degree as to make it dangerous for him to continue work in 
the industry or process concerned. In the ease of death from silicosis com¬ 
pensation can only be claimed on a certificate given by the Medical Board, 
and a post-mortem examination is nearly always necessary. 

Asbestosis resembles silicosis in its general features of causation and 
development, but differs from it in some of its clinical and pathological mani¬ 
festations. The means of prevention, provision for compensation, and medical 
arrangements for examination and certification are similar to those which 
obtain in the case of silicosis. 

Poisoning from Metallic Fumes.—It is now known that metal-fume fever 
or brassfowiders 9 ague is caused by the breathing of the solid particles of zinc, 
magnesium, or copper oxides present in the fumes generated in the burning 
of these metals. A resistance to the fever may be acquired, but is not lasting, 
and corresponds to the leucocytosis which follows the fume inhalation. The 
fume fever doe*; no lasting harm, the effects are not cumulative, and the 
metallic oxides causing it are not true industrial poisons. In recent years fume 
fever has been reported in the welders of galvanized iron, the causative agent 
being zinc oxide, which is formed when the zinc of the galvanized coating is 
boiled off by the welder’s torch. A. C. Titus, H. Warren, and others 2 , have 
studied the industrial risks of electric welding. They are satisfied that the 
fumes of ferric oxide are comparatively harmless, but found that animals 
exposed to the vapour generated from the electric welding of steel developed 

16 
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severe or fatal pulmonary oedema, which they ascribe to gases generated by 
the are* such as nitrogen peroxide and ozone. They also describe a fatal case 
of oedema of the lung in an electric welder who worked in a confined space. 
The respirators' hazard in welding can be avoided by means which ensure the 
welder’s breathing reasonably clean air. For this purpose the welder may 
wear a respirator or air mask, or the work-place may be ventilated. The 
efficacy of these measures may be assessed by examining the forced nasal 
discharges of the workers for the rusty brown colour of ferric oxide. 

Ref^rentes._ l Menio. of Home Office, 1935. Feb., * 4 Silicosis and Asbestosis”. K.M. 

Stati-mwrv Cilice ; 'of induct. Hyg . 1935, xvii. No. 4, July, 121. 

INFANT FEEDING : DRIED MODIFIED MILK* 

Reginald Miller, M.D., F.R.C.P. 

When a dried-milk preparation is reconstituted with water in the proportion 
of 1 in S 1 1 drachm of milk powder in 1 oz. of water) we are back again at 
undiluted cow's milk. Tins constitutes one of the great advantages to be 
obtained from the use of dried whole-milk preparations. Protein digestion 
seems to be rendered more easy by the process of desiccation, and if some 

Composition of Dried Modified Milks. 


1 

1 

j 

brand of milk j 

Reconstituted by Addino 

1 Drachm of Powder to 

1 Ounce of water | 

Remarks 

i 

j 

i 

Protein 

| F:.t 

! Carbo¬ 
hydrate 


AUenbury No. 1 j 

1-2 

2-3 

7*9 

Intended for infants of 1-3 months. 
Some casein has been removed, and 
vegetable albumin and lactose added 

Allenbury No. 2 ; 

1*0 

2*1 

7*8 

Intended for infants of 3-6 months. 
Similar to No. 1, but with addition of 
malted flour. Contains no starch 

Almata 

1*0 

3*2 

7*3 

A much modified milk. The consti¬ 
tuents of cow’s milk are all present, 
j with, in addition, egg-yolk, butter, 
malto-dextrine, mineral' salts, and 
deeitrated fruit juice 

Ambrosia 

humanized 

1-S 

3-2 

6*9 

Contains added lactose 

Cow & Gate 

4 cream 

2*5 

,i_ 

1-9 

7*2 

Contains added lactose 

Dorsella 

humanized 

! 1*5 

3*2 

6*9 


Glaxo Sunshine 
(sold at welfare 
centres as 
Ostermilk) 

2*1 

j 

2-5 

1 7*0 

Contains added vitamin D. Each ounce 
of reconstituted milk is said to contain 
the equivalent of 24 drops of cod-liver 
oil 

Lactogen 

; 2-0 

3*1 

0*6 


Trufood 

humanized 

1*4 

3*4 

0*25 

Contains added cream and lactcse. 
Casein Q*S per cent. Lactalfcumin 0*0 
per cent 
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sugar is added the infant is taking a diet in which underfeeding is impossible. 
The average calorie value of full-cream dried milk is 18 calories to the ounce, 
the same as 1 oz. of fresh undiluted cow’s milk. On the other hand, the strength 
of such feeds may be a disadvantage, more particularly in connection with 
their fat-content, which ranges from 8-2 to 8*0 per cent. W. Sheldon 1 states 
that in his experience these milks are too rich for young infants and can be 
more successfully used after about two months of age. [With this the reviewer 
cordially agrees, but would add that in the case of delicate or sick children 
even two months may be too young for a full-cream dried milk.—R. M.] 
Consequently there is a great scope for the use of dried modified milks, parti¬ 
cularly where the percentage of fat in them has been reduced. Sheldon gives 
a useful list of these, which is reproduced on the page opposite. 

Reference.— 1 Practitioner , 1935, cxxxiv, 415. 

INFANTILE PARALYSIS. {See Poliomyelitis, Acute.) 

INFLUENZA. J. D. Rolleston , M.D., F.R.C.P. 

Epidemiology. —According to official information 1 on the recent prevalence 
of influenza in the United States and Europe the epidemic wave of the winter 
1984-5 in the United States was greater than that of 1933-4 and 1931-2, but 
did not reach the level of that of 1932-3. The disease was four to live times 
more prevalent in January, 1935, than during the same month in 1931, 1932, 
and 1934, but was considerably less frequent than in 1933. The mild type 
of the epidemic was shown by the fact that the general mortality rates for 86 
towns with a population of more than 100,000 were quite normal in December, 
the highest figure reached in these towns being in the week ending Jan. 16. 
Although as a general rule mild, influenza occurred in the greater part of Europe 
in the early months of 1935 in a definitely epidemic form. In Norway, 
Sweden, and Denmark, the disease reached its height in January or February, 
but only 17 deaths were reported among 8458 cases notified in Copenhagen 
during the first eleven weeks of the year. In Germany influenza was more 
severe, the number of deaths reported in the large towns being comparable 
to that reported in the winter of 1930-1 but lower than that during the epidemic 
of 1933. In Switzerland the epidemic spread very rapidly throughout the 
country, especially in the west, towards the end of January, but appeared to 
be much less fatal than the outbreaks of 1927 and 1931. In France influenza 
spread to all parts of the country in January and reached its maximum in 
Paris during the first ten days of February, when the general death-rate exceeded 
the average by nearly 27 per cent, a comparatively high death-rate occurring 
at the more advanced ages, as is characteristic of comparatively mild epidemics. 
In Roumania, Yugoslavia, and Czechoslovakia a mild type of influenza became 
widespread in January and February, while in Hungary an increase in the 
number of eases was not observed till March. In Spain influenza was prevalent 
in February, but did not reach serious epidemic proportions. In England and 
the Irish Free State the disease was quite mild. In Scotland the number of 
deaths attributable to influenza in the great towns reached 62, of which 45 
were in Glasgow. 

E. A. Underwood 2 deals with the epidemiology of an influenza outbreak 
which started in Leeds in November, 1932, and continued until the end of 
February, 1933. He found that factory workers were less liable to contract 
influenza than assistants in large shops, outdoor workers, clerks and office 
workers, and school teachers, and suggests that propaganda relating to respira¬ 
tory infection may have been responsible for reducing the incidence of the 
disease among factory workers. 
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The Leeds outbreak tomk approximately twice as long to reach its peak as 
did the Glasgow epidemic, though both epidemics started almost simultaneously. 
As regards the age distribution of influenza deaths in Leeds since 1900, the 
10IS epidemic produced an unprecedented toll of voting adult life, and the 
return to the stains quo was not sudden but was effected gradually over a 
period of about ten years. Investigation of the deaths in different parts of 
the city showed that there was no direct association between those deaths and 
the density of the population in the wards in which they occurred, nor any 
association between the number of influenza deaths and the average number 
of persons per room in each ward. Investigation of the meteorological 
conditions suggested that there was a direct relationship between a fall 
of temperature, especially if accompanied by fog, and an increase in the 
incidence of influenza and pneumonia. The disease was essentially of the 
respiratory type, and the gastric type was not common. Complications were 
not frequent, the commonest being pneumonia and otitis. The duration of 
incapacity for work varied from about nine days in the case of brain workers 
and persons in the middle classes to a fortnight or three weeks in artisans 
and factory workers. Although the outbreak was mild, infection was wide¬ 
spread, and the total incapacity must have resulted in a considerable economic 
loss to the community. 

Bacteriology.— C. H. Andrewes, P. P. Laidlaw, and W. Smith, 3 who had 
previously infected ferrets with a virus isolated from human cases of influenza 
and also with a strain of swine influenza virus ( see Medical Annual, 1934, 
p. 233), have recently come to the conclusion that mice are susceptible to the 
viruses of human and swine influenza on the following grounds : (1) Virus of 
ferret origin regularly produces in inice pulmonary lesions resembling some of 
those found in influenzal lesions in men ; (2) After several passages through 
mice the virus still produces the characteristic lesions in the ferret; (3) Cultures 
of the lungs of infected mice on ordinary media are often sterile, and do not 
in any way tend to yield growths of any particular organism ; (4) Filtrates 
of infected mouse lungs through membranes are infectious for other mice ; 
(5) The two viruses when isolated from mice are neutralized by the corresponding 
sera prepared from other animals. 

A. Eichhom and N. J. Pyle, 4 who confirmed the findings of Andrewes, 
Smith, and Laidlaw regarding the inoculation of ferrets and the post-mortem 
changes in these animals, found that inoculation of the human influenza virus 
induced immunity in ferrets to the virus of canine distemper. There thus 
appears to be a possible relationship between influenza in man and the distemper 
virus in dogs. The writers are conducting experiments to determine the 
possibility of cross-immunization with the vims of influenza and the virus of 
canine distemper. 

Symptoms and Complications. —E. Appelhaum 5 records a case of recovery 
from influenzal meningitis in a man aged 47, which is of interest not only 
on account of the rarity of recovery from this condition, but also because 
the meningitis was complicated by diabetes mellitus, paehymeningeal haemor¬ 
rhage, and spinal arachnoid block. Treatment consisted in intravenous 
and intrathecal injection of anti-influenzal serum and repeated spinal 
drainage. 

J. W. Williams, 6 who records an illustrative ease, states that while influenzal 
meningitis is comparatively frequent in children, influenzal peritonitis, of 
which examples were reported by Isnard in 1892 and Hill and Fisch in 1903, 
is either infrequent or has received little attention. Williams’s case is that of 
a female infant, who developed symptoms of meningitis on the fourth day 
of life, and died on the nineteenth day. A cloudy spinal fluid was removed 
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by lumbar puncture and allowed B. influenza*. In addition to meningitis, 
malignant necrosis and small lucmorrhages in the brain, the necropsy showed 
a mild degree of peritoneal involvement in the form of Hakes in which B. 
influenzae was found on the surface of the liver, spleen, parietal peritoneum, 
mesentery, and intestines. The case was unique in that the child was taken 
ill on the fourth day of life. No cultures of the parents’ nose or throat were 
taken. 

G. Andrieu, P. Guichere, and J. Parisot 7 state that orchi-epiriidymitis, of 
which they report a ease in a man aged 24, is a very rare complication of 
influenza. It may be primary and occur within the first fortnight of the 
disease, in which case it is always mild, the epididymis being chiefly attacked, 
or secondary, the organisms of secondary infection reaching the testis by the 
vas deferens or blood. In the authors’ case right orchi-epididymitis developed 
on the twenty-second day of influenza. Seropurulent fluid, from which 
haemolytic streptococci were cultivated, was removed from the tunica vaginalis. 
Recovery followed injection of 10 c.c. of antistreptococeal serum and 4 c.c. 
of 1 per cent solution of coilargol. When the patient w r as seen six months 
later the right testis vus atrophied and insensitive and the ectopic left testis 
was double its previous size and normally sensitive. 

References. — x Epid. Rep. Health Sect. League of Nat. 1935, xiv, 7 ; 2 Jour, of Hyg. 
1934, xxxiv, 407 ; a Lancet , 1934, ii, 839 ; l Jour. Amer. Med. Assoc. 1934, cii, 2082; 
UV.y. State Jour. Med. 1935, xxxv, 215; 6 Amer. Jour. Dis. Child. 1934, xlviii, 840 ; 
"Bull. Sac. mid. Hop. de Paris , 1934, l, 1407. 

INTESTINAL OBSTRUCTION, A. Beadle Short , M.D., F.R.C.S. 

Mortality .-—When Haden and Orr demonstrated in 1923 the sodium chloride 
deficiency in the blood in dogs with artificial intestinal obstruction it seemed 
that a new T era in treatment might be ushered in, and ever since that time every¬ 
one has been giving quantities of hypertonic saline intravenously as a pre-opera¬ 
tive measure. F. H. Amendola, 1 of New York, finds that in his hospital this has 
not led to any reduction of the mortality, though no doubt it is treatment on 
the right lines. So often there is strangulation of bowel present, or bowel that 
is deprived of a large part of its blood-supply by distension and stretching, 
and any long delay in order to administer salines will allow' the bow r el wall to 
become pervious to germs, and to become so stretched that it cannot recover 
function. The real indication for delay, with intravenous saline and gastric 
or duodenal drainage by an indwelling tube passed through the nose, is in cases 
of plastic peritonitis causing obstruction symptoms. Although statistics do 
not show it, the author believes that resection and exteriorization of both ends 
in double-barrelled fashion, like the Paul-Mikulicz operation, is safer than 
end-to-end anastomosis, or the gangrenous loop may be brought outside, and 
a tube tied in the proximal end. 

K. A. Meyer and J. L. Spivach, 2 of Chicago, also report that the mortality 
has not varied much in the last twenty-five years ; in 505 cases it was 48*6 per 
cent. They do not expect much improvement from pre-operative treatments; 
early and ever earlier operation is the key to success* Plain X rays, without 
barium, are of real value in early diagnosis, showing up the distended coils. 
W. Moss and E. M. McFetridge, 3 of Louisiana, on the other hand, report a fall 
in the death-rate from 70-7 per cent in 1923-7 to 31*7 per cent in 1930, and 
believe that the newer methods, such as pre-operative intravenous saline, 
spinal anaesthesia, less ambitious operations, and X-ray diagnosis, have helped, 
as well as getting cases earlier. [A mortality of 70 per cent was, of course, 
far too high. In this country, there has been a fall in the mortality, as the 
B.M.A. statistical investigations show, but probably not recently.—A. R. S.] 
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Amos i*"j-y uiul W. H. Oibbins. 1 of Chicago. reviewing 241 cases, with a 
mortality oi‘ 42*7 per cent, note that there has been no great reduction in ten 
vears. Enterostomy, and the double-barrelled fistula, both cany a high 
death-rate, partly due, of course, to their employment in the most desperate 
eases, but closure is apt to be difficult and dangerous. They believe that 
enterostomy proximal to the resection of an area of obstructed and damaged 
gut will be of great value. 

Fatal Toxaemia due to Deflation.—R. Elman, 5 of St. Louis, relates 5 cases 
in which operative relief of obstruction due to adhesions was followed a few 
hours later bv fatal collapse, sometimes with fever and delirium. He agrees 
with Sir William Wheeler and others in believing that deflating the dilated 
intestine has been the effective cause of death. When on account of distension 
the fining epithelium of the bowel has become necrotic, and bacteria and toxins 
have invaded the bowel wall, the ischaemia protects against much general 
absorption, but with deflation the circulation recovers, and the veins carry 
away a fatal dose of toxin. Remedies might be either to carry out an extensive 
resection well above the distended area (though it is difficult to know how far 
up to go), or perhaps a more gradual deflation. 

Enterostomy.—A technique, which the reviewer has followed for years 
and can recommend, is described by R. R. Linton. 6 It is made sufficiently 
clear by the figures and their legends (Plates XXXVII- XXXIX). 

Intussusception after Gastro-enterostomy. —A. W. Adams, 7 and also 
R. Iv. Debenham, 8 describe cases of acute obstruction due to retrograde 
intussusception of the jejunum through a gastrojejunostomy. Adams says 
the condition can be diagnosed when a patient with symptoms of acute 
obstruction presents (1) an epigastric scar, (2) visible peristalsis from left to 
right, with (3) a palpable mobile swelling about the mid-abdomen. Both cases 
were saved by immediate operation. A few stitches may be inserted to fix the 
reduced segment to the afferent jejunal loop to avoid recurrence. 

Intestinal Obstruction from Localized Hypertrophic Enteritis.—- 
W. A. Jackman 0 describes two such cases, both located in the terminal ileum, in 
women under forty. Both were saved bv resection. The condition is shown 
in Plates XL and XL1. 

Volvulus-—Volvulus of the siginoid, relatively uncommon in this country, 
is next to strangulated external hernia the most frequent cause of intestinal 
obstruction in Boland, being favoured by the diet of the people, which is 
principally composed of bread and vegetables. It is commonest in men in 
the fifth decade. [In Great Britain the age is higher.—A. R. S.] Recurrence 
is very common. The significant signs are vast abdominal distension, usually 
asymmetrical, and after abdominal percussion the loop can often be seen filling 
and emptying, provided that necrosis has not yet taken place. Occasionally 
the condition can be relieved by rectal flushings and hot baths, or a catheter 
may be passed per rectum into the loop to drain it; tills device, however, 
sometimes leads to perforation. 

In ordinary, early operation is best. If the loop can be reduced, L. 
Aehmatowicz, 10 of Yilno, empties it by a large rubber tube inserted through 
the rectum. If the loop is necrotic, he exteriorizes it and reduces intra- 
abdominal manipulation to the absolute minimum. 

RiiFEit ex< ns.— 1 Ann. of $nr,j. 1935, May, 1250 ; -7 hid. 1934, July, 148 ; -Ibid. 158 ; 

unj. Gynecol, and Obat. 1935, March, 738 ; Aimer. Jour. Surg. 1934, Dec., 438 ; *Ibid. 
July, 55 : *Brit, Med. Jour. 1935, i, *248 ; 767, 250 ; 7?r/7. Jour. Surg. 1934, Julv, 27 j 
hJ Bull. ti Mem. Soc. do Vblr. 1934, xxvi, 372, 

INTESTINAL WORMS. (See Worms, Intestinal.) 
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PLATE XL1 



OCA LI ZED HYPERTROPHIC ENTERITIS —continued 

(W. A. Jackuxs) 


I'iy. B .—Portion of ileum removed, opened by longitudinal incision, showing the intense 
congestion of the mucous surface. mid extreme iibrous thickening of the intestinal wall. Note 
extensive necrosis of small area and perforation (A). 


Fig. C .—Transverse section to show thickened wall of iietim and obliteration of lumen. 
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INTESTINES, SURGERY 1 OF. A. Eendle Short , M.D., F.R.C.S. 

Swallowed Foreign Bodies- —Chevalier Jackson and C. J. Jackson 1 lay 
down as a working rule that when these are lodged in the intestine daily 
examinations should be made by radiography, and if the foreign body remains 
in the same place for a week it should be removed. Arrest of long or sharp 
objects in the duodenu n of children is particularly dangerous. 

A. Rendle Short 2 relates two 
cases of a swallowed Kirby grip 
(hair-slide) arrested in the duo¬ 
denum. It is best to extract these 
by opening the stomach and pass¬ 
ing a forceps through the pylorus. 

Meckel’s Diverticulum.—Two 
papers on this subject may be 
referred to, by C. E. Farr and 
M. Penke, 3 of New York, and by 
I). P. MacGuire, 4 of Columbia 
University. It is generally recog¬ 
nized that the diverticulum can 
give rise to trouble in three ways : 

(1) Acute diverticulitis , with sym¬ 
ptoms like appendicitis but more 
central; (2) Acute intestinal ob¬ 
struction, by strangulation ; and 
(3) Intussusception into the ileum, 
with the usual symptoms of intus¬ 
susception. To these Farr and 
Penke add a fourth, (4) Recurrent 
melcena. This may be quite severe. 

They relate two eases in children 
both cured by excision of the 
diverticulum. This is a condition 
which may be well borne in mind, 
as recurrent meliena in children is 
apt to go undiagnosed. MacGuire 
advises that when the whole diverticulum is acutely 
inflamed, it should be brought outside and removed 
and the two loops of ileum drained as in the Paul- 
Mikulicz operation. If only the distal portion is 
inflamed it is bad practice to amputate it at its 
base as one amputates an appendix. The surgeon 
either removes too much and narrows the ileum, or 
too little and leaves a pouch to give further trouble. 

A diamond-shaped piece of ileal wall should be 
excised to include the base of the diverticulum, and 
the gap sewn up transversely to the ileum. 

Leiomyoma.—Another possible cause of obscure 
melcena in adults is leiomyoma, which may become 
malignant (E. J. Klopp and B. L. Crawford 5 ). 

Ileo - sigmoldostomy.—Y. Delageniere,® of 
Mans, has devised a button-sound to make this anastomosis which does away 
with the necessity for any suturing. The method of use is shown in Fig. 37. 

References. — l M&d. Record, 1934, Sept.., 285 ; -Brit. Med, Jour. 1934, ii, 965; 
''Ann. of Burg. 1935, April, 1026 ; *Brit. Med. Jour. 1935, i, 1167 ; 5 Ann. of Burg. 1935, 
Feb., 726 ; s BulL ct. Mem, Sac. nat. de Ghir. 1935, March, 372. 



Fig. 37.—Delagenifere’s button- 
sound for use in ileo-sigmoidos- 
tomy. {{By kind permission oj 
‘ Bulletins et Mimoires dele Soctett 
naMomle de OMrurgie \) 
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IHTKACRAWIA1 TUMOURS. [See aim Brain. Metastatic Tumours of ; 

X-ray Diagnosis.’; Geoffrey Jefferson , M.SF.R.C.S. 

Pituitary Tumours. 

J. M. Meredith 1 discusses the selection of pituitary tumours for operation, 
remarking on the differences of opinion that have been expressed as to whether 
they should be operated upon or treated by Rontgen therapy. The French 
radiologists have been strong supporters of the latter view. II. Cushing 2 
originally stated that X-ray treatment in some eases had a notable effect on 
these tumours, but twenty years later had revised Ms opinion and believed 
it was very doubtful whether it had any effect whatever on the chromophobe 
adenomata. Occasionally aggravation of symptoms from swelling of the 
tumour follows radiation and an urgent operation may be called for. One 
must, of course, have a definite standard by which one may judge what effect 
any treatment is hating. The standard in the pituitary adenomata is the 
visual fields ; unless the fields show improvement the treatment cannot be 
said to be having a beneficial effect, for the only effect worth having is a 
shrinkage of the tumour, taking the pressure off the optic chiasma. The 
patient might feel better generally and might perhaps have less headache, 
if that is the feature of the case (but many patients with pituitary tumours 
have little or no headache), but this could not be counted an important gain 
unless repeated perimetric examinations shov ed that the fields were enlarging. 
Better still, there should be an increase in acuity. Frazier has stressed the 
importance of the appearance of the optic nerve-heads as a factor in the 
decision how a ease should be treated. If optic atrophy is advanced, one 
eye perhaps nearly blind, and vision in the other eye failing, it has been the 
general experience that X-ray therapy does not help. In 1026 E. B. Towne 3 
discussed this same problem and concluded that all adenomata should be 
treated by X rays. However, the experience at that date was that 20 per 
cent of adenomata were cystic, and X rays have no effect on these. Towne 
later on had to report recurrence after Rontgen therapy, and three of his 
small group came subsequently to operation. C. Hare and C. Dyke 4 in 1033 
reported a series of 20 cases of their own in which headache and drowsiness 
were partially or completely relieved in 75 per cent of patients. Menstrual 
disturbances were often favourably influenced. On the other hand, vision 
was improved in only 25 per cent. This, as Meredith points out, is really the 
crux of the problem, for although it is satisfactory that endocrine disturbances 
can be improved or rectified by irradiation, the thing that really matters is 
vision, and if only one in four is benefited in this respect the treatment is 
clearly defective. Of Hare and Dyke’s cases only 5 per cent had a return 
of vision to full normal, whilst 25 per cent underwent a further diminution 
of acuity after X-ray treatment. Almost all workers are agreed that the 
chromophil (acromegalic) adenomata are more sensitive to radiation than 
the commoner non-toxic, chromophobe type. Meredith reports an acromegalic 
who had forty X-ray treatments, at the end of which vision was reduced to 
20/100. Sixteen days after operation vision was 20/30. The tumour was 
solid. 

One may conclude by saying that X-ray therapy may be justifiably tried 
in those cases in which vision is so far only slightly affected, but the patient 
will be fortunate if he or she does not eventually come to operation, for there 
are very few eases indeed on record in which the patient was well five years 
after Rontgen therapy alone. When vision is already seriously defective and 
the fields show clear-cut defects, Rontgen therapy may prove only a dangerous 
waste of time. It must be recalled that many acromegalics have no visual 
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defects, and X-radiation, is certainly then a permissible treatment, but it is 
very rare to see recognizable improvements in the somatic changes which 
characterize this disease, though headache may be improved, and occasionally, 
as has been stated, there may be endocrine re-activations. On the whole, 
the present-day trend is towards early operation, reserving X-ray therapy 
as a valued post-operative weapon. The mortality of operation is now so 
low% about 5 per cent, that no one need fear it. Indeed, given a reasonably 
small tumour, the mortality should he still lower, the fatalities occurring 
amongst those with large suprasellar extensions rising to the hypothalamic 
region. 

In conclusion, and at the risk of reiteration, an important clinical point 
must be emphasized, that whereas acromegaly as a rule carries the diagnosis 
plainly stamped upon the patient, the non-toxic tumour of the pituitary 
commonly causes little or no alteration in appearance, and the tumour makes 
its presence felt only by failure of vision. It is a strange fact that a toxic 
tumour may exist for years and produce a chronic acromegalic state and 
great enlargement of the sella turcica and yet never rise sufficiently far out 
of it to compress the optic chiasma. Whether or not such a patient has X-ray 
therapy is a matter of individual choice. As has been stated, no great alteration 
occurs as a result except possible relief of certain symptoms. The greater 
number of chronic acromegalics go through life without requiring any special 
treatment and may live to old age fairly happily. The problem with the 
other (non-toxic) type of tumour is always much more urgent, and must be 
wisely and decisively handled. 

It goes almost without saying that the same thing applies to the acromegalic 
who has chiasmal compression. There is no way of knowing beforehand 
whether the tumour will or will not react to X-ray therapy, nor of knowing 
whether the effect will be good or bad. It is likely to be called for amongst 
better-class people, who notice changes in their vision and seek advice from 
an authoritative source at an earlier date than does the hospital class, who 
often have surprisingly severe defects when they present themselves for the 
first time. 


Cerebral Tumours and Epilepsy : Meningiomas. 

That a patient suffering from epilepsy may have an intracranial tumour 
is an established fact, though the relationship is not quite so widely known 
as that between trauma and convulsions. Indeed, the acceptance of the 
fact without further elaboration is fraught with some danger if the clinician 
thinks that the tumour cases will be always easily distinguishable for what 
they are. Some patients with tumours have generalized fits long before signs 
of compression or localizing signs appear, nor are there always special characters 
in the pattern of the fit to denote that a tumour has caused it. When the 
seizures are Jacksonian in type the possibility of tumour as a cause is more 
apparent, and certain tumours produce this sort of convulsion more often 
than others. Chief of these are the meningiomas. The most common sites 
for the growth of one of these well-circumscribed and generally benign tumours 
of the meninges is along a line on either side of the superior longitudinal sinus. 
When such a tumour is situated opposite the fissure of Rolando it is apt to 
stimulate the upper end of the motor cortex and therefore to produce epileptic 
attacks in the leg. The mechanism of stimulation is probably a local ischaemia, 
and since the tumour compresses the cortex increasingly as it grows the 
epileptic attacks are commonly accompanied by a progressive weakness of 
the contralateral lower limb. If the tumour is post-Rolandic in situation, 
sensory epilepsy may occur, but if it is elsew'here along the length of the 
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sagittal slnu> Hie attacks 'may lose their local diameter and be generalized. 
Often enough the memngioniabi cause hyperostosis in the bone overlying 
them, and the clinical picture is then classical and easily recognizable, both 
the nature and the situation of the tumour being certain 

In a recent paper K. A. Groff 5 analyses Cushing’s series of 291 cases of 
verified meningioma In order to determine the incidence and character of 
the epileptic attacks produced by these lesions : 81 per cent of the patients 
had epileptic seizures, which is, Groff remarks, practically the same as that 
given for the incidence of epilepsy in patients with all types of brain tumour. 
Sargent’s figure was identical in a series of 270 tumours of various types. 
Of the 90 tumour epileptics reviewed by Groff, 65 had Jacksonian seizures, 
IS had generalized epilepsy, and 7' petit mal. The tumours which arose 
opposite to the motor cortex were those most frequently associated with 
epilepsy. There were IT growths in that area and .15 had convulsions. The 
incidence was only slightly less when the tumour arose in the area close behind 
the fissure of Rolando, for of 84 patients with tumours there 26 had attacks. 
The incidence was lower in the frontal region, for of 40 patients only 15 had 
attacks. To turn first to the 18 patients with generalized convulsions, there 
was no aura in 10, and the convulsion which followed was indistinguishable 
from n generalized idiopathic epileptic seizure. The attacks, however, were 
rare, half the patients having six attacks or less, whilst the other half had 
from twelve to twenty-four or more. The greatest length of time during 
which a patient suffered from convulsions and was proved later to have a 
meningioma was seventeen years, and the shortest three weeks. In most 
cases the patient’s history of convulsions covered a period of from six months 
to three years, and generally a convulsion was the initial symptom. Pressure 
phenomena appeared at a later date. Amongst the Jacksonian epileptics 
the pure sensory attack was the rarest. The focal attacks tended to be far 
more frequent than the generalized ones, the majority having had over 25 
attacks, and once again these attacks put in an appearance before there was 
any further evidence of tumour. The parasagittal meningiomas might be 
expected to produce epilepsy most often in the leg, but actually occurred in 
the leg in 9 cases, in the arm in 9 eases, and in the face in I case. Following 
on the removal of the tumour in the GO patients who survived operation, 24 
were completely relieved of the seizures, and the remaining 42 continued with 
attacks much as before, and the nature was approximately the same as pre- 
operatively. 

Groff also discusses the question of uncinate fits occurring with meningiomas 
occupying the Sylvian fissure, mostly springing from the dura covering the 
sphenoidal ridge. There were 12 such patients, and in 7 instances the attacks 
were relieved hy the tumour removal. 

References.— l Ann. of Surg. 1935, Jan., 228 ; -The Pituitary Body , 1912; z Ann. 
of Surg. 1930, xci, 29 ; 4 Arch, of Ophthalmol. 1933, x, 220 ; *Ann. of Surg. 1935, ci, 167. 

INTRATHORACIC MALJGNAHT TUMOURS. (See also Lung, Car¬ 
cinoma of.) A. Tudor Edwards , M.Ch ,, F.R.C.S. 

Irradiation Treatment.—The treatment of malignant growths in the chest 
by irradiation lias given rise to a good deal of controversy. This is partially 
due to the obvious difficulty in a certain proportion of cases in determining 
whether the lesion is primarily pulmonary or primarily mediastinal. In the 
mediastinal group, such as lymphadenoma or 'lymphosarcoma, the value of 
X-irradiation is unchallenged, although it is often only temporary; whereas 
in the pulmonary cancers, the curative value of this treatment is denied, and 
even the symptomatic relief debatable. 
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F. G. Chandler, X. S. Finzi, and J. Maxwell 1 record results in 70 cases : (1/ 
56 were bronchial carcinomata—44 treated by X-radiation and 12 by radium 
emanation. (2) 9 were malignant tumours other than bronchial carcinoma, 
consisting of 2 primary in the chest, 5 secondary carcinomas, and 2 secondary 
sarcomas, all treated by X-radiation ; and (3) 5 tumours of doubtful nature 
likewise treated by X-radiation. In each of the cases treated by X rays at 
least ten applications were given. In a great number of other cases treatment 
was abandoned in the early stages of the course, and these have been excluded 
from the series. The authors divide the bronchial carcinoma cases treated 
by X rays into three groups :— 

1. Cases w r hich showed great improvement, numbering 23. In 10 relief 
of pressure symptoms was rapid, in 11 gradual, and in the remaining 2 the 
shadow' in the X-ray film disappeared with little or no improvement in the 
patient. Of the eventual outcome, 18 patients have died at an average dura¬ 
tion of life from commencing treatment of 9-7 months. Five were alive at the 
publication of the report at intervals from five to thirty-two months after 
treatment. 

2. Cases which showed slight improvement. In this group of 7 cases there 
was incomplete but definite relief of symptoms with an average duration of life 
of 8*6 months. As regards these twm groups, the remark is made that great 
symptomatic improvement or disappearance of the shadow in the skiagram 
does not necessarily indicate prolongation of life ”. The results quoted in 
12 cases treated by radium emanation were definitely discouraging either as 
to dosage or to frequency of irradiation. 

3. Cases which did not respond to treatment. In 14 cases there was no 
change in the condition of the patient after a course of treatment. In 2, the 
date of death could not be ascertained ; the average duration of life in the 
remainder was 5*4 months. 

The conclusions arrived at by these observers from this series are that the 
results of X-ray treatment have improved very greatly. They have quoted 
many cases of relief or complete disappearance of symptoms, and some where 
the malignant mass has entirely disappeared. In no cases of bronchial carci¬ 
noma has this been complete and lasting cure. They finally state : •“ In view 
of these conclusions we shall often be exercised, in making a decision, whether 
to advise this treatment to an individual patient or not. Relief of pressure 
symptoms can be expected in a certain proportion of cases, and if these are 
severe and distressing we can hardly deny the treatment if it is available. In 
other cases, in view of the unavoidable expense of treatment or the incon¬ 
venience caused by moving the patient to an institution, the impossibility 
of guaranteeing a result, and the severe reaction that may be suffered during 
or shortly after the cessation of treatment, we may find it difficult to make 
up our minds.” 

Total Pneumonectomy.—W. F. Rienhoff and E. N. Broyles 3 record two 
cases in wdiich total pneumonectomy was performed for growths involving 
the left main bronchus. In the first case, a girl of 3 years, the whole left bronchial 
tree was filled with a tumour mass, which was originally diagnosed from 
bronchoscopic biopsy as a spindle-celled fibrosarcoma. The operation was 
successful, and the final pathological diagnosis stated the tumour to be an 
intrabronchial fibropapilloma. This patient had survived operation over 
fifteen months at the date of the report. 

The second patient was a woman of 24 years who was found by bronchoscopy 
to have a tumour about an inch below the first branch in the left bronchus. 
Bronchoscopic removal was unsuccessfully attempted and X-radiation without 
effect:, the pathological diagnosis being carcinoma. A total pneumonectomy 
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was carried out as successfully as in the first ease, and there had been no 
recurrence of symptoms ten. months later. 

These eases illustrate the fact that total removal of a lung for malignant 
disease is not only possible but will become increasingly practised in the future. 
Several further cases are steadily accumulating in the literature, and improve¬ 
ment in technique is rapid. It will, however, be noted that both these patients 
were young. 

I-Iepebences.— '-Brit. Med. Jour. IU34, ii, Get. 20, 714 ; 2 Jour. Ainer. Med. Assoc. 1934, 
Oct. 13, 1120. 

INTUSSUSCEPTION. (Sec Intestinal Obstruction.) 

JAUNDICE. ( See also Blood Diseases.) 

JAUNDICE, INFECTIVE. J. D . Bolleston , M.D., F.R.C.P. 

Epidemiology. —The following account is given of the incidence of Weil’s 
disease in different countries by their delegates at the International Office of 
Public Health. Reiter, 1 the German delegate, said it was impossible to supply- 
exact statistics as the disease was not notifiable in his country, where only 
sporadic cases had been occasionally" reported. According to H. S. Gumming, 2 
most of the American observers believed that there were two forms of infective 
jaundice, one due to Leptospira ictcrohcemorrhagicv, while the other disease or 
group of diseases was due to some other organism. From 1812 to 1886, 11 
epidemics of infective jaundice had been reported in the United States, and 
between 1886 and 1926 another 51, exclusive of the cases in the Hispano- 
American and World Wars. Both in the United States and in Latin America, 
where epidemics had occurred in recent years, the mortality of the disease was low 
except in puerperal cases. B. Erber, 3 the Freach delegate, showed that during 
the period 1928-82 there had been a fairly steady increase in spiroehsetal jaundice 
in Paris and the Departments without any actual epidemics having occurred. 
M. Tsurtimi, 4 the Japanese delegate, stated that Weil’s disease was almost 
ubiquitous in Japan, where it was notifiable in most of the prefectures, and 
destruction of rats and prophylactic inoculation were carried out. In 1938 
the total number of cases in Japan was 1686, with a fatality rate of 4*6 per cent , 
but in one prefecture during the last six years this rate had ranged from 16 
to 29-9 per cent. G. Olin, 5 of Stockholm, said that the disease was almost 
unknown in Scandinavia, where only" 6 cases with 3 deaths had occurred 
during the last year. According to N. M. J. Jitta, 0 a decline in the incidence 
of Wed’s disease in Holland took place in 1934 owing to the following causes. 
The summer of 1984 was less hot than those of previous years, with the result 
that there was less bathing, which was a frequent source of infection. Secondly, 
the destruction of rats had been carried out more vigorously than in previous 
years. The first case of Weil’s disease to be reported in the Argentine 
Republic is that recorded by H. Barros, 7 in a woman aged 22 after bathing in 
a public bath at Buenos Aires. The diagnosis was confirmed by the agglutination 
test. Death took place after four and a half months’ illness. 

An outbreak of 40 eases of infective jaundice with 3 deaths, -which occurred 
among the sugar-cane workers at Ingham, North Queensland, from July "to 
October, 1933, is reported by- J. H. L. Cumston. 8 The symptoms and post¬ 
mortem lesions suggested Weil’s disease, but examination of the blood and 
urine as well as of the local rodents was negative. No more eases occurred 
between November, 1938, and June, 1934, but another epidemic of about 130 
cases with 4 deaths took place between July and August, 1984. The first 
bacteriological examinations were negative, but subsequently leptospiras were 
found in guinea-pigs inoculated with the patient’s blood and urine and in the 
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kidneys of rats from different localities in the district. Active measures were 
taken to destroy the rats, which were very numerous in the sugar-cane fields, 
and the disease was made notifiable. Further descriptions of the Queensland 
epidemic are given by G. C. Morrissey, 0 and J. P. Cotter, and W. C. Sawers. 10 

Further examples of spiroehcetal jaundice in London sewer workers, to which 
reference was made in the last issue (see Medical Annual, 1935, p. 207), are 
described by E. A. M. Halsted 11 and J. M. Alston. 12 

H. H. Bashford 13 reports an outbreak of 48 cases of epidemic catarrhal jaundice 
■which occurred in the Central Departments of the General Post Office, London. 
The workers in only four rooms were affected, although there were many other 
rooms in the same building whose occupants would meet them in the affected 
rooms, nor did any of the sufferers carry the disease to their home circles. All 
made a good recovery after mild attacks. No evidence of leptospiral or para¬ 
typhoid infection w T as found in the urine, faeces, or blood, and Schuffner’s 
test for agglutination of L . icterohccmorrhagice and L. canicola was negative. 

J. Wolstencraft 14 records a case of Weil’s disease in a man aged 28, living in 
the village of Boxmon, Herts., who had been working in a canal infested by 
rats. The diagnosis was confirmed by the agglutination test. Cases of this 
kind are common in Holland, but this is the first English case to be described 
in a canal wrnrker. 

G. W. Watson, J. W. McLeod, and M. J. Stewart 15 record a case of lepto¬ 
spiral jaundice of obscure origin in a previously healthy man, aged 27, an inhabi¬ 
tant of Leeds, who died after an illness of eleven days. No case had been 
recorded in Leeds or its vicinity for many months, and the disease w r as probably 
contracted by bathing in a Yorkshire river when it w T as unusually low. 

L. S. P. Davidson, R. M. Campbell, H. J. Rae, and J. Smith 16 report 19 
cases of Weil’s disease in Edinburgh and Aberdeen in patients aged from 14 to 
67, in 15 of whom the clinical diagnosis w T as confirmed by bacteriological or 
serological tests. The fact that 13 of the patients w'ere employed in the handling 
or cleaning of fish show r s for the first time that workers among fish must be 
included in the occupational groups specially liable to Weil’s disease. 

P. H. van Thiel 17 carried out experiments on rats and guinea-pigs to deter¬ 
mine the most frequent route by which infection takes place. He found that 
though infection by the mouth was possible, several millions of spirochetes 
could be swallowed by these animals without their developing the disease. On 
the other hand, infection was caused much more readily by the nose and con¬ 
junctiva. In all probability, therefore, water inhaled by the nose is much 
more dangerous for swimmers than swallowed water. 

Symptoms. —L. Bauman 18 records two eases of Weil’s disease in a youth 
aged 17 and a man aged 28 complicated by mental symptoms in the form of 
schizophrenia associated with meningitis or meningo-encephalitis. 

Diagnosis.— Davidson and his co-workers 16 state that Weil’s disease in the 
early stage may be suspected in the presence of such symptoms as an abrupt 
febrile onset, muscular pain, red eyes, and marked prostration, accompanied 
by a leucoeytosis with a shift to the left in the polymorph series, latent icterus 
with a direct or biphasie van den Bergh reaction, and acute nephritis unassociated 
with oedema or hypertension, and with only slight albuminuria, the presence 
of granular and cellular easts in the urine, and a raised urea or non-protein 
nitrogen content in the blood. 

References. —- 1 Bull . Off . internal. d’Hyg. publ. 1934, xxvi, 1747 ; 2 Ibid. 1749 ; 
z Ibid. 1756 ; 4 Ibid. 1763 ; z Ibid. 1765 ; s Ibid. 1935, xxvii, 681 ; 7 Prensa mid. Argent. 
1935, xxii; Off . internal. cVHyg. publ. 1935, xxvii, 678 ; 2 Med. Jour . Australia, 

1934, ii, 496 ; ™Ibid. 597 ; n Brit. Med. Jour. 1935, i, 1067 ; 12 Lancet, 1935, i, 806 ; 
12 Ibid. 1934, ii, 1008 ; ™Ibid. 1935, 5, 86 ; l6 Brit. Med. Jour. 1935, i. 639 ; 1& Ibid. 1934, 
ii, 1137 ; 17 Nederl. Tijds. v. Genecsk. 1934, lxxviii, 3115; l *Ibid. 1078. 
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E. W. Eetj Groves, M.S., FM.C.S. 

K. 11. PrUlie, F.K.C.S. 


Paraplegia ix Pott's Disease oe tiie Spixk. 

Incidence.—Paraplegia as a complication of tuberculous disease of the spine 
Is both common and distressing, as shown by Pereivall Pott in Ms writings in 
17 71) : If the patient be an infant, it becomes an object of constant though 
unavailing distress to its parents ; if an adult, he is rendered helpless to himself, 
and, useless to all others, which of all possible states is surely the worst.” 

R. Weeden.Butler 1 and K. J. Seddon 2 give an analysis of some eight hundred 
cases of Pott s disease- The gross incidence varies from 5 to 20 per cent, and 
of the eight hundred eases 11*4 per cent had paraplegia. Tuberculous disease 
of Hie spine is a disease of the young, as 64 per cent of the eases start in child- 
hood, the onset of the condition being most frequent between the ages of 8 and 
6 years. Paraplegia, however, may come on early or late in the disease, an 
analysis showing an equal number before and after the age of 16. 

Incidence in Relation to Level —Tuberculous disease is most common in the 
thoracic region, and where this region is affected, the cases also appear to be 
more prone to paraplegia. 

Clinical Types.—Butler points out that there are three main types of 
paraplegia : Early Onset —Type 1, mild; Type 2, severe. Late Onset — 
Type 3. The early onset. Type 2, has a high mortality of 30 per cent, while 
the other two are low. 

Type 1 {The Mild Variety ).—This recovers after conservative treatment, 
but many of the cases are left with extensor plantar rehexes, and rather 
exaggerated knee-jerks. 

Type 2— (The Severe Variety). —Cases do not recover. 

Early Onset Paraplegia.— 

Recovery (Type 1).—The condition of paraplegia may remain stationary 
for many months. The majority show improvement after six months’ conser¬ 
vative treatment. Factors affecting the prognosis ; Although the duration of 
partial paralysis is not of much importance, the duration of complete muscular 
paralysis is of great importance. Cases can recover following partial paralysis 
of six years ; but if there has been total muscular paralysis of over six months’ 
duration the chances of recovery are very small. 

Mortality. —Cases with paralysis may die from septic absorption following 
bed-sores and urinary sepsis following disturbances of sphincter control; or 
from a spread of general tuberculous disease throughout the body. 

Pathology. —The generally accepted theory of abscess pressure will not 
explain the fact that the paraplegia rises, persists, and recedes in direct relation¬ 
ship to the activity of the disease. 

Post-mortem findings of cases show a spread of active tuberculous granulation 
tissue into the peridural space, where it comes into contact with the meninges. 
These act as a very effective barrier to the spread of the disease to the cord 
itself, and there is seldom a pachymeningitis present. The vascular supply 
to the cord, however, is interfered with. Sections of the cord show fenestration 
of the white matter, and oedema of the grey ,* wliile the vessels over the cord 
surface are engorged, and in a state of venous congestion. 

Below the suboceipital region, where the cord is supplied by the vertebral 
arteries, the blood-supply is by means of small segmental vessels, which reach 
the cord by passing in along the nerve-roots from vessels in the extradural 
space. These latter are connected with branches from the vertebral, ascending 
cervical, intercostal, lumbar, and ilio-luinbar vessels. If the vessels of the 
extradural space are congested and compressed, the circulation of the cord. 






PLATE XLJ1J 


POTT’S PARAPLEGS A —continued 

t. R. AVeedex. B utler) 



Fig. i/.—Type I paraplegia. The cord exposed from behind and the dura opened. The 
cold in the centre of the ligure is lying anteriorly in a bed of tuberculous granulation tissue. 
The dura mater is intact. Engorgement of all the vessels on the cord, especially below the 
disease, is well shown. (By permission of Mr. II. ./. Xet/don.) 
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is interfered with. Certain eases showing a sudden and complete paraplegia 
have been found post-mortem to have had acute thrombosis of the extradural 
vessels. (Plates XIII , XLIII .) 

Additional Factors Causing Paraplegia. — Certain cases develop large abscesses, 
which in tracking backwards, press on the cord. In many instances these 
abscesses have formed sinuses, after which the abscess is decompressed, and the 
paraplegia has spontaneously recovered. This observation has led to the perform¬ 
ance of eosto-transversectomy and drainage of large abscesses causing paraplegia. 

Another cause of paraplegia is dislocation backwards, leading to bony 
compression on the cord. Where the bodies of one or two vertebrae have 
’ been completely destroyed, there is danger of a backward dislocation, causing 
a nipping of the cord (Fig. 38). 



Fig. SS. —Diagrams showing the two ways in which pinching of the coni may result 
from pathological dislocation from Pott’s distal * in the thoracic region. Use shaded areas 
are those in which bone is destroyed. A, The upper segment of the spine has slipped 
downwards and forwards; b> The segment lias slipped downwards and backwards. 
(Figs. 38-42 by kind permission of the * British. Journal of Surgery',) 


Late Onset Paraplegia.—This is due to prolonged interference with the 
extradural vessels by a tuberculous process which affects the circulation of 
the cord, causing a generalized degeneration below the level of the lesion. 
Sudden paraplegia generally indicates reactivity of the spinal lesion. 

Prognosis in Pott’s Paraplegia.— If the cases are seen early and given 
good conservative treatment, 60 to 90 per cent resolve completely. 

Factors Affecting the Prognosis .—Age does not seem greatly to influence 
this condition, and the prognosis varies with the three types. 

In Type 1, paraplegia in extension occurs early in the disease. Where volun¬ 
tary control is never completely lost, or is only lost for a short time, where 
the sphincters are not involved, and there is no sensory loss, the prognosis is 
extremely favourable. If, however, the paralysis is more complete, paraplegia 
in flexion or flaccid paralysis results. Where there is complete loss of volun¬ 
tary movement for more than six months, loss of vibration sense, and sphincter 
trouble, the prognosis is extremely bad. In Type 3 the patients usually die 
from other complications, and not from the paraplegia. 

Prevention and Treatment. —Early diagnosis and treatment in hyper- 
extension reduce to a minimum the amount of bone destruction, in hyperexten¬ 
sion, abscesses tend to press less on the spinal cord, and early immobilization 
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t finds to arrest the disease. As soon as activity lias abated, hyperextension 
should be discontinued and the diseased vertebrae allowed to fall together. 

Operative Treatment. —Spontaneous recovery is assured in almost every 
Type 1 case if correct conservative treatment is carried out. Type 2, however, 
where there is prolonged persistence of paraplegia, needs surgical treatment. 
The spinal abscess should be decompressed, and where there is indication of 
abscess pressure a costo-transversectomy should be performed. 

The advantages claimed for a costo-transversectomy are that it relieves the 
main cause of the paraplegia, i.e., the abscess arising from the disease, and 
drains it away from the region of the cord. If drainage is performed through 
a laminectomy, the drainage will be around the cord, and tuberculous granula¬ 
tion tissue is therefore more likely to occur in the extradural space and interfere 
with the circulation of the cord. 

The operation does not weaken the spine as does a laminectomy, the time 
taken is not great, and there is relatively little operation risk. If a sinus 
forms, it is regarded as beneficial, as it allows continuous drainage. It will 
not heal until the spinal lesion is quiescent. 

‘See also Spine and Spinal Cord, Surgery of—Spinal Tumours.) 

Surgical Treatment in Osteo-arthrxtis of the Hip-joint. 

During the past ten to fifteen years surgery has played a part in chronic 
non-tuberculous arthritis of the hip. Two interesting articles on this subject 
dealing with the various methods of treatment, and their results, have been 
written by C. Max Page and T, P. McMurray. 3 

Pathology. —The pathology of this condition, which is essentially a disease 
of middle and later life, can be discussed under the following headings : (1) 
Local causes ; (2) General causes. 

1 . Local Causes .— 

a . Previous trauma, such as old fractures, dislocations, etc. 

b. Nutritional diseases of bone in infancy. Rickets, Perthes’ disease, 
adolescent coxa vara. 

c. Congenital dislocations, and the trauma following their treatment; espe¬ 
cially after forcible manipulative reduction, such as that recommended by 
Lorenz. 

d . Upset of the local blood-supply causing osteochondritis dissecans. 

e. Subacute infections of the joint and arthritis following the zymotic 
diseases. 

2 . General Causes .— 

a. A generalized toxaemia from localized foci of infection, or from bowel 
sepsis. 

b. Diseases interfering with the nerve-supply of the articular surfaces. 

Treatment. —In the early stages this condition is rarely seen by the surgeon, 

as these cases are handled by the physician. 

At this stage, positional treatment, the supplying of protective apparatus, 
physiotherapy, and gentle manipulation are indicated. The work of Camitz 
(Scandinavia) is interesting, and should be given a trial in this country. He 
advocates a division of the obturator nerve from a mid-line extraperitoneal 
approach. This is followed by manipulation, and, if necessary, tenotomy 
of the adductor tendons. This treatment would appear to be sound, in that 
it will prevent adduction of the hip, and still allow the body weight to be 
transmitted in the right direction. If this treatment is performed early, 
Camitz claims that it will prevent much pain and deformity from adduction, 
and the patient will not be troubled with Jumbo-sacral strain, due to faulty 
weight-bearing. 
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It is, however, the late cases which have received attention from the surgeon. 
There are certain alternatives in the treatment of advanced osteo-arthritis of 
the hip, and these can be classified under the following headings :— 

1. Manipulation .—This can only be employed in certain early cases. It 
should be used in those cases where pain after strain does not persist for any 
great length of time, to increase the range of movements. Manipulation should 
be generally carried out under an anaesthetic. The advanced cases wall certainly 
be rendered more painful by this procedure, but many early eases are greatly 
improved by it, as they get many months, perhaps years, of comparative 
freedom. 

2. Rest .—As the condition becomes more advanced, rest is indicated. This 
is in order to allow’ the damaged, swollen, synovial membrane to recover, and 
also to prevent the diseased bone-ends from grating together. Rest by means 



of a walking caliper is not altogether sound. It relieves the joint of weight¬ 
bearing, but does not prevent movement. A walking spica plaster is the method 
of choice. The results are consistently good, but on removal of the plaster the 
pain is likely to recur. It does not alter the pathological condition of the joint, 
it only gives the patient and the joint a temporary rest, 

3. Arthroplasty .—The re-modelling and re-shaping of the joint surfaces 
would theoretically appear to be the best form of treatment, but the results 
do not bear this out. X-rays taken five or six years after an operation has 
been performed show a great increase of new bone growth around the recon¬ 
structed joint, causing limitation of movement (Plate XIJV). 

4. Pseudarthrosis ,—In this operation a new joint is made away from the 

17 






PLATE XLIV 

ARTHROPLASTY FOR OSTEO-A RTH R IT! S OF THE HIP 

(T. 1’. MURRAY; 




PLATE XLV 


SUBLUXATION OF THE ANKLE 

(Pi. Kuislih) 



X-ray of 
Sue 


ankle taken in extreme inversion, showing tilting of the as I muni us. 
h a ease needs reconstruction of the external lateral ligament. 


H// hind panmnsion of c Annals of Surtjert/' 
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affected region, A part of the neck and sliaft of the femur is removed, the 
distal end of the proximal fragment being capped with the great trochanter, 
so that a muscle mass is imposed between the two bone fragments, thus 
preventing subsequent union. 

The operation has the disadvantage of rendering the joint unstable. It is 
chiefly used where there is a bilateral stiffness of the hips, or an arthritis of 
the lumbar spine which prevents pelvic mobility. 

5. Arthrodesis. —This is the best procedure for every case of painful non- 
artieular osteo-arthritis. The operation does not always lead to fixation, 
but where there is failure to obtain this, the clinical result is excellent, as the 
movement is so slight. It is, however, a difficult operation, causing consider¬ 
able shock. (Figs. 89, 40.) 

6. Bifurcation Operation .—In those patients who cannot stand the shock of 
an arthrodesis, the bifurcation operation is an excellent substitute. It can 
be performed in a few minutes, and the shock is negligible ; while the recumbency 
period which follows is neither so long nor so continuous as that required 
after the previous operation. (Figs. 41, 42.) 


Recurrent Subluxation of the Ankle-joint. 


R. C. Elmslie 4 writes on this subject. The movements of inversion and 
eversion should occur at the subastragaloid joint. After severe inversion 
strains, if the external lateral ligament is tom, unnatural laxity may occur in 
the ankle-joint. X-rays taken in forced inversion show, in these cases, marked 
tilting of the astragalus in the tibiofibular mortice (Plate XL F). Ligaments 




Fiy. 44.—Diagram show mg the method 
of passing ami suturing the strip of fascia. 


which are part of the c&psule or thickened bands of the capsule, such as the 
internal lateral ligament of the knee-joint, tend to repair after rapture if the 
strain is taken off them for six weeks. Extra-capsular ligaments do not heal 
in this way, without surgical intervention. The author recommends that a 
reconstructive operation should be performed in these cases. A new external 
lateral ligament is constructed from a strip of fascia lata. (Figs. 43 , 44 .) 

References. — l Brit. Jour, Burg. 1935, xxii, April, 738 ; 2 JMd. 769; z Brit. Jour , 
Burg. 1935, xxii, April, 716 ; 4 Ann. of Surg. 1934, c, Aug., 364. 
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K ALA - J&ZA2S.. Sir Leonard Rogers , M.D., F.R.C.P,, F.R.S, 

An account of work on the transmission of kala-azar is contained in a paper 
by L. E. Napier, 1 the most important point in which is the mention of further 
Calcutta work in support of the recent finding that after recovery from the 
generalized disease about 5 per cent of the cases develop macular lesions of 
the skin containing the Z. donovani , but a still larger number harbour the 
parasite there without evident lesions, and that sand-flies fed on such patients 
may become infective to others. Such apparently healthy recovered patients 
may thus become carriers of the disease who are very difficult to defect, and 
in a year favourable to sand-flies may result in an exacerbation of kala-azar 
endemicity such as occurs from time to time in India. 

Rufejuuncs.— Hod. Med. Gaz. 1935, hex. May, 267. 

XiBX£Y a {See aha Renal Diseases.; 

KIDNEY, SURGERY OF, Hamilton Bailey, FM.C.S. 

Congenital Solitary Kidney.—The incidence of that important abnor¬ 
mality where the patient has only one kidney needs further scrutiny. For 
years Morris has been quoted as giving the incidence as 1 in 2400. Clinical 
experience dictates that this is far too low. M. M. White 1 quotes D. C, Collins, 
who found the abnormality in 1 in 920 necropsies. H. Wade and I. 3L Dick 2 
estimate that in Edinburgh congenital solitary kidney is met with in 1 per 
cent of all cases. One aspect only of the paramount importance of this 
congenital abnormality is emphasized by the following amazing coincidence :— 

A patient-, having been gored in the loin by a bull, was rushed to a hospital in the 
nearby city. His lacerated kidney was removed promptly, but he passed no urine, 
although lie survived for several days. Necropsy showed that the only functional 
organ had been excised. A few months later, into the same hospital, was admitted 
a second patient who had been gored by a bull. It was found that the kidney had 
been wounded, and it was removed. He, too, passed never a drop of urine, and the 
post-mortem examination revealed that the contralateral organ was congenitally 
absent. (H. Bailey 3 .) 

Tumours of the Kidney.—C. D. Creevey 4 remarks that malignant tumours 
of the kidney rival syphilis as the greatest mimic in clinical medicine. There 
is a type in which persistent pyrexia is the only symptom, there being no 
infection to account for the temperature. Most of the pitfalls which await 
the clinician are connected with the secondary deposits which, in no less 
t ban 88 per cent of cases, are the first manifestation of the disease. First and 
foremost is the growth in a bone. Often it is said that these metastases pulsate ; 
Creevey found tills was incorrect. We will here refer to a case described at 
the Meeting of the Association of Surgeons of Great Britain this year. The 
case occurred at the Manchester Royal Infirmary. A growth was excised 
from the head of the femur, which proved to be a secondary Grawitz tumour. 
Pyelography was, therefore, performed, and a slight aberration of the renal 
calyx was noted. Nephrectomy (performed by Mr. Rayncr) revealed a small 
primary growth in the kidney. The patient was alive and well a year later. 
This shows that removal of a secondary Grawitz tumour is often well worth 
while. The classical case is that of Albrecht, who removed the scapula in 
which a metastasis developed four years after nephrectomy. The patient was 
alive and well thirteen years after the second operation. Creevey points out 
that the first manifestation of a tumour of the kidney is occasionally metastases 
in the glands of the neck, the female genitalia, or the skin. This author has 
found that excretion pyelography is unsatisfactory for the diagnosis of tumours 
of the kidney; retrograde pyelography was required to confirm the diagnosis 
hi every case. 
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W. Walters and W. F. Braasch 5 also emphasize that reliance cannot he 
placed on excretion pyelography for the diagnosis of renal neoplasm. In the 
last 42 cases of renal tumour occurring at the Mayo Clinic the diagnosis was 
made by means of excretion pyelography in 15 only. Retrograde pyelography 
unci differential tests of renal function are more reliable. In the same series 
25 per cent of cases admitted to the Clinic were regarded as inoperable. 

xAealysing a series of 188 eases of malignant renal tumours. H. Kohlmayer® 
found that 85 per cent were, the so-called hyperncphromata (Grawitz tumour). 
A lump was palpable on admission to hospital in 88 per cent. Eight patients 
showed on the side of the tumour a varicocele which did not disappear during 
recumbency. Pyrexia not due to pyelitis was noted in 7 per cent. 

M. R. Keen 7 has collected thirteen cases of malignant kidney associated 
with renal tuberculosis. It is questionable whether this dual lesion is a 
coincidence. 

Treatment. —L. R. Wharton 8 advises the following measures in malignant 
tumour of the kidney. The first three or four weeks a course of pre-operative 
irradiation is given, during which time every effort to build up the physical 
condition of the patient should be made. By pre-operative irradiation a radio¬ 
sensitive tumour which fills three-quarters of the abdomen can be so reduced in 
size that it is hardly palpable. With pre-operative irradiation these cases can 
lie approached with a feeling of hopefulness which was unknown two years ago. 
This author is of the opinion that transperitoneal nephrectomy has definite 
advantages. First, it enables one to see the tumour clearly and expose and 
ligate the renal vessels before handling the malignant mass (Plate XL FT). Aber¬ 
rant vessels can be controlled. The exposure allows the perirenal fat and 
areolar tissue to be removed en bloc. Lastly, the greater portion of the ureter 
can be excised. 

Results of Nephrectomy for Malignant Renal Neoplasm. —A post-operative 
study was made in 1933 of all the patients from whom malignant renal tumour 
had been removed in the years 1901-27 at the Mayo Clinic. There were 256 
patients : 42 per cent lived five years or more after the operation. In 41 cases 
the malignant tumour was so extensive that the lesion could not be removed. 
Walters and Braasch 5 consider that post-operative radiation in these cases 
is without value ; indeed, sometimes it seemed to hasten the end. 

No case can with certainty be looked upon as cured, as is shown by one 
of the Middlesex Hospital series, who returned with secondary growths sixteen 
years after nephrectomy had been performed (E. G. Muir and A. J. B. 
Goldsmith 9 ). K. Walker 30 says that if the patient survives a year, recurrence 
is less likely to occur, and that it becomes comparatively rare after the third 
and fourth years. 

Renal Tumours in Children. —A. Randall 11 finds this one of the most depress¬ 
ing chapters in surgery. He is convinced that the following should be the 
routine treatment: (1) A course of deep X-ray therapy (these tumours are 
usually radio-sensitive) ; (2) Nephrectomy four or five weeks after the conclu¬ 
sion of the course ; (8) Further X-ray treatment. Radiation should be con¬ 
trolled by a leucocyte count. If a leukopenia develops it is an indication that 
the X-rays must be stopped for the time being. 

Congenital Cystic Kidneys.—Congenital cystic kidneys shows a constant 
hereditary factor and appear to be transmitted equally by either sex. G. D. 
Oppenheimer 12 considers the only prevention of the disease lies in the dis¬ 
couragement of propagation in sufferers. Whether polycystic kidney, which is 
nearly always bilateral, can on occasions be entirely unilateral, is not agreed 
upon. K. Canonne 13 describes an example of polycystic kidney where the 
contralateral organ appeared entirely normal. Nephrectomy was performed. 
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H, T. Murseil 1,1 imported a case of nephrectomy for polycystic kidney in 1924. 
In 1034 the patient was perfectly well and in active work as a miner. On the 
other hand, Oppcnheimer states that of 9 patients diagnosed as unilateral 
polycystic kidney in 1912, 5 developed polycystic changes eventually in the 
supposed normal organ. This author considers that infection is the most 
frequent and important complication, and constitutes the chief indication for 
surgical interference. It is his opinion that nephrectomy should not be per¬ 
formed except, possibly, in examples of persistent suppuration. Occasionally 
Horsing's multiple punctures of the cysts is beneficial. 

Hydronephrosis.—Excretion pyelography permits clinical recognition of 
a hydronephrosis by means of a comparatively simple method. W. F. Braaseh 15 
has found that many cases of hydronephrosis, which formerly would have been 
overlooked, are now being diagnosed by the general practitioner 

J. L. Wiseman 10 says that unless the aberrant vessel is small it should not 
be divided, because it is an end artery and its division amounts to a partial 
nephrectomy. Temporarily clamping the aberrant vessel by a rubber-covered 
hsemosfcat will enable the operator to determine the amount of kidney supplied 
by the aberrant vessel. When the vessel is too large to permit its division 
without seriously affecting the blood-supply of the kidney, the ureter wall have 
to be severed from the hydronephrotic sac and re-implanted at another point. 
Whenever there is a large redundant hydronephrotic sac the major part must 
be resected, and at the conclusion of the operation the ureter implanted at the 
most dependent part. The results following anastomosis without resection of 
the hydronephrosis are exceedingly poor. Conservative plastic procedures are 
often followed by recovery of kidney function, even in long-standing cases of 
infected hydronephrosis, providing : (I) The obstruction is removed com¬ 

pletely : (2) An adequate amount of the hydronephrotic sac has been excised ; 
(8) Temporary nephrostomy has been provided. Wiseman quotes Walters, 
who, in a series of 13 cases, found secondary nephrectomy necessary in only 
one instance. 

An aberrant renal artery is seen commonly in the dissecting-room. Unless 
it passes behind the ureter it is not a cause of obstruction to the ureter 
fV. Pennell 17 ). 

C. Y. Bidgood and D. G. Roberts, 13 discussing plastic procedures in 
hydronephrosis, say that obviously such measures are appropriate in solitary 
hydronephrotic kidneys and in bilateral obstructive hydronephrosis. In 
unilateral hydronephrosis the arguments in favour of plastic procedures are 
not so convincing. These authors incline to F. HinmarTs belief that an 
obstructed kidney will not regain its function even if the obstruction is removed, 
because the opposite kidney, having undergone anatomical hypertrophy, will 
not release this function. 

Nephropexy.—M. Heitz-Boyer 19 considers that instrumental pyelography 
in the vertical position is important in revealing kinks of the ureter due to 
nephroptosis. He has a special operating-table which allows the X-rays to 
be taken in the vertical position during instrumental pyelography. 

There are a bewildering number of modifications of the operation of 
nephropexy described this year, among which may be mentioned that of 
A. Stanisclieff, 20 who transfixes the kidney by the twelfth rib. W. J. Moore 22 
advocates transpleural nephropexy as was practised by Maylard. A special 
aneurysm needle is employed and introduced through the tenth inter¬ 
costal space. 

J. E. Strode 22 illustrates a very simple and effective method of performing 
nephropexy with a strip of fascia lata. The principles will be clear by referring 
to Fig, 45. 




NUAL , 793? 





(C. P. JUVTFIE) 


PLATE XLTII 


renal sympathectomy 


B\j land permission of * Surgery, Gynecology and Obstetric 


MEDICAL ANNUAL; 1936 




The sympathetic nerve-fibres are easily located on the superior surface of the renal 
artery or its main branches, where they are severed. Exposure is facilitated by retracting 
the vein with a small retractor. 
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Renal Sympathectomy.—The main indications for renal sympathectomy 
are small, painful, non-obstructive hydronephroses and that condition called 
by H. Harris “the painful abnormal motility syndrome.” (M. G. Sutton. 24 ! 
Renal sympathectomy consists of dividing the sympathetic nerve-fibres which 
are found to course along the superior surface of the renal artery and its many 
branches. Exposure of the renal artery is facilitated by retracting the renal 
vain with a small retractor (Plate XLVIT). (C. P. Mathe 83 .) 

Chyluria.—B. S. Abeshouse 86 states that the chyle usually enters the urine 
from the kidney, but it can do so via the ureter or bladder. The urine is white 
in colour and closely resembles milk. If the condition is suspected the urine 
should be examined one hour and four hours after a feed of cream. Chyluria 
is either due to parasites (usually filarial) blocking the lymphatics, or it is non- 
parasitic (syn., European chyluria). The latter is less frequent and its 
etiology unknown. In cases of chyluria Abeshouse and others have demon¬ 
strated clearly by retrograde pyelography communications between the renal 
calices and the lymphatic system. These channels outlined by the contrast 
medium take the form of delicate fibrils radiating from the calices to the space 
about the kidney. 



Fig. 4—J. E. Strode’*, method of performing nephropexy with a strip nf fascia, lata. 
(Rt'-ilraivn from the ‘ Journal of Cmloyii'.) 


Anuria.—Calculous anuria has been dealt with fully in recent issues of the 
Medical Annual. H. Wade 27 draws attention to anuria due to conditions 
other than calculus—an important and too-little-discussed subject. 

Anuria associated with Pregnancy .—First there is a form of renal anuria 
associated with pregnancy and due to bilateral cortical necroses. Pathologically, 
the kidneys resemble those seen in phosphorus poisoning. They are large, 
turgid, and plum-coloured, and bespattered with petechial haemorrhages. 
Acute cortical necrosis is often extensive, but it is never complete. Recovery 
is possible if prompt treatment is instituted (see Urinary Therapeutics— 
Intravenous Sodium Sulphate as a Diuretic). 

Anuria due to Low Blood-pressure .—The importance of taking the blood- 
pressure and, when possible, seeing that an adequate blood-pressure is main¬ 
tained, is emphasized. 

Anuria due. to Too Rapid Emptying of the Bladder .—The prevention of 
this catastrophe lies in gradual and accurate decompression in cases of acute 
retention. 

Oliguria due to Persistent Vesical Systole .—This is seen sometimes in tuber¬ 
culosis. The contracted bladder closes upon the ureteric orifice and, it may 
be, the only functional side. Under these circumstances serious oliguria results. 

Renal Calculus.—The first nephrolithotomy was done in 1889 by Sir Henry 
Morris. The patient was a domestic servant aged 19. Sir Henry made an 
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Incision in the loin and felt the stone. With a probe-pointed bistoury he incised 
the kidney without, delivering it. and extruded with his fingers a mulberry 
calculus weighing 31 gr. (E. W. Riches. 28 ) 

Doctors,'" writes G. R. Livermore, 29 “ are particularly susceptible to urinary 
calculi ” : in fact, he has seen more doctors with, this condition than people 
engaged in any other profession or trade. 

There have been a number of exhaustive articles (J. S. July, 30 A. R. Bliss, 31 
H. P. Winsbury-White. 32 F. d'Abreu, 33 F. H. Colby 3 ' 1 ) this year on the cause 
of renal calculi. There appears to be no one etiological factor. Infection, 
lack of vitamins, diseases of the parathyroids, dietetics, geography, prolonged 
recumbency, and the action of ultra-violet light are all factors which have 
been held partially or totally responsible for the occurrence of stone in 
the urinary tract. Summing up the position, J. S. Joly, in the Annual 
Oration before the American Urological Association, said, u I believe that 
the hypothesis that stone is a deficiency disease is the most plausible. It 
gives a reason for the change in the incidence of urinary calculi during the 
past years."' 

A 'on-opaque Stones. —C. A. Wells 35 says that about 5 per cent of all urinary 
calculi are non-opaque to X rays. These stones may be displayed in one of 
three ways : H ) By instrumental pyelography—the stone becomes outlined as 
a filling defect ; (2) By excretion pyelography, the medium being arrested in 
all films at a certain point ; (8) By the non-opaque stone becoming stained 
by the pvelographic medium. 

Cystinuria*— H. Wade 86 describes the incidence of cystinuria in a family 
in which for some generations intermarriage has been the custom. Many 
members suffered from cystinuria. Five of them have cystine stones. In 
two of these the stones were revealed by X rays ; in the others the stones 
were non-opaque and were outlined by negative shadows during pyelography. 

Urinary Calculi in Patients with Parathyroid Tumours .—Thirteen patients 
at the Massachusetts General Hospital have had parathyroid tumours removed. 
In eight of these urinary calculi were present. Tumours of the parathyroid 
cause metabolic disturbances which result in an increase in the output of 
calcium, and in many instances urinary calculi are present. Unless the para¬ 
thyroid tumour is removed, stones will recur frequently. (F. H. Colby. 34 ) 

Duodenal Fistula following' Operations on the Kidney, notably 
Mephrectomy.—N. F. Ockerblad and N. G. Gordales 37 have found accounts 
of nearly 30 cases in the literature, and believe the condition is not very infre¬ 
quent. The diagnosis of duodenal fistula presents no difficulty. The skin 
soon becomes excoriated by the escaping ferments. The time of the appear¬ 
ance of the fistula varies within wide limits. In some cases it is within twenty- 
four hours of the operation ; in others the interval is lengthened up to several 
months. The discharge may be profuse or scanty, according to the size of the 
fistula. Conservative treatment should be tried in the first instance ; in many 
cases, except in large fistula?, it is successful. The first thing should be to 
supply the patient with plenty of salt solution intravenously. The second is 
to prevent excoriation of the skin. A suction apparatus to remove the dis¬ 
charge is useful. A dressing soaked in (1) one-tenth normal hydrochloric acid 
solution to neutralize alkalinity, and (2) a beef-juice and olive oil preparation 
for the ferments to expend their activity upon, often acts admirably. Alterna¬ 
tively, a buffer solution consisting of whole milk thickened by the addition of 
B. acidophilus is used. M hen the fistulous track is obviously large and the 
amount of secretion is profuse and the health of the patient is declining rapidly, 
surgical treatment becomes imperative. The fistula must be closed and 
jejunostomy performed. The high mortality associated with this operative 
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procedure is clue, in a large measure, to hesitation which allows the condition 
of the patient to deteriorate beyond recall. 

(See also Abdominal Surgery, Miscellaneous.' 

Tuberculosis of the Kidney.—J. S. Jolv 3s finds that sex and age have 
a considerable influence on prognosis. In children the prognosis is bad ; only 
6 per cent with unilateral lesions operated on in Marion's Clinic were cured. 
It is agreed universally that the late mortality after nephrectomy is greater 
in the male owing to the prevalence of coexisting genital tuberculosis ; indeed, 
in cases where there is coexisting genital tuberculosis the expectation of cure 
by nephrectomy is halved. The average results obtained by surgical treatment 
in cases of renal tuberculosis are as follows :— 


Per cent 

Operative mortality .. .. .. 5 

Late mortality (usually due to infections of 
the remaining kidney) .. .. ..15 

Permanent cure .. . . .. .. 50 


The remaining patients usually survive many years, although they have 
foci of active tuberculosis. 

Of 500 necropsies performed on patients dying with tuberculosis, bilateral 
renal lesions were found very frequently, although during life only 25 per cent 
of the patients had urinary symptoms. (M. E. Greenberger et al. 39 ) 

Carbuncle of the Kidney.—J. A. Lazarus 40 advises that the kidney should 
be examined at every operation for perinephric abscess in order to rule out 
the possibility of a coexisting renal carbuncle. Nephrectomy, he says, is 
seldom necessary in carbuncle of the kidney ; nearly all cases respond to simple 
incision with drainage, especially if the wound is irrigated with Dakin’s solu¬ 
tion. Providing operation is undertaken early, the prognosis is good. 

Perinephric Abscess.—In obscure cases of perinephric abscess H. G. 
Bugbee 41 draws attention to the help which often can be obtained by a plain 
X-ray. Blurring of the psoas outline on the side of the lesion is characteristic. 

Nephrostomy In Pyelonephritis.—I. K. Sisk et al. 42 have found nephros¬ 
tomy a valuable and even a life-saving measure in certain cases of pyelo¬ 
nephritis. The type of case in which it has been used are the acute fulminating 
infections which do not improve under conservative management; also low- 
grade chronic processes existing for long periods with progressive renal damage. 
These authors quote Crosbie, who states, 44 Double nephrostomy gives more 
relief than anything else I have found In cases of bilateral chronic pyelonephritis 
with megalo-ureters.” 

E. Hess 43 says that Professor von Lichtenberg, in particular, drains a great 
many infected kidneys by nephrostomy. It is Hess’s impression that many 
of these cases could be treated eystoscopically with catheter drainage. 

Hematuria of Obscure Origin.—A. C. Morson 44 has kept a careful record 
of 15 cases of arteriosclerosis in which haemorrhage from some part of the 
genito-urinary tract has been the predominant manifestation of the disease. 
Of the 15, 9 patients suffered from renal haemorrhage, 1 from vesical, 3 from 
urethral, and 2 developed thrombosis of the penis. 

C. M. Le-Roy 46 draws attention to B. coli haematuria. Usually the haema- 
turia is renal in origin, but it may also be vesical. This form of haematuria 
has no special characteristics, but is not, as a rule, associated with any clotting. 

Some Points In the Technique of Renal Operations.—When removing 
very large stones from the kidney, in order to arrest haemorrhage, G. C. 
Prather 46 applies a 9-in. Doyen’s curved intestinal clamp to the pedicle of 
the kidney. He then makes a V-shaped incision into the kidney. From a series 
of post-operative pyelograms it is obvious that there is no necrosis of the 
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V-shaped section of the kidney tissue. The operation Is completed by per¬ 
forming temporary nephrostomy. The details of this method are all made 
evident by a reference to Fig. 46. 

Speaking of the value of nephrostomy after nephrolithotomy, H. P. 
Winsbury-White 27 says. 4 ‘ When I consider the anxious time I have had over 
certain cases upon which 1 have operated without drainage, and compare it 
with the uneventfulness of eases in which drainage has been carried out, I am 
convinced the latter is the proper wavf 1 

In a rather complicated pyeiotomy, N. F. Ockerblad 48 tore the renal vein. 
He at once controlled the haemorrhage by pressure, and then applied a muscle 
graft, pressing it steadily on to the bleeding point for three minutes. The 
graft adhered and stopped the bleeding. Ockerblad stresses the value of 
muscle grafts to stay Idee ding in nephrotomy incisions. 



Fig. 46.—Closure of nephrotomy incision with nephrostomy tube in place. (G. C. Prather .) 

(Re-drawn from the ‘ Journal of Urology'.) 

Control of Haemorrhage from the Renal Pedicle by Ford-pressure. —When 
a renal tumour is extensive, the patient obese, and the renal pedicle short and 
infiltrated, it is sometimes wiser to rely upon forci-pressure than on ligature of 
the renal pedicle. W. Walters and W. F. Braasch 5 give the following details : 
The forceps should be left in place for seventy-two hours, closing the incision 
around them. They are prevented from pressing on the retroperitoneal tissues 
by placing gauze beneath the handles of the forceps. The proper way to 
remove them is to unlock them, but not to open them completely. After 
unlocking, they should be allowed to remain in place for six to eight hours. 
During this time serum will release the forceps from the blood-vessels, and 
they can be removed without fear of opening the mouth of the blood-vessels. 

Partial Nephrectomy. —II. L. Kretschmer 19 calls attention to the infrequency 
with which a partial portion of the kidney is resected ; partial nephrectomy 
should be employed more often. Excellent results have followed this operation 
in suitable eases, which include partial hydronephrosis, massive calculus 
formation in one pole, renal carbuncle, and a solitary cyst confined to one 
pole of the'kidney. 1 

On Splitting the Kidney .—T. W. Mimpriss 50 investigated 17 cases where the 
kidney had been opened by splitting. There w T as no operative mortality. 
Severe heematuria occurred in 8 cases. He considers that the line of Hyrtl 
is definitely less vascular than the remainder of the kidney. A fistula neces¬ 
sitating nephrectomy occurred in one case. The efficiency of the kidney after 
splitting was inferior to the other side in only 3 cases. The author concludes 
that the drawbacks to splitting the kidney have been exaggerated. [Incising 
the kidney with a diathermy knife has been a remarkable improvement, and 
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it allows large incisions to be made in necessary eases with minimal hemorrhage 
both at the time of operation and afterwards.—II. B,]. 

P. W. Asher 51 points out that it is absolutely unnecessary to split the kidney, 
even for the removal of the largest stag-horn calculi. Adequate exposure can 
be obtained by a liberal pyelotomy incision extending into the renal 
parenchyma. The repair of this incision is comparatively easy. 

References.— 1 B tit. Jour. Urol. 1934. vi, 356 ; 2 Edin. Med. Jour . 1934, xli, 193 (Med - 
Ghir. Trans.); 3 Emergency Surgery, 2nd ed., 1935, 341, Bristol, John AVrieht & Sons"; 
9 Arch. of Internal Med. 1935, lv, S95 ; 6 Amer. Jour. Surg. 1935, xxviii, 23 ; w *TTfen. Min. 
Woch. 1934, xlvii, 1258 ; 7 Amer. Jour. Surg. 1934, xxv,* 467 ; 9 Surg. Gynecol, and Obst. 
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of Surg. 1934, c, 462 ; n Ibid. 1136 ; 13 Bull. et Mem. Soc. de Ghir. 1934, 628 ; u Brit. 
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Sir W. 1. de C. Wheeler , F.R.C.SJ, 

Solitary Cysts of the Kidney (Upper Pole).—W. C. Quinhy and E. F. 
Bright 1 discuss the etiology, pathology, and symptoms of solitary renal cysts. 
Seven cases are reported. Non-radiating pain in the back or right upper 
quadrant of the abdomen was present in most cases. One-third had symptoms 
of cystitis and one-third chills and fever. About one-fourth had gross hsema- 
turia. In two-thirds of the cases physical examination was negative. The most 
accurate means of diagnosis is pyelography. [In 1931 the reviewer removed a 
solitary cyst from the upper pole of the kidney of a woman aged 57. (Wheeler, 
Murphy Oration, Surg. Gynecol, and Obst., vol. Ivi, p. 10). Hamaturia and a 
smooth painless enlargement of the right mobile kidney were the outstanding 
clinical features. Pyelography revealed the upper ealices occluded and deformed. 
There was slight hydronephrosis on the left side. The blood-urea was high 
(72 mgrm. per cent) ; the urea-concentration test revealed an excretion of 
1-5 per cent urea three hours after the meal. The cyst was the size of a tangerine 
orange. The upper pole of the kidney with the cyst was removed by wedge- 
shaped incision. The cut renal surfaces were approximated with sutures of the 
Halsted type. A piece of muscle tissue introduced under the loops of the sutures 
preventing them cutting through. Plate XLVIJI shows the cyst surrounded 
by renal substance. Recovery was uneventful.—W. I. de C. W.] Solitary cysts 
of the kidney are rare ; only 99 cases had been reported in 1926 (Fullerton 2 ). 

Cancer of Renal Pelvis.—E. Franceschi 3 mentions the pathology and 
clinical aspects of squamous-celled carcinoma of the renal pelvis. Pyelography 
is the only reliable method of diagnosis. A typical filling defect in the renal 
pelvis is seen when the contrast medium is introduced into the pelvis from 
below. He mentions a sign (not previously described) of this condition—viz., 
prolapse of the intramural portion of the ureter into the bladder. [The reviewer 4 
has found that squamous-celled carcinoma is usually associated with renal 
calculi. In a case recorded in 1924 there were four stones in the upper pole 
and ten in the low f er pole. The squamous-celled carcinoma of the pelvis was 
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dBooyererl after nephrectomy. A series of sections demonstrated tlie transition 
from pelvic lo squamous epithelium. Squamous cells were also Imbedded in 
dense fibrous tissue in the capsular area. The condition is rare and is another 
example of the development of cancer from prolonged irritation. The irritation 
may be either due to stone or bacterial invasion. In a personal communication 
Ur.* McCarty, of the Mayo Clinic, told the reviewer that in 1648 kidneys which 
dime to operation in ten years 7 epitheliomata were found.— W. I. de C. W.j 
Francesehi thinks that simple nephrectomy as opposed to removal of both 
kidney and ureter is the operation of choice. 

Malignant Tumours of the Sidney in Children.'—E. A. Pohle and G. 
Ritchie 5 give their views on malignant tumours of the kidney in children. 
They conclude that the best treatment is irradiation followed by removal and 
subsequent post-operative irradiation. It is stated that the ultimate mortality 
is well over 90 per cent. If this figure is correct, irradiation is scarcely worth 
while. Before irradiation treatment was adopted the mortality was estimated 
at about SO per cent. 

[These growths are more in the kidney than of the kidney, and consequently 
from an early date no urine is excreted from the affected side. Pain and 
Hematuria are absent in consequence. The tumour extends; the renal tissue 
becomes flattened out and finally forms a pseudo-capsule comparable to that 
found in cases of enlarged prostate. Up to the point of rapid enlargement 
tiie silent nature of these tumours is impressive. Removal hv the transperi- 
toneal route is not difficult, but a very long incision is imperative to facilitate 
the rapid dislocation of the tumour from the abdomen. The lumbar route 
should never be employed. In a case of the reviewer’s 6 the operation was 
complete in fifteen minutes. There was a recurrence in six months and the 
child died within a year. Microscopically the tumour consisted of true renal 
tissue, adenomatous tissue, sarcomatous tissue, non-striped muscle, connective 
tissue, and vascular tissue. Striped muscle was also present and in this respect 
the microscopical findings were unusual.—W. I. de 0. W.] 

References*— l Jour. of Urol . 1935, xxxiii, 201, Abst-r. in Surg. Gynecol, arid Obsl. 
1935, Aug., 158 ; - Brit. Jour. Surg. 1926, xiv, 629 ; 3 Abstr. in Surg. Gynecol . and Obst. 
1935, July, 44 ; -Ibid. 1924, 4 ; Ibid. 1935, July, 43 ; Ibid. .1924, Feb., 1. 

LABOUR AND ITS COMPLICATIONS. 

Beckwith Whitehouac , M.S., F.R.C.S., F.C.O.G. 

Breech Presentations.-—The intranatal and neonatal mortality associated 
with breech cases has been estimated by G. F. Gibberd 1 as 39 per cent, and 
Watts Eden, 2 commenting upon the heavy toll of infant life, has observed that 
“ the art of managing this particular type of difficult labour has not reached 
a point at which we can afford to rest content The publication, therefore, 
by J. W. Burns 2 of a simplified method of dealing with the after-coming head, 
and by C, McIntosh Marshall 4 of a new technique for the delivery of the 
breech with extended legs in primiparae, is of some interest. 

Burns criticizes the principles which underlie the various two-handed grips 
commonly employed during delivery of the head on the basis that they induce 
the operator to use more force than is necessary. He deprecates any assist¬ 
ance being given to descent of the presenting part, in the case of a normal 
breech, by abdominal or frontal pressure, as such interference may encourage 
early separation of the placenta. 

During the second stage of labour the patient is placed in the lithotomy 
position, and as soon as the arms and shoulders are delivered the child's body 
is allowed to hang downwards from the vulva (Fig. 47). This produces flexion 
of the head and brings the nape of the neck well into the subpelvic angle ; it 
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aiso has the advantage that no traction Is required on the part of the obstetrician 
and undue haste in delivery is avoided. Actual delivery of the head is effected 
in Burns's method as follows : (I) The operator stands sideways to the buttocks 
of the patient and uses that hand which is farther away from the mother. 

(2) Only one hand is used in lifting the child over the mother’s abdomen. 

(3) The child's ankles are seized when in their most dependent position and 
tension applied through traction to the legs as indicated in Ftgs. 48-51. During 
tension the neck is kept taut, and lists is maintained until the head is delivered. 
The author observes that when standing sideways to tiie patient and using 
only one arm, the obstetrician is employing his power of abduction, and so 
diminishes the force which he directly applies. The latter is further reduced 
by the necessity of raising the child through 180°. Only when the weight of 
the child’s body is insufficient to bring the head into the pelvis is the appli¬ 
cation of suprapubic pressure justifiable. This should always be performed 
by the obstetrician and not delegated to an assistant. Bums rightly draw's 
attention to the avoidance of all haste during the important stage of delivery 
of the after-coming head. Eight minutes can safely elapse from the time the 
umbilicus is bom until the- head is delivered, and live minutes between the 
birth of the shoulders and head. 

The problem of delivery of the complicated breech with extended legs in 
the case of primiparae is one upon which diversity of opinion still exists. 
The more usual procedure is to bring down the legs, a practice supported 
by A. Bourne 5 at a meeting of the Gynaecological and Obstetrical Section 
of the British Medical Association at Eastbourne in 1981. The alternative 
policy' of laissez-faire was advocated by Eardlcy Holland 4 during the same 
discussion, and the latter has recently received support from C. McIntosh 
Marshall, who describes a new technique for delivery of the breech with 
extended legs. Marshall concludes that without assistance of some kind the 
primipara will only rarely" accomplish spontaneous delivery in time to ensure 
safety of the full-time child. He also is of opinion that the undisturbed 
presenting part, in the extended breech, is the best dilator of the cervico- 
vaginal canal. 

The author’s technique in the case of a left sacro-anterior position is described 
as follows : Delivery’' is usually begun when the anterior buttock is visible at 
the vulva, and the posterior buttock distending the perineum. In a few cases 
of delayed labour it may be necessary when the anterior groin can be con¬ 
veniently reached with the right index finger. The patient is placed in the 
lithotomy position with the buttocks over the end of the couch. The bladder 
is catheterized, and the tissues of the posterior edge of the vulva, posterior 
vaginal wall, and perineum are rendered completely- analgesic by infiltration 
with a few' cubic centimetres of per cent novocain. The index finger of the 
right hand is then passed up behind the symphysis into the anterior groin 
and steady? - groin traction exerted until the anterior buttock lies completely 
beneath the pubes (Plate XLIX). At this stage a medio-lateral episiotoiny is 
made on the same side as that on which the sacrum is descending. Traction 
is continued under chloroform anaesthesia, and when delivery is effected as 
far as the popliteal spaces, pressure in the latter, directed away from the 
mid-line, flexes the legs on the thighs and detaches the feet from the vulva. 

Should the arms also be extended, a complication which commonly accom¬ 
panies extension of the legs, the posterior arm is sought as soon as definite- 
resistance to further traction is experienced. The ankles are seized with the 
operator’s left hand, the trunk raised so that the child’s abdomen approaches 
the mother’s right groin, while the right hand is passed upwards over the 
right shoulder and the bend of the elbow- reached with the tips of the 
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ai.s«> has Hie ;uh imlage that uu traction is required on tlie part of the obstetrician 
a ad undue haste in delivery b avoided. Actual delivery of the head is effected 
in Bums's method as follows : (1) The operator stands sideways to the buttocks 
of the patient and uses that hand which is farther away from the mother. 
(21 Only one hand is used in lilting the child over the mothers abdomen. 
(3) The child's ankles are seized when in their most dependent position and 
tension applied through fraction to the legs as indicated in Figs, 48-51. During 
tension the neck is kept taut, and this is maintained until the head is delivered. 
The author observes that when standing sideways to the patient and using 
only one arm, the obstetrician is employing his power of abduction, and so 
diminishes the force which he directly applies. The latter is further reduced 
by the necessity of raising the child through 180°. Only when the weight of 
the child’s body is insufficient to bring the head into the pelvis is the appli¬ 
cation of suprapubic pressure justifiable. This should always be performed 
bv the obstetrician and not delegated to an assistant. Burns rightly draws 
attention to the avoidance of all haste during the important stage of delivery 
of the after-coming head. Eight minutes can safely elapse from the time the 
umbilicus is born until the. head is delivered, and five minutes between the 
birth of the shoulders and head. 

The problem of delivery of the complicated breech with extended legs in 
the case of primiparse is one upon which diversity of opinion still exists. 
The more usual procedure is to bring down the legs, a practice supported 
by A. Bourne 5 at a meeting of the Gynaecological and Obstetrical Section 
of the British Medical Association at Eastbourne in 1931. The alternative 
policy of laissez-faire was advocated by Eardley Holland 4 during the same 
discussion, and the latter has recently received support from €. McIntosh 
Marshall, who describes a new technique for delivery of the breech with 
extended legs. Marshall concludes that without assistance of some kind the 
primipara will only rarely accomplish spontaneous delivery in time to ensure 
safety of the full-time child. He also is of opinion that the undisturbed 
presenting part, in the extended breech, is the best dilator of the cervieo- 
vaginal canal. 

The author’s technique in the case of a left saero-anterior position is described 
as follows : Delivery is usually begun -when the anterior buttock is visible at 
the vulva, and the posterior buttock distending the perineum. In a few eases 
of delayed labour it may be necessary when the anterior groin can be con¬ 
veniently reached with the right index finger. The patient is placed in the 
lithotomy position with the buttocks over the end of the couch. The bladder 
b catheterized, and the tissues of the posterior edge of the vulva, posterior 
vaginal wall, and perineum are rendered completely analgesic by infiltration 
with a few cubic centimetres of J per cent novocain. The index finger of the 
right hand is then passed up behind the symphysis into the anterior groin 
and steady groin traction exerted until the anterior buttock lies completely 
beneath the pubes (Plate XLIX). At this stage a medio-lateral episiotomy is 
made on the same side as that on which the sacrum is descending . Traction 
is continued under chloroform anaesthesia, and when delivery is effected as 
far as the popliteal spaces, pressure in the latter, directed siway from the 
mid-line, flexes the legs on the thighs and detaches the feet from the vulva. 

Should the arms also be extended, a complication which commonly accom¬ 
panies extension of the legs, the posterior arm is sought as soon as definite 
resistance to further traction is experienced. The ankles are seized with the 
operator’s left hand, the trunk raised so that the child’s abdomen approaches 
the mother’s right groin,' while the right hand is passed upwards over the 
right shoulder and the bend of the elbow reached with the tips of the 
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fingers. The ami is then flexed and brought down over the chest in the 
usual manner. 

In a series of 30 difficult breech deliveries, including 28 pTimiparse, only 1 
child was stillborn—a figure which tends to substantiate the claims of the 
authors for the safety of the methods they describe. 

Most obstetricians will endorse the view that the manoeuvre of bringing 
down the legs in an extended breech is by no means an easy operation, and 
in the case of primiparae can be exceedingly difficult. Marshall’s method, 
involving as it does a very simple and uncomplicated technique, appears there¬ 
fore worthy of extended trial. Should the claims of the authors be justified 
as the result of further experience, it would appear that the arguments in 
favour of version as a prophylactic measure in the case of breech presentations 
lose much of their force. 

K’ISPKRKNOes.— - l Brit. Med. Jour. 1932, ii, 369 ; 'Lancet, 1931, ii, 1223 ; Vowr. 
Obsi. and Gynaecol . Brit. Emp 1934, xli, Dec., 923 ; Hbid. 930 ; Med. Jour . 1931, 

ii, 294 ; Mbid. 

LARYNX AND TRACHEA, AFFECTIONS OF. 

F. W. Waikyn-Thomas, F.R.C.S, 

Paralysis of the Laryngeal Muscles due to Lead Poisoning,—M. C. 
Mycrson 1 has collected 20 cases of this condition. This type of paralysis is 
rare ; in 405 cases of lead poisoning reported by W. D. Prendergast in 1910 
there were none of laryngeal paralysis. From what is known of lead poisoning 
generally the laryngeal lesions may fall under any one of four groups : (1) Neuro¬ 
pathic ; (2) Myopathic ,* (3) Eneephalopathic; and (4) A combination of 

neuropathic and myopathic. In some cases the larynx is affected early, but 
in the majority the laryngeal signs are late. In some cases there has been 
complete recovery. A consideration of the various laryngeal paralyses due to 
this one cause throws doubt on the validity of Semen's law. This is “ that the 
fibres of the motor nerves to the abductors succumb to organic affections sooner 
than, or exclusively of, the adductors.” In 7 out of the 20 cases which Myerson 
has collected there was paralysis of muscles other than the abductors without 
abductor palsy. This must be regarded as definite evidence against Semen’s 
generalization. In the discussion which followed, an interesting point was 
raised—certain cosmetics, especially some kinds of lip-stick, contain lead l 

Abscess of the Larynx.—J. D. Kernan and H. P. Scliugt 2 discuss the treat¬ 
ment of laryngeal abscess. As a complication of typhoid fever this condition 
used to occur more frequently than it does now, but it is described under so 
many names that the true incidence is masked. For example, 4 oedema of the 
larynx % 4 perichondritis of the larynx \ 4 phlegmon and 4 abscess ’ of the 
larynx are all more or less the same disease in different stages of development. 
The only form of the disease which has its origin in the larynx itself is the 
traumatic , e.g., following blows or lacerations, the ulceration of a tumour with 
secondary infection, or (but this is rare) injury from a foreign body. All other 
cases must be regarded as secondary to infection elsewhere, e.g., typhoid or 
scarlet fever, septicaemia and erysipelas, syphilis (but very rarely) : most of 
the cases recently reported have followed influenza or acute tonsillitis. The 
symptoms are deep-seated pain, increased by pressure or swaUowing, tenderness, 
the sensation of a foreign body, hoarseness, usually present but not very marked 
if the abscess is on the outer side of the larynx, e.g., in cases where the abscess 
bulges into the pyriform fossa, and dyspnoea. The appearance of the abscess 
depends on the cartilage attacked, and on the degree of ossification. In adults 
there -may be an osteomyelitis as well as a perichondritis. In abscess of the 
thyroid cartilage the upper" and posterior parts of the cartilage form an 
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iinvieiding wail, so the outer wail and Hour of the pyriform fossa bulge upwards ; 
if iijiiy the Hour bulges, the crieoid and the neighbouring part of the thyroid 
may be attacked. As a rule the involvement of the larynx is much greater than 
it appears to be on examination. 

In cases limited to the arytenoids recovery often takes place without 
operation. Isolated abscess of the epiglottis is not common, but when it does 
occur recovery quickly follows incision. In abscess of the thyroid or cricoid 
the condition is much more dangerous. The authors advise treatment on 
the&e lines :— 

1. Arytenoids .—With unilateral perichondritis it is safe to wait. If both 
sides are affected, tracheotomy may be needed. If the swelling does not recede 
in about a week, it must be taken that osteomyelitis of the arytenoid is present, 
and laryngoiissure should be done. The inner surface of the arytenoid should 
be opened down to the marrow cavity with a sharp curette. If there is actual 
sequestration, the dead tissue should be removed. The lateral part with the 
muscular attachments should be saved. 

2. Thyroid Cartilage. —If the thyroid alone is affected, it is better to expose 
it from without and, if necessary, do a window resection to expose the peri¬ 
chondrium on the inner surface of the larynx. This avoids opening the 
laryngeal cavity. 

3. Cricoid Cartilage. —A tracheotomy cannot be avoided, but as much of the 
cartilage must be saved' as is possible in order to avoid laryngeal stenosis. The 
larynx must usually be opened, and a semicircular incision carried backwards 
externally over the posterior half and up on to the arch. Cartilage firmly 
adherent to its perichondrium will probably recover. 

[It is interesting to notice that in the discussion which followed this paper 
all the speakers referred to personally seen cases. This makes it probable 
that the condition is much more frequent than would appear from the literature 
on the subject. The general opinion was in favour of open-operation as suggested 
in this paper.—F, W. W.-T.] 

The Effects of Radium Emanations on the laryngeal Cartilage.— 
These are discussed by M. F. Arbuckle, E. V. Cowdry, and R. Votaw, 3 who 
believe that in gold radon seeds the beta rays decay within the gold case, while 
the gamma rays pass into the tissues. From a consideration of eases they 
thought it probable that the lethal dose of gamma rays for carcinoma cells was 
below the dose which would damage cartilage cells. They tried a series of 
experiments on dogs to find whether this was true. The seeds were planted 
in contact with the laryngeal cartilages, and doses of from 66 to 199 millicurie 
hours were given to seven dogs. Histological examination showed tissue 
reaction but no evidence of necrosis or perichondritis. There was some 
evidence for thinking that calcification of the cartilage was increased. 

Roentgen Radiation Necrosis of the Larynx and Other Structures 
of the Neck.—P. A. Nelson and E. E. Hirsch 4 state that there are three types 
of radiation reaction :— 

1. Immediate Reaction. —Moderate swelling of the neck, especially of the 
lymph glands and subcutaneous fat, occasional salivation. 

2. The True Roentgen Reaction, occurring from ten to twenty days after 
irradiation : dryness of the throat, hoarseness, fibrinous exudates on the mucosa. 

3. Late, and Serious , Reactions , occurring from four weeks to a year after 
treatment : scar tissue formation, oedema of the neck, perichondritis, and 
necrosis of the larynx. These may occur without any indications of the first 
and second stages. 

The case the authors describe was a patient who had a series of twenty 
treatments of the neck for a carcinoma of the tonsil. Six months later he was 
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admitted to another hospital as a case of tuberculous laryngitis, and died six 
weeks later. The entire larynx was necrotic, the oesophagus was cedematous 
and ulcerated* and there were changes in the myocardium, lungs, liver, and 
kidneys. The writers attribute this to an excessive dosage and to mixtures 
in dosing. 

[These two papers taken together show the dangers of radiation, and show 
that the dangers are not insuperable.—F. W. W.-T.] 

Cancer of the Larynx.—G. Tucker 5 summarizes the results in 200 consecutive 
cases of cancer of the larynx, treated in the bronchoscopic clinics of the 
University of Pennsylvania. Of these patients, 41 per cent had used their 
voices excessively, 12 per cent were immoderate smokers; all this group had 
hoarseness and local discomfort, 22 per cent had dyspnoea, and 58 per cent 
dysphagia. Local or referred pain was not noticed until the later stages. 

In nearly all the cases the lesion was demonstrable by skiagrams. Biopsy 
was done in all eases, and in no single instance was there any ill effect, either 
locally or by indication of metastatic spread. Ninety-five per cent of the 
lesions were squamous-celled carcinoma. In 72 per cent the lesion had probably 
started as an intrinsic growth, and would have been of favourable prognosis 
if it had been diagnosed in time. Laryngofissure was done in 58 per cent of the 
cases, with recurrence within two years in 14 per cent. Total laryngectomy 
was done in 31 cases, with 37 per cent of recurrence. Partial laryngectomy 
with laryngostomy and maintenance of an open wound for one week for direct 
application of radium was done in 17 cases. In 54 eases X-ray and radium 
treatment was given. Three of these patients are still alive after three years, 
but no fair estimate of the results can be made, as a variety of methods was used. 

P. Frencker® states that at the present day 30 per cent of permanent cures 
of laryngeal carcinoma can be expected after total laryngectomy, with a primary 
operative mortality of from 5 to 10 per cent. In his method of treatment of 
any individual case, Francker takes Soerensen’s classification, based on the 
extent of the growth, as his indication. 

Group 1.—Carcinoma limited to the middle part of one cord, without 
extension into the anterior commissure or into the vocal process of the arytenoid. 
These cases he regards as equally suitable for laryngofissure or for radium 
treatment; either method should give from 80 to 90 per cent of cures, but 
laryngofissure has the advantage that It enables us to be sure of the real extent 
of the involvement. 

Group 2.—This includes all cases which, although more extensive than those 
of Group 1, have not transversed the mid-line behind or the anterior commissure, 
have not invaded the cartilage, and have not reached the introitus laryngis 
above. The less extensive cases are suitable for radium ; the more extensive 
should be treated by hemilaryngectomy followed by irradiation. 

Group 3.—This comprises all endolaryngeal carcinomata which are not 
absolutely unilateral. Whether or not there are local glandular metastases, 
the operation advised is laryngectomy followed by irradiation. 

Group 4. —AH external laryngeal cancers. Except in the few cases where 
laryngectomy gives a fair chance of removal of the whole growth, irradiation 
is advised. 

Frenckner does not believe in pre-operative radiation. In his last group 
of 14 cases of laryngectomy he has operated in two or three stages, following 
the Mayo Clinic technique. 

Malignant Tumours of the Traehea B —F. C. Ricci 7 describes three eases. 
The first patient had had retrosternal discomfort for seven years with dysphagia' 
and, later, dyspnoea. Skiagrams taken over this period showed nothing until 
the later stages, when a shadow was seen in the trachea with c&sophageal 
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obstruction. Direct examination showed a large mass filling the trachea. He 
tiled during an attack of dyspnoea. In the second case the history was similar 
hail much shorter. In both cases the growth was a squamous-celled carcinoma. 
In the third ease the growth, a fibro- myxo-chondro-endofchelionin, lay just 
below the cords. Under radium treatment the growth disappeared for six 
months but recurred. These cases are more common in males and occur in 
late middle life. The first signs are the retrosternal pressure with some 
dyspnoea, purulent or blood-stained sputum, and dysphagia. The voice is 
not affected unless the cords are subjected to the pressure of a growth high up, 
or unless the recurrent laryngeal nerve is involved. Endoscopic removal is 
rarely possible ; radiotherapy gives temporary relief, but recurrence is the 
rule. External operation and excision is occasionally possible. 

Experimental Tuberculosis of the Bespiratory Tract.—T. Milsclitein 
and P. Pougatsh® discuss this subject. It is a question whether primary 
infection of the larynx by tuberculosis is possible. It is also undecided whether 
infection secondary to pulmonary tuberculosis takes place through direct 
infection of the mucosa by organisms in the sputum or whether it is by the 
lymphatics and the blood-stream. A further point of interest is whether the 
nervous system plays any part in the process. In rabbits it was found that 
injection of tubercle bacilli into the auricular vein always caused pulmonary 
tuberculosis. In other rabbits an emulsion of the organisms was applied to 
the larynx through a tracheotomy opening. In a third series the organisms 
were injected into the superior thyroid artery. It was found that infection 
by contact caused a virulent type of disease, but the blood-stream lesions often 
remained latent unless the muscles or nerves were interfered with. On the 
other hand it was found impossible to cause a contact infection in animals in 
which the superior laryngeal nerves had been cut; it is thought that the hyper- 
remia and congestion caused by the vasomotor paralysis following division of 
the nerves prevented infection. 

Lupus Vulgaris and Phthisis.—C. Ebskov, 9 in a paper on, the frequency 
of lupus vulgaris affecting the mucous membranes of the upper air-passages, 
and its occurrence in combination with pulmonary tuberculosis, deals with 
three questions : (1) How many patients with skin lupus, with or without 
lupus of the mucous membranes, have also phthisis ? (2) Is lupus of the 

mucous membranes particularly liable to be associated with phthisis ? (3) Is 

there any relation between the degree of distribution of lupus of the mucous 
membranes and phthisis ? In eleven years at the Finsen Institute 823 eases 
of lupus were seen ; in 280 there was lupus of the skin and of the mucous mem¬ 
branes ; in 81 the mucous membranes alone were infected. It was found that 
lupus of the buccal cavity was always associated with lupus elsewhere —in the 
skin, nose, pharynx, or larynx : 10 per cent of patients with lupus of the skin 
and mucosa had phthisis, but only 11 per cent of those with lupus of the mucosa 
alone. On the other hand, there was a relation between the distribution of 
the lupus and lung infection. Phthisis was most common among patients 
with laryngeal lupus. Where four regions, nose, mouth, pharynx, and larynx, 
were affected the percentage of phthisis was nearly double that where only two 
regions were affected. The pulmonary tuberculosis which is found in combin¬ 
ation with lupus is usually of the chronic type and is rarely active. 

References.— 'Trans. Amer. Larynyol. Assoc . 1934, 236 ; -Ibid, 180; Mbid. 214 ; 
4 Jour. Amer . Med. Assoc. 1935, civ. 1576 ; “Arch, of Oto-Larynyol. 1935, xxi, 1 ; *Acta 
Oto-Larynyol. 1935, xxi, 370 ; 7 Arch. ital. di Otol. 1934, xlvi, 81 ; Ui eta Oto-Larynyol. 
1935, xxi, 4 ; *Zeits. f. Laryngo 1934, xxv, 281. 
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LEPROSY. Sir Leonard Rogers, 31.D., F.R.C.P. , FJi.S. 

"Writing on leprosy in England, R. G. Cochrane 1 states that there are believed 
to be from 50 to 100 cases returned infected from abroad, of which 12 arc 
cared for in a voluntary home in Essex. He agrees that under the modern 
civilized conditions of this country the disease does not tend to spread, so it 
is not necessary to make it a notifiable disease. 

In the Portuguese West African Colony of Angola H. S. Hollenbeck 2 attri- 
Suites an increase of leprosy recently to the impoverishment of the people by 
partial famine conditions that caused scanty rainfall for several years. In 
1925 mission treatment was started and was strikingly successful 1 from the 
first, as ail the cases showed marked improvement in the course of a few months, 
and after eighteen months the early cases were discharged symptom-free. All 
the patients have been under observation for nine years without any recur¬ 
rences in those who completed the prescribed course of treatment with bi-weekly 
intramuscular injections of 0-5- to 4-c.c. doses of sterilized chaulntoogra oil. 
Even some advanced nodular cases responded well. The success and popu¬ 
larity of the treatment will permit a large proportion of the cases to be treated 
when funds are available. 

K. Muir 1 explains the difference between neural and cutaneous leprosy, on 
the basis of the histological findings and the lepmlin test, as dependent on 
the degree of resistance shown by the subjects. He finds a relatively low 
resistance and cellular response to lepra bacilli in cutaneous nerves as com¬ 
pared with the skin. In another paper the same investigator 1 discusses the 
factors influencing the spread of leprous infection with the aid of family trees 
of infected households in Indian villages. He found that out of 1? eases in 
contact with infectious cases from birth or up to the sixth year, 10 had already 
themselves become infectious eases and 3 more were uninfeetious or nerve 
cases. On the other hand, of 16 cases first coming into contact with infection 
between the ages of 11 and 25 years, only 1 debilitated subject has become 
infectious and 8 are uninfeetious cases. The danger is thus brought out of 
infectious cases in a house, especially to highly susceptible children, and Muir 
agrees with the view that if all infectious cases could effectively be isolated 
from children under ten leprosy would disappear from that community in 
one or two generations. 

References .— 1 Med. Press and Circular, J 934. elxxxix, Oct. S, 300; -Trans. Roy. 
Sac. Trap. Med. and Hyg . 1935, xxviii, April 17, 655 ; Mnd. Jour. Med. Research, 1934, 
xxii, Oct., 383 ; Mud.' Med. Oaz. 1934, Ixix, Sept., 495. 

LBUK2EMIA. (See Blood Diseases.) 

LIVER, CIRRHOSIS OF. 11. Lethebij Tidy, 31.1)., F.R.C.P . 

It is now accepted that oedema will develop if the plasma protein falls below 
a definite level owing to the fact that the osmotic pressure is no longer able 
to counteract, the influence of the blood-pressure in passing fluid through the 
capillaries. It is also known that in cirrhosis of the liver the. plasma protein 
shows distinct diminution, and it is generally accepted that this is due to the 
loss of protein from the body in the ascitic fluid. The reduction of plasma 
protein in cirrhosis is a matter of importance as it not only is the direct cause 
of the peripheral oedema so often observed but also acts as a vicious circle in 
increasing the tendency to ascites. 

W. K. Myers and C. S. Keefer 1 (Boston), in 16 cases of cirrhosis of the liver 
without albuminuria, have examined the plasma protein value, the protein 
contents of the ascitic fluid, and the effects of diet high in protein on the plasma 
protein level. In accordance with previous observers they found a definite 
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deficiency in the total plasma protein, the decrease being most marked in the 
albumin fraction, and the albumin-globulin ratio being inverted. It is of 
importance to note that in 8 of the 16 eases no ascites was present; in 2 of 
these there was no peripheral oedema, but the third showed an extensive 
peripheral oedema without ascites. Control estimation of plasma protein 
in 14 patients with various disorders of the liver other than ascites showed 
a distinct tendency to reduction of the plasma protein. The protein content 
of ascitic fluid, varied between OT and 1*71 grm. per 100 c.c. The authors 
gave high protein diets to a certain number of cases. The investigations were 
difficult as many patients were unable to take the required amount, but even 
in those cases in which the diet was well taken, no effect on the plasma protein 
contents was recognizable, and in one case the total plasma protein fell from 
4*6 to 4*2 grm. per 100 c.c. during a period of forced feeding of protein. The 
authors discuss the cause of the general fall in plasma protein, the loss of protein 
into the ascitic fluid being accepted as a factor. But in addition to this factor 
they emphasize two points, first that the diminution of plasma protein may 
occur in-the absence of ascites or oedema, and secondly that the plasma proteins 
do not rise under a high protein diet, and they suggest that there is a defective 
formation of blood protein. Evidence of such a defective formation has been 
found by other observers in eases of liver damage. This is an important though 
discouraging observation, as a high protein diet might be expected to counteract 
some of the ill effects of the loss of protein in the ascitic fluid and thus lead 
to a diminution of the peripheral crdema which is often so distressing to these 
patients. 

Reference.'— 1 Arch. of Internal Med. 1935, Iv, March, 349. 

LiYERj SURGERY OF. A. Rendle Short, M.D., F.R.C.S. 

Abscess of Liver.—In a review of 85 cases of liver abscess, all verified by 
autopsy, at Harvard, Chester S. Keefer 1 demonstrates that the condition is 
usually the result of infection in the area drained by the portal vein ; the cases 
with and without pylephlebitis are about equal in number. Less common 
are extensions into the liver from the gall-bladder or bile-duets, or from other 
neighbouring organs. The remainder of the cases were due to pyaemia from 
generalized sepsis. The commonest organisms found were B. coli, staphy¬ 
lococci, and streptococci. Multiple abscesses were more often met with 
than single. 

Cirrhosis of Liver.—J. E. Strode, 2 of Honolulu, speaks with enthusiasm of 
omentopexy in the treatment of various forms of cirrhosis of the liver with 
ascites. Of 8 cases, all but one did well, and several have kept well, without 
need for further tappings, over a good many years. A right or left rectus 
incision is made under local anaesthesia, taking care not to injure the round 
ligament. Omentum is tucked away beneath one or both rectus muscles, 
spread out as much as possible, and the posterior sheath and peritoneum sewn 
up, taking care not to strangle the pedicle. One or two further tappings will 
probably be required. 

R. S. Grinnell, 3 of New York, with an experience of 23 cases, speaks much 
less favourably. Only 2 of these followed up were symptom-free ; 7 improved ; 
7 were not improved ; and 6 died. Thus more than half must be classed as 
failures. 

References. — l New Mug. Jour . Med. 1934, July, 21 ; *Amer. Jour, Surg. 1935, 
April, 135; *Ann. of Surg. 1935, March, 891. 

LUMBAR JUNCTURE. (See Cerebrospinal Fluid.) 
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LUNG, ABSCESS OF. L. ti. 2\ Burrell, M.D,, F.M.C.P. 

Etiology.— Maxwell 1 records a study of 015 cases of pulmonary abscess found 
in 11,006 consecutive autopsies. Of these, 199 were single and 116 multiple. 
He classifies the single abscess as follows 

1. Unilocular | j «. Open to { J; ““ 

2. Multilocular { j b. Closed 

Of the 199 cases of single abscess, 149 were unilocular and 50 multilocular. He 
found that the right lower lobe was involved in 74 out of 120 in which the right 
lung was involved, and the left lower lobe in 53 out of 79 in winch the abscess 
was in the left lung. In Ms series there were 3 males to 1 female. These 
figures as regards site and sex agree with those of other authors. With regard 
to the causation, Maxwell found that 2 out of the 199 followed tonsillectomy, 
32 were associated with carcinoma of the bronchi, 43 with lobar or broncho - 
pneumonia, and 23 followed septic conditions elsewhere. 

In the 110 cases of multiple abscess only 2 were associated with carcinoma 
of the bronchi, 6 with bronchopneumonia, and 02 followed septic conditions 
elsewhere. 

It is remarkable that only 1 per cent of the cases of single abscess followed 
tonsillectomy, which is usually regarded as one of the most frequent causes 
of lung abscess. Moore 2 found 202 eases of lung abscess in 450,000 operations 
on the upper respiratory tract, or about 4 per 9000 operations. Lord 3 found 
that 49 out of 227 cases of pulmonary abscess followed tonsillectomy, PincMn 
and Morloek 4 state that tonsillectomy was responsible for 10 per cent of their 
cases. On the other hand, Lyman 6 records 20,000 cases of tonsillectomy 
without one lung abscess. These figures are confusing, but it would appear 
that after tonsillectomy abscess is more common in adults than in children, 
and it occurs more frequently in some countries than in others, probably 
owing to the anaesthetic, and to the fact that in some countries the operation 
is done with the patient sitting up in a chair. 

Whether the abscess is due to aspiration or emboli is a matter of much 
discussion. Some authorities claim one and some the other as the sole or at 
least the predominant cause. Some cases are undoubtedly due to emboli, but 
it is difficult to exclude aspiration as the cause in a considerable number. The 
facts that after operation on the nose or throat abscess of the lung is definitely 
more common if a general amesthetie has been used, that the lower lobe is 
usually the site of the abscess, that the abscess is so often single, and that it 
can be produced experimentally in animals by aspiration, give weight to the 
aspiration theory. It seems that both causes are possible, and a third theory, 
that the lung is affected through the lymphatics, may be the correct explanation 
of a few cases. 

Treatment. —In view of the fact that spirochaetes are commonly found in 
cases of lung abscess arsenical treatment has been advocated, but in the experi¬ 
ence of the author this has been quite ineffective. Maes,® however, regards 
treatment by organic arsenical preparations as almost specific. Creosote will 
lessen the smell and the nasty taste which are such distressing symptoms, but 
it has no curative effect. Most authors agree that medical measures should be 
tried first, and of these posture is the most important. Nelson 7 has described 
a special bed which can be raised in the middle so that the patient may have 
continual postural drainage, and this certainly improves the condition in a 
large number of patients, and assists a natural cure. Even if cure does not 
occur, the condition of the patient is often so much improved that any subse¬ 
quent surgical interference is considerably safer. Lambert and Mpbr 9 record 
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3-1. out of 30 eases cured by posture, and 11 out of 27 cured by operation . 
Morris ton Davies, 9 however, gives 55 to 70 per cent mortality in cases treated 
medically, and 80 per cent in those after operation. In any case there is 
universal agreement that abscess of the lung has a high mortality whatever 
the treatment. Treatment itself is dangerous, and the real point at issue is 
which method will give any particular patient the best chance, or, in other 
words, which of many dangerous roads is the least risky. 

Smith 10 collected 1018 cases from the literature, and found that of 007 cases 
treated medically 157 recovered and 249 died; 833 had operation, and 110 
recovered and 183 died. In the rest there was no material change. This gives 
a percentage of: 25 per cent recovered by medical treatment ; 38 per cent 
recovered by surgical treatment: 40 per cent died after medical and 40 per 
cent after surgical treatment. 

Brunn 11 reviews 205 eases of acute single lung abscess, lie does not include 
any associated with bronchiectasis, carcinoma, or other gross disease. He 
says that postural treatment is not so helpful as it is in bronchiectasis, and 
that it is not without danger in severe cases with cyanosis, high fever, and 
rapid pulse. He regards bronchoscopy as of value for detection of foreign body 
or carcinoma, but not as a cure for abscess. Artificial pneumothorax is too 
dangerous, phrenic crush is useful in certain cases with adhesions to the 
diaphragm but of limited application. Operation and drainage is, in his opinion, 
tlie best treatment, not only because it lessens the length of the illness, but also 
because it gives the best chance of recovery. Of his 205 cases, 138 were 
treated medically and 72 surgically, with the following results :— 


Total Improved 

died 

Medical (133) 

63 (47*5%) 

70 (52-fl%) 

•Surgical (72) 

.. ! 40 (56%) 

1 

32 (44%) 


He points out, however, that of the 40 patients who recovered after operation, 
the average time from the first symptom to the date of operation was 415 days, 
and it was 510 in the ease of the 82 patients who died after the operation. He 
advocates the two-stage operation, the mortality from which was 20 per cent 
as against 00 per cent in the one-stage operation. The cause of death in his 
series was as follows :—- 


MlilUGAL I SURGICAL 


in tra thoracic spread 
Hiemorrhage 
Cerebral abscess .. 
Air embolus 
Septicaemia 
Heart failure 


54 (77%) 

« ( 9-0%) 
3 ( 4 - 5 %) 

2 ( 2*5%) 

3 ( 4*5%) 
2 ( 2-5%) 


15 (47%) 
8 (25%) 
6 (19%) 

3 ( »%) 


These figures bear out the belief that operation increases the risk of cerebral 
abscess. 

Most authorities regard artificial pneumothorax as especially dangerous, and 
modern opinion is against its employment. The writer agrees with this view, 
but in selected cases he still thinks that it has a place in the treatment of 
pulmonary abscess. This opinion he holds, not because of the success of 
artificial pneumothorax, but because of the greater dangers of other methods 

. ■ ^ *' 
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of treatment under certain conditions. Of 8 cases of single lung - abscess 
treated by him 13 by artificial pneumothorax, 7 recovered and 1 died. These 
cases were, of course, selected as those thought suitable for artificial pneumo¬ 
thorax, but iu every instance medical treatment had first been tried without 
success. The most suitable ease for this treatment is the deep-seated abscess 
opening into a bronchus without adhesions to the pleura. Provided there 
are no pleural adhesions, the danger of pneumothorax is slight, and the deeper 
the abscess the more dangerous is surgical operation and drainage. 

Clerf 13 states that broncho sea pic treatment is of value when there is mechanical 
obstruction to drainage as a result of granulation tissue, inflamed mucosa, 
or inspissated pus. 

Pincbin and Morlock 14 record very satisfactory results in the case of acute 
abscess by means of bronchoseopie treatment. It should be started early, and 
must be given a fair trial. In chronic cases their results are also excellent. 
The majority of authors, however, report results which arc not encouraging, 
although bronchoseopie aspiration undoubtedly lias its place in treatment, 
more especially perhaps to relieve toxicmia and improve the general condition 
of the patient before he undergoes surgical treatment. 

Maxwell, 1 reviewing the literature, quotes many authorities on the value 
of surgical treatment. Most of them advocate a preliminary trial of medical 
treatment, but for a short time only. Morriston Davies 9 suggests two months. 
It is, however, the general opinion that failing a quick response to medical 
methods surgery is indicated, and with this view the present writer agrees. 
It is, however, stressed by many authorities that operation early or late is a 
serious procedure with a high mortality. In chronic cases lobectomy or even 
pneumcctomy may be necessary, and in the hands of an experienced surgeon 
this operation is becoming less and less dangerous. 

References.— x Quart. Jour. Med. 1934, xxvi, 467 ; z Amer. Med. Assoc. 1922, Ixxviii, 
1279 ; !i Boston Med. and Surg. Jour. 1925, excii, 785 ; A Lancet, 1930, ii, 842 ; ''Jour. 
Missouri Med. Assoc, 1923, xx, 418 ; 6 Internal Clin. Philad. 1926, ii, 197 ; 7 Brit. Med. 
Jour. 1934, ii, 251 ; 8 Arch, of Burg. 1924, viii, 446 ; [) Surgery of Lung and Pleura , 1930, 
London ; .Humphrey Milford ; U) Puso~Spirochcetal Disease , 1932, London : Bailiioro 
Tindall & Cox ; ll Amer. Med. Assoc. 1934, ciii, 1999 ; 13 Lancet , 1933, ii, 1414 ; Vi New 
Eng. Jour. Med. 1934, c.cx, 1.319 ; l ‘ i Lanect ) 1932, ii, 605. 

LUNG, CARCINOMA OF. (See also Intratiiorack' Malignant Tumours.) 

L. S. T. Burrell , MAX, FM.C.P. 

Incidence. —The incidence of this disease has shown a definite increase during 
recent years. M. Davidson 1 quotes figures showing that this increase appears 
to be universal, and is too large to be accounted for by improved diagnosis. 
At the Brampton Hospital, 10 per cent of all autopsies in 1918 and 29*0 per 
cent in 1929 were due to intrathoracic tumours, and 47 patients were admitted 
with intrathoTaeic growth in 1929 as against 7 in 1918. Levy Simpson 2 records 
carcinoma of the lung as accounting for 0*05 per cent of all autopsies in 1918 
and 2*05 per cent in 1925 at the London Hospital. 

Sears, 3 in a more recent review, confirms this increase in incidence, and 
gives details of 20 eases, of which 23 were male and 8 female. The average 
age was 55, and the average duration of the disease was six months, the 
longest being fourteen months in his series. He states that of the pulmonary 
symptoms a dry cough was the most consistent, sputum appeared later, and 
in 5 cases only was it blood-stained, and none had the so-called prune-juice 
appearance. One had a terminal haemorrhage. Dyspnoea was a common 
and early symptom. Pain due to pleurisy was present in 18 of his series. 
Loss of weight was not an important feature, and 6 lost no weight at all. In 
several cases the initial symptoms are not connected with the respiratory 
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svsta;:: but are due to metastases. The brain is commonly affected, and the 
first systems may be those of cerebral tumour. Bones and the liver are also 
common sites lor secondary growth from lung carcinoma* 

Diagnosis.—D iagnosis may be made by bronehoseopic examination, and in 
doubtful eases a piece of the growth can be removed for microscopical exam¬ 
ination. Jackson and Konzelmann 4 report 32 cases where the diagnosis was 
made in this way. They point out the importance of getting actual growth 
tissue for biopsy, for granulations form around the growth, and pieces of these 
will not show evidence of growth tissue. 

Dudgeon and Wrigiey 6 have done important work on the demonstration 
of particles of malignant growth in the sputum by the wet-film method. In 
68 per cent of 58 eases they were able to diagnose carcinoma from examination 
of the sputum, aad in the majority of these they could actually tell the histo¬ 
logical type of growth present. 

Treatment.- —Radium is not satisfactory. Radon seeds may give temporary 
relief and prolong life, but they may make matters worse by setting up a 
mediastinitis. Treatment by X rays is quite useless, and the only method that 
offers any hope is lobectomy . This is very rarely possible, as in the great 
majority of eases symptoms do not appear until the growth has reached the 
inoperable stage. In two eases, however, the writer has seen carcinoma success¬ 
fully removed by lobectomy, and in both the diagnosis was made by X rays 
before other signs had appeared. 

References.-— l Cancer of the Lung , 1930, Bristol, John Wright and Sons ; "Quart. 
Jour. Ivied. 1928, xxii, 413 ; a Oliniecd Jour. 1934, lxiii, 328 ; *Jour. Amer . Mod . Assoc, 
1935, civ, 086 ; 6 Jour. Laryngol . and Otol. 1935, 1, 752. 

LUNG, RADIO GRAPH Y OF. {See also X-ray Diagnosis.) 

L. S. T. Burrell , M.D., F.R.C.P. 

Kerley, 1 discussing the differential diagnosis between Assmann’s focus and 
other pulmonary conditions, says that the most likely lesions to simulate 
Assmann’s focus are : (1) Abscess ; (2) Primary carcinoma ; (3) Secondary 
carcinoma or sarcoma; (4) Pulmonary thrombosis ; (5) Hydatid cyst; and 
(G) Interlobar empyema. Pulmonary thrombosis complicating heart disease 
is not often difficult to recognize, but it is by no means uncommon to find a 
pulmonary thrombosis either associated with thrombosis of the femoral or 
some other vein, or occurring apart from thrombosis elsewhere and producing 
symptoms which are entirely pulmonary. This is a manifestation of thrombo¬ 
phlebitis migrans, and when the lung is involved the symptoms are pain in 
the chest, dyspnoea, mild pyrexia, slight cough, and often a little haemorrhage. 
The X-ray appearance of a small thrombosis in the lung is a small rounded 
opacity, most often in the infraclavieular region, and closely resembling 
Assmanirs focus. A large thrombosis produces an ill-deiined opacity occupy¬ 
ing the greater part, of a lobe. Pulmonary thrombosis tends to clear up 
rapidly, whereas in tuberculosis there is slow evolution, so that serial X-ray 
examinations will often clear up the diagnosis, A hydatid cyst is always 
sharply defined, and shows a shadow larger and more dense than Assmann’s 
focus, and usually situated in the lower lobe. 

BoeclJs sarcoid, though first described in 1897, still causes controversy, but 
the majority of opinions regard it as a reaction to tuberculosis. Hollander 
and Sehlesinger a describe four cases, and think the condition should be regarded 
as tuberculous. Radiography may. show a diffuse infiltration in the middle 
zones of the lungs and heavy hilum shadows. The X-ray appearances, however, 
are certainly not those usually associated with tuberculosis. Kissmcyer 3 
regards it as a non-tubereulous but specific chronic granulomatous condition. 
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He discards tuberculosis because of the rareness with which tubercle bacilli 
have been found, the fact that the tuberculin reaction is usually negative, the 
heavy hilum shadows as seen by radiography are not suggestive of tuberculosis, 
nor are the bony changes in the phalanges of the fingers and toes. He thinks 
that potassium arsenite has almost a specific action, and this would not be 
expected if the condition were tuberculous. 

References.— l Brit, Jour. Tubere. 1935, xxix, 19 ; a Arch. Dermatol, and Syph. 1934, 
xxis, 387 ; 3 Levin and Munksgaard, Copenhagen, 1932. 

LUPUS ERYTHEMATOSUS. A. M. H. Gray , M.D., F.R.C.P., F.R.C.S. 

K. Steiner 1 recommends the combined use of arsenic and gold in the treatment 
of lupus erythematosus. The treatment consists in the administration of 
Fowler’s solution by the mouth, given in doses beginning with 8 min., three 
times a day, and rising rapidly (1 min. daily) to 15 to 20 min. The drug is 
pushed with the deliberate intention of producing an arsenical reaction of the 
skin, after which the drug is stopped. Intramuscular injections of gold, in the 
form of an oily suspension of solganol B, are given when the maximum doses 
of arsenic have been administered, either before or after some reaction has 
appeared. The initial dose of solganol B is 0-002 grm. and the maximum 
0*00 grm. Some 12 to 15 injections may be required, the interval between 
the injections being five to seven days. The author has treated 11) eases by 
this method ; of these, 14 were cured and had remained free from recurrence 
for periods varying from two to ten months. Of the remaining 5 eases, 2 
improved but were not completely cured, while 3 were refractory to the treat¬ 
ment. The author attributes the success of the treatment to the action of the 
arsenic on the capillary wall, causing changes which allow the entry of the gold 
salts into the tissues. 

Reference.— 1 Wien. Min. Woch. 1934, xlvii, Aug. 17, 1019. 
LYMPHADEHOMA. (See Blood Diseases.) 

LYMPHEDEMA. Ivor J. Davies, M.1J ., F.R.C.P. 

E. V. Allen 1 (Rochester, Minn.) presents a study of 800 cases of lymphoedema 
of the extremities observed at the Mayo Clinic. The following classification 
is adopted:— 

A . NO N -INFLAMMATORY. 

1. Primary .— Cases 

Pneeox .. .. .. .. .. 93 

Congenital—- 

Simple .. .. .. .. .. 12 

Familial (Milroy’s disease) .. .. .. 0 

2. Secondary ,— 

Malignant occlusion .. ,. ,. . * 32 

Surgical removal of lymph nodes .. .. 61 

Pressure .. .. .. .. . . 1 

Roentgen and radium therapy.. .. .. 3 

It. Inflammatory. 

1. Primary (singlo or recurrent acute and chronic) .. 41 

2. Secondary (single or recurrent acute and chronic)— 

Venous stasis .. .. .. 13 

Trichophytosis .. ... .. .. 5 

Systemic diseases .. .. .. .. 5 

Local tissue injury or inflammation .. 34 

Descriptions are given of the various types of lymphoedema and the mechan¬ 
ism of production is reviewed. This is a valuable contribution dealing with a 
somewhat obscure and common condition and worthy of close consideration. 

Reference.— 1 l Arch. of Internal Med . 1934, liv, Oct., 606. 
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LYr/iPHOGB&STULOMA IIGUIMLS. Col. L. W. Harrison , D.S.O . 

Experimental.—C. Levaditi, P. Moilaret, and L. Reinie 1 have carried out a 
number of experiments to prove conclusively that in certain forms of uieero- 
vegetative ano-proctitis and of rectal stricture the virus of lymphogranuloma 
inguinale is actually present in the bowel wall or the vegetations and that these 
conditions are not clue merely to lymph-stasis. With material obtained through 
a colostomy wound from a ease of recto-colitis they inoculated guinea-pigs, 
and from these passaged the virus through monkeys to mice, with positive 
results. They report characteristic symptoms with changes in the glands and 
rectum of monkeys inoculated with the material and illustrate these in a number 
of figures. They conclude by reporting on the results of inoculating two men 
suffering from G.P.I. with virus of the same origin after it had passed through 
two monkeys. In the first case 0*5 c.e. of the virus was inoculated into the 
base of the prepuce. A smart local reaction followed, and this died away in 
two days, but twelve days later a small collection of pus appeared at the site, 
and at the same time double inguinal adenopathy, the Frci skin reaction, 
previously negative, now being positive to two antigens. In the second case 
1 e.e. of the vims was inoculated close to a right inguinal gland. Ten days 
later the gland swelled, and the Frei reaction, previously negative, was now 
found to be positive to two antigens. Inoculation of monkeys and mice with 
pus from the first of these cases produced the usual effects of lymphogranuloma 
inguinale virus. Further, the serum of one inoculated man showed in due 
course (forty-one days after inoculation) the same virulicidal properties as did 
that of a natural ease of lymphogranuloma inguinale against, respectively, 
ordinary lymphogranuloma inguinale virus and the virus used in these experi¬ 
ments. Thus, the authors say conclusive proof has been furnished that the 
vegetations in certain forms of ano-proctitis contain the virus of lymphogranu¬ 
loma inguinale. 

Epidemiology.— The ubiquity of lymphogranuloma inguinale continues to 
be testified by reports of eases from every part of the world. Many of these 
•show that the disease has long gone unrecognized in the reporters" hospitals 
and owes its disclosure there to the publicity given to the subject during the 
past few years. This is shown by the following. In a Lennander Lecture 
by S. Hellerstrom and E. Wassen, 2 Hellerstrom suggested that the disease had 
really existed in Europe much longer than may at first be thought—in fact, 
that some of the buboes described by John Hunter (1780) as scrofulous and by 
William Wallace (1798-1887) as “indolent primary syphilitic bubo” were 
probably examples of lymphogranuloma inguinale. It is, of course, only since 
the introduction of Frei Is skin test in 1925 that our knowledge of the epidemi¬ 
ology of lymphogranuloma inguinale and its relations to other affections (e.g., 
esthiomene) has become at all accurate. In order to obtain an idea of the 
prevalence of lymphogranuloma inguinale Hellerstrom in 1982 sent a question¬ 
naire to about 850 dermato-venereal clinics and received information respecting 
1686 cases of the disease plus about 215 of esthiomene from 150 clinics and 
private practices. The result showed the wide distribution of the disease 
and yet its irregularity. In Malang, Java, from 1929 to 1982 there had been 
no fewer than 272 cases of lymphogranuloma inguinale, all confirmed by Frei’s 
test, in a garrison of 2750 men. Hellerstrom cites as further evidence of the 
great prevalence of lymphogranuloma inguinale in these parts a report by 
Gibson that 1 per cent of the crews of ships of the British Navy stationed in 
Chinese waters suffer from it. He gives a comprehensive table showing numbers 
of cases dealt with i%,a nuintapFbf clinics in different European countries, and 
in this the irregularity of distribution is evident. He comments on the com¬ 
parative rarity of the disease in England and Russia, ^and its frequency in 
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Sweden, France (chiefly Paris and Lyons), Spain, and certain clinics in Germany. 

L. A. GifTin, 3 having had a case of lymphogranuloma inguinale in his own 
service and his attention drawn to one case of rectal stricture and one of bubo 
in the same (Boston City) hospital in the previous two years, looked up the 
records of the hospital and came to the conclusion ilia,l in 'the ten years ending 
Jan. 1, 1935, the hospital must have dealt with SI cases of infection with the 
virus of lymphogranuloma inguinale, or poradenolyniphitis, as, following 
Stanous, he prefers to call it. They were made up of benign rectal stric¬ 
ture, 12 ; elephantiasis of genitals or genitals and extremities, 4 ; inguinal 
buboes, 05. Of the 81 patients, 13 were coloured and 08 white. C. C. 
Chester man 4 describes a number of cases of lymphogranuloma inguinale or 
poradenolymphitis and of esthiomene in patients from the district between 
Stanleyville and Basoko (Belgian Congo) who were dealt with at the Baptist 
Mission at Yakusu. Such cases had been seen since 1920, but their true nature 
was not suspected until the author’s attention had been directed to the possi¬ 
bility of their being lymphogranuloma inguinale by Stannus’s writings. 

O. Just, 5 in a critical review on ‘climatic bubo’ based on 28 eases observed 
in the German Navy from 1924 to 1932, thinks tins name more suitable than 
w lymphogranuloma inguinale’ because the latter is apt to be confused with 
granuloma venereum, and, moreover, the disease is histologically anything 
but a lymphogranulomatosis. He quotes a work by Klotz in 1890 which 
described under the term ‘strumous bubo’ the disease we know as ‘climatic 
bubo’. With regard to inodes of infection, besides the venereal, the author 
quotes the cases, reported by Lujan and Rotter, of two girls aged respectively 
0 and 7 years who were infected through sleeping in the same bed as a sufferer 
from the disease. 

Diagnosis. —L. Lichtenstein and E. von Haatn 6 have found emulsion of 
1)rains of mice and of monkeys infected with lymphogranuloma inguinale quite 
reliable for Frei’s skin tests. The first inoculation is with pus from an acute 
inguinal bubo in a patient who gives a positive Frei reaction. Of the emulsion 
in saline 0*1 to 0*2 c.c. are injected intracerebrally in the case of white mice 
and 0*2 to 0*3 c.c. in monkeys (the common marmoset was used). The mice 
are killed at the end of a week ; the monkeys arc allowed to die. Of the brain 
a, 20 per cent emulsion is made ; it is heated at 00° C. for two hours on one day 
and for one hour the next. Monkey-brain antigen was used in 300 tests and 
mouse brain in 150 tests, with uniformly satisfactory results. The method 
bus the advantage of eliminating contamination by other micro-organisms and 
the false positive reactions occasionally obtained with bubo pus. 

W. E. Coutts and T. Ponce 7 report in more detail on the technique of a 
complement-fixation test for lymphogranuloma inguinale (see Medical Annual, 
1935, p. 259). Intact excised glands from a ease of lymphogranuloma inguinale 
that is negative to syphilitic and soft chancre tests are minced with 0*5 per 
cent carbolic (1 grm. per 10 c.c.). The mixture is shaken for thirty minutes and 
eentrifugalized for ten to twenty minutes, after which the supernatant fluid is 
pipetted off and placed in the water-bath at 5(P C. for one hour. Determina¬ 
tion of the correct amount of antigen to use in the test and the other details 
follow well-recognized principles of complement-fixation tests. The antigen 
is used in three different amounts, the other reagents being constant. No 
false positive has been found in over 100 controls when employing dilutions 
of antigen ranging from 1-50 to 1-250. The authors give a table showing 
the reactions in 26 eases. It shows 8 negative reactions in eases where the 
duration of the disease was, except in two eases, only eight to twenty days. 
In the positive eases the duration of the infection appears to have ranged from 
twenty days to five years. 
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F. jieiss® has elaborated a skin test on the hypothesis that lymphogranuloma 
Inguinale antigen circulates in the blood of patients during the earlier stages 
of’the disease^ toe second or third week. The blood serum of such cases was 
■mixed with 0-5 per cent phenol and stored in the ice-chest. In six eases of 
lymphogranuloma inguinale it was found without exception that the mtra- 
eutaneous injection of : (1) 0-5 per cent phenol caused no reaction ; (2) Frei 
antigen and serum obtained as above, respectively, produced a reaction ; and 
(8) Frei antigen plus serum as above produced a greater reaction than did either 
of these agents alone. From this the author infers that the serum of patients 
with lymphogranuloma inguinale in the early stage contains antigen. At this 
stage also the serum evidently does not contain antibody, because, unlike the 
case later, it does not neutralize Frei antigen ; on the contrary, it enhances its 
action. 

Treatment. — C. I. Mikaiesti, S. Longhin, and B. Wisner® have tested a 
vaccine made of emulsion of the organs of monkeys infected with lympho¬ 
granuloma inguinale and lulled on the twentieth to twenty-fifth day after 
Inoculation. Each emulsion (1 of organ in 10 of saline) after sterilization by 
heat for one hour at 50° C. on each of three days was tested by being used in a 
Frei test on a case of lymphogranuloma inguinale, and those affording positive 
Frei reactions were mixed. The vaccine so prepared was given in a dose of 
1*5 e.c. every two days. From November, 1982, to June, 1934, it had been 
employed in the treatment of 180 cases of benign lymphogranuloma inguinale. 
Most of the cases were afebrile, but in 40 the temperature was from 38° to 40° C. 
There were 187 adenopathies, 34 suppurating and fistulous, 5 cervical, 2 inguinal 
with elephantiasis of the lower limbs, and 2 cases of arthralgia. Besides there 
were 4 cases of ano-rectal lymphogranulomatosis, in one of which the vaccine 
treatment was followed by cure, and in two by improvement. The results 
in the ordinary glandular cases are reported to have been good. The number 
of injections necessary for cure varied with the age of the infection but averaged 
10 to 20. The earlier injections in 20 of the cases caused a definite focal 
reaction in the shape of increase of size of the glands and of the suppuration. 
The authors maintain that the action of the vaccine is specific as it lias no 
effect on other adenopathies. They say the results cannot be attributed to a 
pyrogenic effect as the vaccine only rarely causes fever. 

R. V. Rajam 10 reports excellent results from the treatment of lymphogranu¬ 
loma inguinale with the trivalent antimonial compound, fouadin. 

[I have so far found no treatment more efficacious than intravenous injec¬ 
tions of dmelcos. In one case in which the sole manifestation was in the anal 
canal which had been treated by numerous remedies for over a year without 
result, cure was effected in about three weeks by intravenous injections of 
dmelcos supplemented by iodoform suppositories.—-L. W. H.] 


^References. — Acad . de Med . 1935, cxiii, 439; "Epidemiology and Etiology 
of Lymphogranuloma Inguinale , reprinted from a Commemorative Volume published 
in honour of Prof. Cantacuzene, 1934, Paris, Masson et Cie; '^New Eng, Jour. Med, 
1935, eexii, 1209 ; A An?i. Soc. beige de Med. trap. 1934, xiv, 413 ; 5 Thesis for Doctorate 
Christian Albrecht’s University, Kiel ; *JProc . Soc. Exper. Biol and Med. 1935, xxxii, 
952 ; 7 Jour , Lab. and Clin. Med. 1935, xx, 629 ; 8 Arch. Dermatol . and Syph. 1935, xxxi, 
215 ; 9 Comptes rend . Soc de Biol. 1934, cxvii, 292; 10 Ind. Med. Gaz. 1934, Ixix, 372. 


Sir Leonard Rogers , M.D., F.R.C.P., F.R.S. 

A good clinical study of this disease is recorded by R; V. Rajam 1 based on 
an experience of 193 cases at the Madras Venereal Clinic, 188 of which were 
in males. The majority were between the ages of 20 and 80 'years, and the 
average incubation rarieA jaftSfc exposure to infection was seven to ten days. 
A small evandi«ffliPpapu®' primary lesion is followed by' enlargement .of the 
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inguinal glands, often extending to the iliae ones, although the latter rarely 
suppurate in the way the inguinal ones do in many eases to leave induration 
and sinuses. Low fever and moderate leucoeytosis mark the constitutional 
stages during the first week or two. A positive Frei reaction is of great 
diagnostic value, and the prognosis is good except in cases with anorectal 
ulceration followed by fibrous stricture of the rectum 2 to 6 cm. from the 
anus, which is liable to be mistaken for a syphilitic condition. Protein shock , 
followed by foil ad in injections, are advised in unbroken climatic bubo, and 
aspiration if there is fluctuation, or partial removal of infected glands, to lessen 
the risk of subsequent lymphatic obstruction. 

The experimental transmission of lymphogranuloma inguinale to guinea-pigs 
is dealt with by W. E. Coutts and J. M. Herrera, 2 who claim to have produced 
in those animals a condition clinically resembling the human inguinal disease 
after passage of the virus through the brains of white mice and rabbits. 

References. — l Ind. Med, Gaz. 1934, Ixix, Oct., 540 ; 2 Jour. Trap . Med. and Hyg. 
1935, xxxviii* March 1, 53. 

LYMPHOGRANULOMA OF STOMACH, {Sec Stomach, Lymphogkanu- 

LOMA OF.) 

MALARIA. Sir Leonard Rogers , M.D., F.R.C.F, , F.R.S. 

Epidemiology and Prophylaxis. —The epidemic of malaria in Ceylon in 
the cold season of 1984-5 has been described by V. B. Wiggles worth 1 from 
personal experience. As usual it was caused by exceptional climatic condi¬ 
tions, in this case rainfall that was too deficient to flush out the innumerable 
breeding-places in 800 miles of the lower portions of a mountain stream, which 
made it physically impossible to control the excessive development of the 
dangerous malaria carrier, Anopheles culicifacies . When it was evident that 
the south-west monsoon rains of 1934 had failed, a warning was issued of the 
approaching epidemic and a most efficient organization brought treatment 
within the reach of every village of the 5000 square miles affected by the 
outbreak. Sonic increase in the fever death-rate occurred, for, as shown by 
S. de Silva, 2 there were very numerous dangerous cerebral, bilious, and algid 
intestinal forms in the overcrowded hospitals, and 95 per cent were due to 
the malignant tertian parasite. The algid cases showed very low blood- 
pressure, and intravenous quinine was often followed by death, although 
adrenalin helped. [He does not appear to have used intravenous quinine acid 
hydrobromide, as done successfully by the reviewer, in these cases, and reported 
in the Indian Medical Gazette , 1917, p. 385.] The influence of meteorology on 
the incidence of malaria has also been studied at Pietermaritzburg by C. C. P. 
Aiming, 3 where the disease has increased in recent years. Eighty per cent 
of the cases occurred within a quarter of a mile of water courses within the 
borough, and in 1933 extensive drainage and anti-mosquito measures reduced 
the incidence. The seasonal incidence showed that the increases of tiie disease 
only occurred when the mean temperature exceeded 60° F. with full develop¬ 
ment of the parasites in the A. costalis. 

The incidence of malaria in Nyassaland has been investigated by J. G. 
Thomson, 4 where the carriers are A. funestus all the year round, and A. 
gambice in the rainy season when the disease is most prevalent. Out of 103 
children examined monthly for a year, 99 showed infection, nearly all by the 
M.T. form, which was also the most prevalent one in adults, and a frequent 
cause of still-births and abortions, and this renders prophylactic quinine 
advisable during pregnancy, and also in Europeans to prevent the, prevalent 
blaekwatpr fever, from which some 32 attacks occurred in 1895 among only 275 
whites. ,' * 
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Malarial control under the difficult conditions in rural Bengal is described 
by 11. G. Winter, 5 with Government aid to the Malarial Committees and Anti- 
inulnria Co-operative Societies. Surveys are done and plans worked out for 
draina 2 :*. mass treatment to sterilize the human carriers by cinchona febrifuge 
and plasnioehin, and filling up tanks and borrow pits. At the new north-cast 
coast Indian port at Vizagapatam, K. Satyaneravana 8 reports that reclamation 
of low-lying swampy ground and oiling and Paris green for destroying mosquito 
larva* are mainly relied on. J. A. Sinton and S. A. Mujid 7 have investigated 
larval destruction in sluggish streams, and they found the relative failure of 
the application of Paris green applied every live days to destroy them was 
due to large numbers floating down from higher untreated areas, and this was 
only partially prevented by the use of a floating boom across the stream. 
K. Lindbergh has recorded a careful survey of malarial conditions along the 
Barsi railway in the Bombay Presidency, where preventive measures are so 
difficult that he recommends prophylactic treatment and education of the 
masses in the hope of some future benefit. P. Sen 9 reports on the relative 
incidence of eight varieties of anopheles, including three malarial carriers, in 
rice fields near Bengal villages. The proportions were variable, and one village 
with highly saline water escaped malaria. The drainage of an Assam swamp 
into a neighbouring stream is described by C. Strickland and I). Gibson, 10 
and the spleen rate of a tea estate was found to be lower subsequently in 1034 
than it had been recorded to be eleven years earlier. In another group of 
lea gardens, drainage, together with silting up of other shallow collections of 
water and oiling breeding-places, are reported by R. A. Murphy 11 to have had 
very beneficial results, including a reduction of the sickness rate on one garden 
from 19*6 per cent in August to 2*5 per cent later. 

Trapping mosquitoes is reported on by J. F. James 12 in the Indian canton¬ 
ment of Nasirabad. All the windows of a barrack except one were darkened, 
and over that one a piece of black cloth was placed with an aperture 6 to 8 in. 
in diameter leading into a imil-mul bag. On burning pyrethrum in the room 
all the mosquitoes fly out of the lighted window into the bag, a barrack of 
over 10,000 cubic feet being thus cleared of them in half an hour at the cost 
of one farthing. About 15,000 anophelines were thus caught, about two-thirds 
being potential malaria carriers, together with sand-flies, etc. 

Malaria in the Sind Province of North-west India, including areas irrigated 
by the Indus Lloyd Barrage, is reported on by G. Coveil and J. I). Bally. 10 
The disease was very prevalent, with 35 to 44 per cent of the people showing 
enlarged spleen in the Nawabshah District. In Larkana town the high 
incidence is considered to be ‘"chiefly, if not entirely, due to the conditions 
brought about by the operation of the Lloyd Barrage scheme. 11 Malignant 
tertian eases showed a single autumn peak, but benign tertian showed an 
additional spring rise, and this is attributed to primary infections acquired 
in the previous autumn. G. Coveil and V. Prasad 14 also report on the use 
of Paris green in a hyperendeinic. Sind village, where partial success in the 
first two years was followed by failure in the next two, attributed to deteriora¬ 
tion due to the irrigation scheme. Even a reduction of 80 per cent in the 
malaria-bearing anopheles left a spleen-rate of over 80 per cent, and the 
authors conclude that “ the control of malaria in hyperendeinic areas of India 
is not likely to be achieved by antilarval measures under the present condi¬ 
tions ”, The cost of continued skilled supervision makes these measures 
impracticable except where there are a large number of villages dose to the 
headquarter town with passably good roads. Dusting Paris green over rice 
fields appears to be harmless except in the early morning when the flowers 
are open. 
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An attempt to control the incidence ol* malaria in Panama by systematic 
treatment of nil eases with atebrin and plasmochin is reported by W. H. W. 
Komp and II. C. Clark 15 , who have worked in live malarious villages with one 
for a control for four successive years. Various combinations of the two 
drugs and of quinine were used, but none proved particularly successful in 
reducing the malarial rate, except possibly the combination of atebrin and 
plasmoehiiL Monthly surveys show cyclical variations extending over several 
years, which makes control dillicult. Their work has, however, reduced the 
number of chronic infections and improved the general health. 

Clinical. —Further light has been thrown on Henry’s melanin ■reaction in 
malaria, by the observation of II. II. Wiseman 10 to the effect that precipitation 
of malarial sera takes place equally well in the absence of melanin when 0*2 c.c. 
of the serum are added lo 2 c.c. of distilled water, and all that melanin does is 
to stain the precipitate, which he suggests is euglobulin. Shortly afterwards 
E. W. D. Greig, E. B. Hendry, and C. E. van Rooyen 17 confirmed this obser¬ 
vation and stated that the precipitate is euglobulin, which K. Lloyd had 
previously shown to be in excess in the sera of both malaria and kala-azar ; 
but the above writers think some other factor must be present as the reaction 
is not given by the blood of syphilitics, although they have an excess of 
euglobulin. 

Two further examples of direct malarial infection through syringes used 
without disinfection by a succession of drug addicts have been reported 
by J. A. Bradley 18 from New Orleans, and by M. ITcIpern 19 from New York 
City. W. Broughton-Alcock 20 records, as the result of years of laboratory work 
on war pensioners, that malarial parasites do not remain in the blood for more 
than five years after return home. D. B. and M. E. Wilson 21 report finding 
27 Africans of Tanganyika infected with Plasmodium ovale during a, survey of 
untreated persons. R. Kirk 22 records a case of intra-uterine malarial infection. 
The status of the P. ovale is considered by A. Glovarola, 23 who maintains that 
P. vivax as seen in chronic infections and in inter-human passages is practic¬ 
ally indistinguishable from the usual descriptions of P. ovale , so the latter 
cannot be accepted as a fourth human plasmodium. 

Treatment. — Atebrin continues to find favour in the treatment of malaria, 
and a short trial of a new compound, atebrin musonate , is reported from Ceylon 
by J. R. Blaze and A. T. W. Simeons 21 ; this can be injected either intra¬ 
muscularly or intravenously, preferably by the former method. Tn 8 patients 
a single intramuscular dose of 0*8 grm. failed to control the fever in 2, and 
had only a temporary effect in 2 more, and in another there was a parasite 
relapse. Of 9 patients who received two such intramuscular doses with an 
interval of twenty-four to thirty-eight hours the fever was controlled in one 
to three days in all but one, who required a further dose for parasite relapse, 
so the immediate results were good in both B.T. and M.T. eases, but they could 
not be followed up to determine the relapse rate. Toxic symptoms were less 
evident than after oral use of atebrin dihydrochloride, and the amount of the 
new drug used was less, so the results appear to be promising. Atebrin 
musonate is a soluble yellow powder supplied in dry ampoules containing 
0*125 gnu., corresponding to 0*1 grm. of the dihydrochloride. The price is 
not mentioned. E. P. Hicks 25 reports that a single dose of atebrin musonate 
was not injurious to the tissues of monkeys on injection into muscle, and it 
appeared to be more quickly absorbed than by the oral route. 

The toxicity of synthetic antimalarial remedies is reported on by R. N. 
Chopra and 'R. N. Chaudlmri , 26 who warn against either atebrin or plasmochin 
being continued for long or used without direct medical supervision. Ten 
cases with toxic symptoms are described; ■ these include the minor effects 
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rrfter atebrin of ydlow staining of the skin and gastric pain, and more severe 
ones after plasmochin, including blackwater-fever-likc symptoms, tachycardia, 
arid m one myocarditis. Atebrin treatment among Bengal railway employees 
is reported on by C. R. Newman and B. S. Chalam, 27 who agree with the 
vievs of R. N. Chopra above as regards toxicity, which they think is 
increased by combining the two synthetic drugs, so they advise atebrin for 
five days, followed by small doses of plasmochin for another five days to 
destroy the sexual stages of the parasites. Atebrin usually stops the fever 
in twenty-four hours and reduces the spleen rapidly, and owing to the smaller 
dosage is on the whole less expensive than quinine. The prophylactic and 
curative effects of atebrin and plasmochin have been tested on a tea garden 
by D. P. Williams and R. Biiattacharyya. 28 Prophylactic doses of 8 gr. of 
atebrin in adults every day with the evening meal for five days, followed by 

gr. of plasmochin twice a week from July to the end of November, with 
proportionate doses in children, were given in a highly malarious area to a 
population of 234 persons at a cost of £75. Subsequently 50 cases of malaria, 
or 21-36 per cent, occurred, mostly in children, and although the rate was 
diminished to some extent, especially of the malignant tertian type, it was 
not considered that the results obtained compensated for the expense and trouble 
incurred. In a heavy malignant tertian infection atebrin was given orally by 
R. N. Chopra and B. Sen 29 with as good results as with quinine. Clinical tests 
of atebrin controlled by parasite counts made from blood films are reported 
by F. M. Peter. 80 He concludes that the drug is an efficient and rapidly 
acting remedy against the sexual stages of the malarial parasite. 

A. N. Kingsbury 31 reports on psychoses in cases of malaria treated by atebrin , 
with seven mild eases of one to seven days’ duration and four more serious 
cases requiring institutional treatment, among several thousand malarial cases 
so treated. Two of the severe cases had bad previous personal or family 
histories, so were predisposed to nervous trouble, and the malarial toxins set 
free by destruction of the parasites may be the cause, but the indication is 
to give the new drug with caution in such predisposed subjects. 

A new qualitative and quantitative test for atebrin in the urine is described 
by R. C. Wats and B. N. Ghosh. 32 It consists in shaking up 100 c.c. of the 
urine, previously rendered alkaline by 10 grm. of potassium carbonate, with 
20 c.c. of amyl alcohol. On pouring off the latter it will show the typical 
yellow colour, confirmed by finding a green fluorescence on examining it with 
a lens in bright sunlight against a black background if up to 1-10,000,000 
atebrin v r as present in the urine. By comparing the fluorescence with those of 
standard solutions of atebrin a quantitative result can be obtained. 

Quinine .—The best method of using the cinchona derivatives is still the 
subject of much discussion. The action of quinine in bird malaria due to the 
P. cathemerium has been investigated by E. M. Laurie, 33 who concludes that 
when the acute stage of infection is aborted by the use of quinine, just as 


strong immunity results as when the disease is allowed to run its course, 
contrary to the contention of those who think that early quinine treatment 
of human malaria interferes with the acquirement of immunity ; but the 
writer admits that immunity follows the canary infection much more quickly 
than in human P. vivax ones. In a study of the mode of action of quinine 
bihydroebioride in canary infections Lourie found it produced a profound Inter¬ 
ference with the normal growth and reproduction of the^^Iarial parasites, 
with delayed sporulation and a smaller number of merozoites jigging division, 
together with upsetting of the syncbronicity of the asexual cycle. These 
changes indicate a direct in vivo action of the drijffgr its derivatives on the 
parasites such as is not found by in vitro tests, p it is sijjgpgfced that this 
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may be due to long-continued action of small circulating amounts of the drug. 
He also found that a comparative study of the effects of quinine on two 
strains of P. relictum, from New York and Germany respectively, .showed con¬ 
siderable differences. The action of quinine in different concentrations on 
monkey malaria caused by P. knowlesi is reported on by 11. M. Chopra and 
others. 34 They found no definite relationship between the concentration of 
quinine in the blood and the parasite count, so in this animal infection they 
were unable to demonstrate any direct action of the drug, and they suggest 
that it is “ synergistic to the other mechanisms set up in the body *\ Esti¬ 
mations of the amount of quinine in the blood of monkeys and of man after 
various methods of administration have been made by II. N. Chopra and 
others 35 by the method of Yedder and Mason. They found quinine acid hydro¬ 
bromide, given either intramuscularly or intravenously, reached its maximum 
concentration in both methods after fifteen minutes and then gradually fell, 
somewhat more quickly after intravenous injection, to disappear nearly or 
completely after twenty-four hours. By the oral route the results were very 
similar, except that during the first few hours the concentration in the blood 
is sometimes much smaller and varies more with the digestive conditions. 
The oral route is thus the method of choice, and in view of the injuries to 
blood-vessels and tissues the parenteral route is not justified as a routine 
measure. H. Williamson and S. Singh 36 come to a similar conclusion from 
clinical experience, and reserve intramuscular injections, not exceeding four, 
for failures of oral administration. On the other hand, S. Subrahmanyan 37 
reports on the intravenous route in 300 hospital cases, and he gives adrenalin 
if the blood-pressure falls greatly. He claims that it is cheap and effective. 
Once more D. Manson 38 advocates the use of the intramuscular route, after 
personal experience of it, in all cases with obstinate vomiting, hyperpyrexia, 
and intense headache, but the intravenous one in heavy malignant tertian 
and cerebral cases. 

The clinical value of totaquina and quinine respectively has been found by 
E. P. Hicks and D. Chand 39 to be equal. 

J. W. Field and M. Kandiah 40 point out that in using Mayer’s reagent in 
testing urine for quinine the latter should first be acidified if alkaline. 

A trial in monkey malaria of tebetren , in which quinine is combined with 
an acridine dye and united with a bile-salt to render it less toxic, is reported 
on by K. N. Chopra and S, G. Gunguli, 41 who found it to be fairly efficacious ” 
by intramuscular and intravenous injection in doses of 3 to G gr. daily for 
two or three days. It is said to combine the action of quinine and atebrin, 
and it is being tried in human cases. 

Blackwater Fever,—The suggestion of Blackloek and Macdonald that this 
complication of malaria is related to contraction of the spleen is supported 
by A. D. Charters 43 on the basis of a study of fifteen cases. He notes that 
a well-marked reduction in the size of the spleen occurs during the course of 
the disease, severe attacks of which are associated with previous great enlarge¬ 
ment of the organ. He states that the exciting causes are mainly those which 
result in stimulation of the sympathetic nerves, including quinine, so lie suggests 
producing splanchnic anaesthesia of a temporary nature with novocain, or 
more permanently by an abdominal operation, or by injection of the nerves 
with alcohol. 

Hemoglobinuria in malarial infected monkeys has been studied by K. V. 
Khrisnan and-B. M. Ghosh, 43 who found that when the reticulo-endothelial 
system is (pressed, as evidenced by a low such cell count and inability to 
take up large, quantities of the vital dyes, sudden severe haemolysis results in 
haemoglobinuria. Further, removal of the spleen of monkeys infected with the 
/ . ■ •%, ■ 10 
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virulent P. knowlesi intensifies the infection and liability to htemoglobimiria, 
and quinine is unsatisfactory in its treatment. 

In a highly technical paper N. H. Fairley and R. J. Bromfield 44 describe 
a new blood pigment found in eases of blackwater fever resembling mcthsemo- 
globin spectroscopically, but not reduced by Stokes’ reagent or ammonium 
sulphide. H^^erbilirubinsemia and hypercholesterolaemia were also noted, 
together with a constant decrease in the alkali reserve, and acidosis of a renal 
nature may end fatally. 

The reticulocytes in blackwater fever have been found by W. K. Blackie 46 
to rise to a maximum at the termination of the haemolytic phase, and a rapidly 
rising count is of good prognostic value. 
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MALTA FEVER, (See Undulant Fever.) 

MANIPULATIVE SURGERY. 

Sir Morton Smart , K.C.V.O ., D.S.O ., M.D. 

Historical Summary. 

Although the general principles and the beneficial effects of manipulative 
surgery have been known and recognized since the earliest days of organized 
medicine, this valuable therapeutic method has until comparatively recently 
received little more than passing notice from the medical profession, and, in 
consequence, has remained for too long a period a domain in which the orthodox 
practitioner has feared to tread. There is little doubt that this unfortunate 
state of affairs was mainly due to the fact that, in spite of the teaching of John 
Hunter as early as the eighteenth century that inflammation normally caused 
the production of coagulable lymph which was followed by adhesions, the 
main line of treatment of joint injuries and the neighbouring soft structures 
was prolonged rest. This doctrine of rest received the unqualified support of 
the majority of the leading surgeons of the Hunterian period, who, although 
admitting that inflammation and its late effects caused serious dysfunction of 
joints, strenuously opposed movements of a joint while any sign of inflammation 
existed. They held firmly to the belief that rest would ultimately end in the 
recovery of the injured structures and the restoration of joint function if 
voluntary movements of parts were witliheld while evidence of inflammation 
persisted, and were only encouraged when all signs of pain and swelling had 
subsided as the result of such rest. 
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Owing to the element of pain in injury, this treatment by rest was not 
unnaturally encouraged and supported by the average patient, and so it came 
to be believed that, generally speaking, a painful and swollen part should be 
rested until all signs of pain and swelling had disappeared, no matter how 
long the time necessary might be. Tims the disastrous effects of the forma¬ 
tion .of adhesions, with their capacity to limit the range of normal joint move¬ 
ments, was not fully recognized, and consequently, as happens to-day, tins 
type of case drifted into the hands of the unqualified bonesetter, and, although 
it -was well known that permanent injury frequently followed their manipula¬ 
tions, it was equally well known that many eases were successfully treated. 
The knowledge of such cures led Sir James Paget to write his famous paper 
(1807), in which he fully described the type of cases which bonesetters cured, 
and in this paper he emphasized the fact that prolonged rest definitely delayed 
the recovery of joints after injury. 

In the somewhat bitter controversy that followed, Paget was ably supported 
by Wharton Hood, who published his Treatise on Bone Setting , in which he 
explained the details of the bonesetter’s art which lie himself had learnt 
from one of the leading bonesetters of the day, and his disclosures clearly 
removed much of the mystery and many of the untruths then surrounding 
‘boneset'tingh 

But again the majority of the leaders of the profession preferred to ignore 
or condemn the practice of manipulation of joints, and little, if any, advance 
was made until the Great War gave Sir Robert Jones an opportunity which 
he was not slow to seize, and it may truthfully be said that owing to his support, 
example, and encouragement to others, more was done for the advancement 
of the art and practice of manipulative surgery in the period from 1914 to the 
present day than ever before. But much prejudice still exists in spite of what 
has been achieved by the few during this all-too-long period of years since the 
days of Hunter, and the unfortunate result is that those whose work to-day 
lies in the held of manipulative surgery know only too well that there are countless 
cases partially or permanently crippled by adhesions which could be cured 
or alleviated if they were given the opportunity of skilled manipulative 
treatment. 


Definition. 

Manipulative surgery is the art of manually moving a joint throughout its 
full range of movements in all directions with the designed object of overcoming 
resistance to its normal movements arising from pathological causes. It may 
be said to be based on three main essentials:— 

L A sound knowledge of the anatomy, physiology, and pathology of joint 
structures. 

2. A knowledge of the normal range of movements of all joints. 

3. A capacity to diagnose as accurately as possible the probable patho¬ 
logical causes of interference with the normal range of joint movements. 

From this knowledge and capacity, combined with constant practice in 
handling joints in health and disease, it is possible to develop an acuity of 
touch essential to success in manipulative surgery. Generally speaking, the 
type of ease most amenable to treatment by manipulation is that in which the 
main pathological cause of interference to joint movements is the presence of 
adhesions. The various complicated structures that form the joints of the 
body each and all have an important part to play during joint movements, and 
by their arrangement and action the special movements for which a joint is 
designed are performed painlessly and with the least amount of friction. In 
all joint movements the areolar tissue plays a particularly important part. 
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Anatomy, Physiology, and Pathology. 

Areolar supporting tissue aets throughout the body as an agent for attaching 
various structures to each other, and it forms a supporting bedding between 
the muscles, blood-vessels, nerves, and all deep-seated structures, and in so doing 
fills up the crevices and spaces round a joint. Thus it acts as padding and as' 
an investing sheath to many structures. But in joints, where free-and-easy 
movement of one part over another takes place, the fibres of the areolar tissue 
are arranged in a loose manner, and the tissue contains a small quantity of a 
translucent lymph-like fluid sufficient to keep it moist, and by this arrangement 
it has the necessary flexibility and suppleness essential for perfect and com¬ 
fortable joint movement with the minimum of friction. 

The commonest results of injury to a joint caused by either trauma or 
disease are stiffness, atony and wasting of muscles, and adhesions, and any 
one condition or a combination of all may exist in the same joint, and lead to 
loss of function of the joint in varying degree. These results are the sequel 
to the changes in living vascular tissue reacting to an irritant and ending in the 
formation of an inflammatory exudate. This exudate consists mainly of 
lymph which passes from the capillaries to the tissues and back again to the 
capillaries in an amount which is normally well balanced and controlled. But 
as the result of an irritant, and in accordance with its severity, this lymph 
or plasma is poured out in varying quantity in a somewhat altered form and 
soaks in all directions into the surrounding tissues. This spreading exudate 
finds its way into the interstices of the tissues and its amount depends on the 
severity of the injury, and the distance to which it penetrates is governed by 
the looseness of the texture of the affected tissue. In comparatively loose 
tissue like muscle the exudate may cause considerable separation of the muscle 
fibres and collect in such an amount within the inextensible sheath that serious 
pressure effects on the fibres are caused, with pain and loss of function from the 
resultant tension. Such interstitial pressure around a joint also causes mal¬ 
nutrition and stretching of the areolar tissue, resulting in stiffness from loss of 
its flexibility and suppleness. 

This condition is really the result of imperfect repair and is one of the most 
prolific causes of persistent discomfort and dysfunction, antecedent to the 
formation of adhesions. All kinds of tissue alterations and various functional 
disturbances follow any interference with the normal circulation of blood and 
lymph, and the results of such circulatory interference become more serious 
the longer it lasts. Thus the penetration into the tissue of the fluid and solid 
constituents of the blood following inflammation aets on the various tissue 
elements mechanically, physiologically, and pathologically. Mechanically, by 
pressure on, or stretching of, the cellular elements and their supporting frame¬ 
work, and by the effect of adhesions if the exudate becomes organized into 
fibrous tissue ; physiologically and pathologically, by the increased tissue 
growth, particularly of the connective-tissue stroma, and the loss of flexibility 
of the areolar tissue, and the formation of adhesions. The beneficial effects 
of inflammation as the result of injury can only follow if the processes of inflam¬ 
mation and repair are carried to a successful issue, but as the end-result of 
inflammation depends on the rate and completeness of absorption of the 
bleeding and effusion into the tissues, complications and delayed or incomplete 
recovery follow increased circulatory changes if too prolonged. The general 
effect on muscles is that they loose their tonicity, irritability, elasticity, and 
contractility, and in this condition atrophy follows quickly, with loss of function 
to all degrees. When muscles become relaxed their tendons are at an operating 
disadvantage mechanically and this further adds to the ineffectiveness of the 
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weakened nuiscles so far as the pull on their points of attachment is concerned. 
Other joint structures such as the ligaments and capsules become stretched 
and loose in their texture, so that their passive and supporting qualities are 
diminished. 

Adhesions. 

The next stage, if recovery is delayed, is the formation of adhesions. The 
exudate, by spreading from the original point of irritation throughout the 
tissues, covers the injured surfaces and the contiguous surfaces of any tissues 
with which it comes in contact as well as the surfaces of the elements of 
individual structures, such as muscles, tendons, fascia;, etc. If it becomes 
coagulated and transformed into granulation tissue the adjacent surfaces 
become adherent, and if the granulation tissue alters a stage further, it becomes 
organized, into fibrous tissue. In both conditions an adhesion is formed, the 
adhesions in the later stage, however, holding the surfaces together much more 
powerfully than in the first stage, when separation can be more easily affected. 
Thus, adhesions are certain to form wherever tissues are inflamed and are bathed 
in the fluid products of inflammation for too long a period, and particularly 
if, in addition, the parts are kept in contact by prolonged rest or voluntary 
inaction during the inflammatory process. 

The process of the formation of adhesions is essentially the same for all 
structures, but certain structures are more liable to form adhesions than others, 
depending chiefly on vascularity—highly vascular surfaces showing a readiness 
to react to any irritation by forming adhesions easily and quickly. 

Main Effect of Adhesions : Limitation of Movements.—By their 
power to bind structures of all kinds together, and by the property of finally 
contracting when the newly-formed tissue ultimately becomes fibrous, adhesions 
are capable of causing serious interference with the function of movable parts. 
They form rapidly under favourable conditions, and, although the adherent 
surfaces in the early stages may be easily drawn asunder, in the later stages 
the parts become more strongly bound in an irregular manner. 

Similar tissues may adhere to themselves or to another type of contiguous 
tissue, and all shapes and sizes of adhesions may be formed. Joint adhesions 
may be intra-articular or extra-articular, or both may be present in the same 
joint, and bands of fibrous tissue of varying lengths binding two or more surfaces 
of a movable part, such as a joint, become lengthened by constant stretching. 
Such bands cause grave disability of a joint, and the constant irritation set 
up by attempted movements leads inevitably to loss of function and chronic 
synovial inflammation with a collection of fluid in the joint sac, which in its 
turn results in serious and often permanent damage to other structures of the 
joint. 

By the mechanical interference with the blood-supply caused by adhesions 
in muscles and other soft structures changes in their histological elements result 
in time. 

Fain, w’hieh generally precedes and accompanies the formation of adhesions, 
is also a factor in promoting adhesions because it encourages the painful parts 
to be kept still, so that the opposing inflamed surfaces are kept in contact while 
the exudate passes through the various processes leading to organization, and 
later, when contraction follows, further crippling of the joint occurs. 

In joints with a loose capsule, which is essential in joints with a wide range 
of movement, adhesions form quickly between the capsule folds, and any 
movement tending to open out the adherent capsule causes a degree of 
pain which further restricts the range of movement by setting up severe 
muscular spasm. u 
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Extra-articular adhesions are adhesions outside the capsule of the joint and 
occur in the muscles and their sheaths, tendons, fasciae, and the fatty pads 
filling the spaces around joints, such as the infra-patellar pad of the knee-joint. 
They also occur particularly in the delicate areolar tissue which fills up all the 
many spaces between and in the different structures of a joint. 

The interference with the range of moving parts resulting from any structures 
of a joint becoming adherent to each other or to neighbouring structures even 
to a slight degree can easily be visualized when it is remembered that, for a 
joint to move comfortably and easily through its full range, every structure 
designed for movement must be capable of free and painless movement on 
every other structure to which it is adjacent. 

When muscles are atonic and wasted the effect on a joint which they nor¬ 
mally operate is to prevent its free and painless movements, but before treating 
such wasted muscles manipulation of the joint may be a necessary prelude, as 
such condition of muscles, particularly over an extended period, generally is 
accompanied by malnutrition and loss of flexibility and suppleness of its 
areolar tissue due to interstitial oedema. This condition is also frequently 
accompanied by adhesions. Gentle manipulations daily of such a joint stretches 
the parts, and if active movements follow, either voluntarily or artificially 
produced by electrical treatment designed to cause controlled painless muscular 
exercise by the method of graduated muscular contractions ( sec the reviewer’s 
Principles and Treatment of Muscles and Joints by Graduated Muscular Con¬ 
tractions ), movements become easy and painless, as the tissue oedema is gradually 
eliminated, and the formation of adhesions will be prevented unless this has 
already taken place. 

When adhesions have formed, a decision has to be made whether it is neces¬ 
sary first to manipulate the joint under an anesthetic with a view to separating 
the adhesions more rapidly, or whether the adhesions are still capable of being 
separated by the less drastic combined methods of carefully designed active 
and passive movements and treatment of the muscles by graduated contrac¬ 
tions. The decision, mainly governed by the extent and the estimated 
strength of the adhesions, is not always an easy one to make, and under 
no circumstances should manipulation of any joint be undertaken in a hap¬ 
hazard way, but only after the joint has been examined and every detail of 
the case carefully studied. 

Bearing in mind that the primary object of manipulating a joint with 
adhesions is to rupture the adhesions, it will be realized that in so doing it may 
be necessary to cause a severe subcutaneous aseptic wound, with development 
of oedema and all the sequelae of inflammation. To obtain a successful issue, 
therefore, the manipulation must be followed immediately by such treatment 
as will ensure, as completely and as rapidly as possible, the absorption of lymph, 
increase of the local arterial, venous, and lymph circulations, and restoration 
of the tissue nutrition generally. Above all, the inflamed parts must be kept 
moving in relation to each other—gently at first, and gradually increasing in 
extent and range, so as to prevent the further development of adhesions which 
■would certainly follow if the parts were rested. 

Many joint cases which have been quite properly manipulated fail ulti¬ 
mately to recover because it has not been realized that manipulation is 
only a necessary preliminary to other treatment, and that it is only 
possible to obtain the looked-for end-result by a combination of manipu¬ 
lation and well-designed after-treatment, which, based on physiological and 
pathological principles, aims at stimulating the process of tissue repair by 
encouraging, as rapidly as possible, absorption of blood, serum, lymph, or 
inflammatory exudate. 
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Routine Examination of a Stiff Joint. 

In all cases ail estimate of the normal range of the corresponding joint should 
be made when practicable, and inquiry should be made whether any restric¬ 
tion of movement was ever noticed in the faulty joint before the onset of the 
disability under examination. Tender points to slight and deep pressure 
should be noted, with particular attention to any painful regions complained 
of when touched, moved, or when at rest, as such pain or tenderness is generally 
an indication of the site of underlying adhesions. 

The joint should be gently but firmly put through the fullest range of its 
movements in each direction and an estimate made of the degree and extent 
of its restriction, and when this is estimated a careful effort should be made 
to push the joint beyond the points of restriction to see if pain is caused by 
attempting to force it beyond each point of limitation. If forcing beyond 
this point causes pain which is immediately lessened or relieved when the 
effort ceases, adhesions may be presumed to be present. If, on the other hand, 
a joint can be manipulated so as to put it through the full range of its normal 
movements in all directions without pain, it may be confidently asserted that 
no adhesions are present. 

In investigating for the presence of adhesions, it should he remembered that 
ligaments are not designed actively to support a joint, but to limit its move¬ 
ments, so that when a normal joint is being stretched to its full extent con¬ 
siderable tension can be applied to them. The normal restriction produced by 
a ligament at full stretch must be differentiated from that caused by adhesions. 
This point is doubly important when manipulating a joint under anaesthesia, 
particularly when adhesions restrict only the last few degrees of movement, 
as it is not always easy to decide if the limitation is due to adhesions or the 
normal ligamentous restriction. 

Adhesions when stretched to the point at which they resist have a character¬ 
istic ‘springy’ feel which experience in handling joints soon teaches one to 
recognize. This springy feel is also somewhat similar to the resistance caused 
by muscle spasm or when adaptive shortening of muscles exists. A differ¬ 
entiation may be made by digital pressure over the muscle tendon, which 
may be felt to be slack or in a state of tension when the movement of stretching 
is performed. 

The degree of irritability of spasmodic muscles can be gauged by the extent 
of their contraction response as felt by touch when the joint is suddenly moved 
to a point of pain—a highly irritable joint will cause a rapid and severe degree 
of reflex spasm easily palpable, while movements conducted gently and less 
suddenly produce a less degree of spasm. 

In the examination of a joint, whether healthy, injured, or diseased, there 
should be no sudden or unexpected movement or sudden alteration of direc¬ 
tion of movement. All jerky movements should be avoided, but the movements 
should be thoroughly and determinedly carried out, being at the same time 
smooth in action and conducted with gradually increasing power till the full 
extent of their range has been reached. The object of manipulating a joint 
may be said to be to put it through the widest range of movements in all 
directions of which it is capable without the assistance or resistance of the 
muscles which act upon it. When the point or points at which a joint is limited 
is gauged, gentle movements should be carried out within the estimated range, 
because as a rule when a joint can be painlessly moved within the range of the 
adhesions the prognosis as a result of manipulation is better with regard to time 
and completeness of recovery than one in which movement within the range 
of adhesions causes pain and severe muscle spasm. 
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When as the result of manipulation some adhesions are stretched but not 
completely ruptured-—either because the movements during manipulation 
were unintentionally or by design incomplete, or because the natural limit of 
the Joint was reached before the adhesions were sufficiently stretched to make 
them give way—the outlook is then not so favourable as when adhesions are 
felt to give way, and the range of joint movement is immediately increased. 
Stretching adhesions without rupture is usually followed by severe pain which 
Interferes with the after-treatment. If the pain persists even if the range of 
movements has been increased, it is generally advisable to perform a second 
manipulation. 

It has been laid down that when a joint is restricted in movements in all 
directions the joint should be rested and not manipulated because it is argued 
that limitation of movement in all directions usually means that the joint 
is or has been in a state of acute infective arthritis. ■ If, on the other hand, 
movements are limited in certain directions only and normal in others, the 
assumption is that the joint may be manipulated with safety. It is within 
the reviewer’s experience that, as the result of blindly following this rule, many 
joints have been condemned to long periods of rest which have only aggravated 
the condition and prolonged recovery, when skilful manipulation would have 
resulted in complete cure. The rule should be considered in conjunction with 
all other symptoms. 

Diagnosis. 

In arriving at a decision whether to manipulate a joint or not the following 
points should be carefully considered : (1) The history of the onset; (2) The 
degree and type of pain and tendency to muscle spasm; (3) The temperature 
of the joint; (4) The degree of limitation of movement; (5) Muscular wasting ; 
(6) Expert reading of good stereoscopic X-rays. 

1. History of Onset.—The history of onset is important because the stiffness 
associated with an infective arthritis joint makes its appearance gradually 
and progressively, while the stiffness resulting from traumatic adhesions usually 
develops much more quickly and follows a comparatively recent, known injury. 

2. Degree and Type of Fain : Muscle Spasm.—The pain in acute joint 
disease is more or less constant, much more severe, and greatly aggravated by even 
slight movements, particularly if suddenly carried out, while that due to trau¬ 
matic adhesions is usually intermittent and less severe except during extreme 
movements. In acute disease, movements in any direction usually produce 
pain, whereas a joint with traumatic adhesions, although it may also be painful 
when moved in any direction, generally is not, and as a rule shows that there is a 
greater degree of pain when it is moved in one or two particular directions than 
in others. An important point when it exists is that in traumatic adhesions 
it is often possible to move the joint to a considerable extent in several direc¬ 
tions within the range of the adhesions without pain , pain only being elicited 
when a point is reached at which the adhesions become dragged on by the move¬ 
ments. The pain of adhesions is mainly caused by their being pulled upon, 
so that the patient soon learns to avoid pain by limiting his movements, with 
the result that the unused muscles become toneless and wasted, and the antagon¬ 
ist muscles become spasmodic and ultimately shortened. Such tonic spasm 
may take place to a severe degree, as may also adaptive shortening, and 
after manipulation may, owing to the difficulty of overcoming it and the 
severe degree of pain it causes, greatly retard progress. Active or passive 
movements of any adherent joint increase the pain, which, if due to trau¬ 
matic adhesions, settles down much more quickly after rest than when due 
to acute arthritis. 
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Pressure usually elicits pain over the seat of adhesions, but in acute joint 
disease the type of pain is generally more severe and not so localized, and the 
skin may be acutely painful even to light touch over a wide area. 

Pain during sleep, which usually wakens the patient in the early hours of the 
morning, is one of the most constant and disturbing symptoms of adhesions, 
as the sleepless nights in time have a serious effect on the patient’s general 
condition. This symptom is so constantly present that the most probable 
explanation is that it is due to the relaxation of the muscles during sleep 
allowing the adhesions to be dragged on and so irritated, while during waiving 
hours the muscles are more or less on guard to prevent or limit such drag. 

3. The Temperature of the Joint.—In acute disease the temperature of 
the joint is generally raised, but in a joint with traumatic adhesions there is 
usually no change except in long-standing cases, when if there has been much 
chronic effusion into the peri-articular tissue the surface temperature may 
actually be less than normal. 

4. Limitation of Movement.—The most obvious sequel to the formation 
of adhesions in a joint is limitation of movement, and it is the correct gauging 
of the extent and degree of such limitation and deciding if it is due to adhesions 
or other causes that constitutes the art of manipulative surgery. The most 
expert handling of a joint is essential when the adhesions are so slight that 
only a small range of joint movement is interfered with, and a most systematic 
investigation is necessary to differentiate between adhesions that may be safely 
freed by manipulation and those that should not be manipulated. 

As muscle spasm is usually present to some degree in a joint with adhesions, 
and as this spasm is so often increased by any effort to move the joint, this 
increased spasm adds to the limitation of joint movement. By constant 
practice in handling both diseased and healthy joints a dexterity may be achieved 
by which a joint with adhesions and acute muscle spasm may be moved so 
skilfully that practically all muscle spasm is eliminated, and the extent of the 
limitation caused by the adhesions alone can in consequence be estimated 
sufficiently accurately to enable one to decide the prognosis from manipulation. 
There is no difficulty as a rule in diagnosing adhesions where the limitation of 
movements is obvious, but where the adhesions are so slight that only the last 
few degrees of movement are interfered with, unskilled and cursory examination 
will fail to discover them. 

5. Muscular Wasting.—The importance of loss of tone and muscular 
wasting which so rapidly follow injury to muscles or any of the structures 
which form a joint cannot be over-estimated. That many joints which have 
been manipulated for adhesions have failed to recover the full function antici¬ 
pated is due, in nearly every properly selected case, to failure to obtain restora¬ 
tion of full function of the muscles normally acting on the joint. 

When a muscle’s elasticity, contractility, and irritability are normal that 
muscle may be said to be in a state of tone—that is, it is in a state of attention 
to respond immediately to a physiological stimulus. The immediate result of 
loss of tone is that the muscle is not capable of its full normal contraction, and 
mechanically is placed at a disadvantage with regard to its capacity for work. 
This is an important factor because the rate of supply and the amount of 
nourishment brought to a muscle depend upon its requirements as measured 
by its activity. 

Movement, or, in other words, muscle action, plays an important part in the 
efficiency of the whole circulatory system—arterial, venous, and lymphatic— 
and besides the mechanical effect of producing movements of parts relative to 
each other, muscles by their contractions and relaxations act as local pumping 
agencies for their own circulation as well as for neighbouring structures . If 
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Is estimated that the amount of blood required by a muscle In action is at 
least six times as much as when at rest. The three main objects of the blood 
are : (1) To supply nourishment and oxygen to all the body tissues ; (2) To 
remove the waste products which are the result of tissue activity ; (8) To carry 
various chemical substances from one part of the organism to another. To 
enable the blood satisfactorily to carry out these three functions, and further 
to aid the lymph stream from the lymph-spaces in the tissues to the lymph- 
vessels, its free circulation is essential. As muscle action plays such an import¬ 
ant part in aiding the free circulation of both the blood and lymph stream 
through the tissues its loss or diminution from atony, wasting, or adhesions 
has a serious effect on the nourishment and activity of the tissues. Also when 
there is a reduction of blood-supply to a part waste products tend to accumulate 
in the tissue, and such accumulation has in the end a paralysing effect on 
function. 

Although approximately 40 per cent of the human body weight is composed 
of skeletal muscle, and in spite of the fact that this large mass of muscle is 
different from other tissues in possessing the power to contract and perform 
work, muscle action as a means of assisting in the repair of tissues after injury 
has not yet received the attention that it deserves. 

Effusion into the tissues in an injured area is necessary to repair, and is of a 
beneficial nature provided the oedema is transitory and the exuded fluids are 
not allowed to become stagnant in the tissues. Therefore the aim of treat¬ 
ment should be to encourage the rapid absorption of fluids at the right moment 
and at the correct rate, having regard to their special use in promoting repara¬ 
tive changes, and to call into action the physical and chemical phenomena 
coincident with the normal activity of muscles which are so essential to their 
efficiency and sensation of well-being. 

There is no more powerful means of stimulating rapid and complete absorp¬ 
tion of fluids than by producing painlessly alternate contractions and relaxa¬ 
tions of muscles provided they are under complete control as regards rate 
and degree of both contractions and relaxations. So long as the nerve path 
is intact this can be achieved under perfect control by the skilled applica¬ 
tion of the method known as “graduated muscular contractions”. The basis 
of this method of treatment is the antithesis of rest. By it the physiological 
and chemical changes so essential to repair are stimulated by the muscular 
action produced, and an active arterial, venous, and lymph circulation is 
promoted not only to the muscles themselves but to all the neighbouring tissues. 
In addition, the forced muscular activity indirectly aids nutrition of the 
tissues both as regards oxygen and other substances necessary to nutrition 
carried by the blood, and the removal of waste products of metabolism and of 
tissue changes resulting from damage. Loss of tone and wasting of muscles is 
prevented, and if wasting has taken place, muscle tissue is rapidly regenerated. 
Movements of joints are caused, and by such movements all contiguous struc¬ 
tures are prevented from becoming adherent to each other. 

Toneless muscles and muscles that are weak in action from wasting, and 
muscles that would cause pain by volitional movements owing to structural 
damage, can be made to perform their function without forcing them to 
contract enough to cause harm or pain until the recovery of tone is sufficient to 
allow painless movements of the joint upon which they act throughout its 
complete range, and the degree and speed of the movements can be accurately 
controlled from zero to maximum. No matter how painful a joint may be as 
the result of the changes following injury, all the muscles of that joint can be 
made to contract without pain by the skilled application of this method of 
treatment. 
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By advocating this method for muscles there is no desire to suggest a substi¬ 
tute for muscle function which may be in abeyance, but the treatment is 
designed to encourage the restoration of function by artificial stimulation with 
all the attendant beneficial circulatory changes resulting from contraction and 
relaxation of muscles only during the period that for some reason the muscle 
function is lost or diminished. 

In cases of adhesions in and around muscles, in fasciae and connective tissue 
layers, which are a common sequel to inflammation from any cause, there is no 
more certain way to free them than by treatment by graduated muscular 
contractions. 

6. Stereoscopic Sprays*—As many of the conditions contra-indicating 
manipulation of a joint can be demonstrated by good X-rays, stereoscopic 
radiography is of great assistance in forming an opinion whether to manipulate 
a joint or not, and it may be definitely stated that no joint should ever be 
manipulated to free adhesions without first obtaining an expert interpretation 
of stereoscopic X-rays. 


Contra-indications . 

When it is remembered that the successful manipulation of a joint to free 
adhesions produces a subcutaneous aseptic wound of some of the joint struc¬ 
tures of more or less severity, the risk of doing damage beyond what is originally 
intended will at once be realized. The main danger is using too much force 
beyond the full range of the joint and thereby causing a ligamentous tear or 
a fracture or dislocation. This is particularly so when adhesions restrict a 
joint in such a way that it can almost but not quite reach its full range. In 
such eases there is not enough extra range of normal joint movement available 
to stretch the restricting adhesions far enough to rupture them without risk 
of doing more damage than is intended. 

There are certain contra-indications to manipulation of joints, the chief of 
which is tuberculous disease. Other main contra-indications are: active 
infective processes, bone overgrowth from any causes such as after fractures, 
advanced osteo-arthritis, myositis ossificans, bone cysts, and bone tumours. 
Great caution is required in cases where bones show considerable radiographic 
translucency from disuse, and where the patella is adherent after fracture of 
the femur, and in the case of the shoulder after fracture extending into the 
joint. 

Chronic infective arthritic joints should as a general rule not he manipulated, 
particularly if X-rays demonstrate erosion of cartilage. A joint such as the 
knee may have a loose body in it which causes immediate locking under certain 
circumstances. Manipulation carried out with great care so as not to damage 
the articular cartilage by rough usage may temporarily succeed in moving the 
loose body to a position where it does not interfere with joint action. 

Summary. 

To sum up, manipulative surgery is a method of treatment employed in 
association with other treatment or as a preliminary to other treatment, and in 
general deals with local conditions of bones, joints, and muscles, including 
conditions involving impairment of mobility and displacement of structures. 
There are many pitfalls which can only be avoided by a sound knowledge 
of medical science and the experience founded on it, and to apply manipu¬ 
lative treatment indiscriminately is unscientific; the results may be helpful, 
useless, or positively dangerous according to the kind of case in which it is 
employed. 
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From a long experience of manipulating joints the reviewer’s conclusion is 
that if adhesions are successfully freed, and if this procedure is immediately 
followed by coaxing the joint through its range of movements in all directions 
and by treating all the muscles of the joint efficiently by graduated muscular 
contractions, the end-result in every correctly selected case will be complete 
restoration of function both as regards range of movements and muscular 
power. 

MEASLES. J. D. Rolleston , M.D., FM.C.P. 

Epidemiology. —According to J. G. Alonso, 1 who records his observations on 
an outbreak of measles in a country district, there are about 50,000 cases of 
measles in Spain each year. During the quinquennium 1929-83 measles 
caused 18,766 deaths, or more than the combined deaths from whooping-cough, 
diphtheria, and scarlet fever during the same period. Unlike what occurs in 
some countries the mortality in Spain was higher in the rural districts than 
in the towns, except in infants under one year, probably because breast-feeding 
is continued longer in rural than in urban districts. 

G. R. Moreau 2 states that 798 cases of measles were admitted to the Hopital 
Herald, Paris, during the period 1932-4, with a fatality rate of 3 2 03 per cent, 
as compared with 14-4 per cent at the same hospital in the winter of 1922-3, 
14-48 per cent at the Hopital des Enfants Malades in 1927-32, and 3-08 per 
cent at the Hopital Pasteur, where the patients are mainly adults, in 1926. 
Ninety cases at the Hopital Herold were in the first year of life, but only two 
of these were under 6 months, 215 were in the second year, 381 were aged from 
2 to 6, 89 from 6 to 10, and 21 over 10. The mortality was highest in the first 
year (37-14 per cent in 1933 and 42*85 per cent in 1934), 16 (14-5 per cent) were 
complicated by bronchopneumonia, with 72 deaths (62-06 per cent), and 66 by 
otitis media (8-27 per cent). Each patient was given a prophylactic injection 
of diphtheria antitoxin on admission, but 20 contracted diphtheria. 

Symptoms and Complications. —J. A. Winstead 3 records the case of a male 
infant, whose exact age is not stated, who a fortnight after the onset of measles 
developed gangrenous ulceration of the right foot, which he attributed to 
nutritional deficiency. Recovery took place on a diet rich in vitamins and the 
application of dry heat and ultra-violet rays. 

A case of purpura, following measles is reported by E. C. Perlman 4 in a boy 
aged 4 years, who developed numerous discoloured areas on the arms and legs 
and about the mouth in convalescence from a mild attack of measles. Shortly 
afterwards smaller lesions appeared on the mucous membranes of the tongue, 
palate, and gums, and on the cheeks. Considerable oozing of blood took place 
from the gums, especially in the mornings. There was no history of hamto- 
philia or any cardiovascular disease in the family, and the patient had 
had no previous illnesses. The haemoglobin was 74 per cent, the red cells 
numbered 4,140,000, and the white cells 4700 ; polymorphonuclear*! 54 per 
cent, lymphocytes 43 per cent, eosinophils 8 per cent, bleeding time 37 minutes, 
coagulation time 2J minutes, platelet count 90,000. Treatment consisted in 
daily injection of 25 c.c. of whole blood and calcium lactate internally in 15-gr. 
doses. Recovery took place. 

R. Ruggeri 6 records two cases of measles with unusual neurological and 
psychical sequelae . The first was in a boy aged 7 years, who on disappear¬ 
ance of the measles eruption developed somnolence, choreiform movements, 
and tremors of the limbs. Subsequently a change of character ensued, 
shown by acts of violence, lack of discipline, and vagabondage similar to 
that following an attack of lethargic encephalitis. The second case was that 
of a boy aged 12, in whom an attack of measles at the age of 4 years was 
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followed by convulsions, phrenasthenia, and the development of the adiposo¬ 
genital syndrome. 

Dick Test in Measles.™I. Taylor 0 reports his observations on the Dick 
test in 227 cases of measles, of which 119 gave a positive and 118 a negative 
reaction. He comes to the conclusion that a lack of circulatory streptococcus 
antitoxin as indicated by a positive Dick reaction is associated with a slightly 
raised liability to bronchopneumonia and a very greatly increased risk of such 
bronchopneumonia being fatal. Otorrhoea developed rather more frequently in 
the Dick-positive cases (2(5 per cent) than in the Dick-negative (19 per cent). 
The laryngitis occurring among four Dick-positive cases was more severe than 
among three Dick-negative children. Three of the former were fatal, while the 
latter all recovered. 

References.— x Arch, eapaii. de Pcd. 1934, xviii, 577 ; 2 These de Paris , 1935, No. 114 ; 

Tour, of Fed. 1935, vi, 382 ; 4 Arch. of Pcd. 1934, li, 596; 5 Pediatria , 1934, xlii, 1329; 

6 Brit . Jour. Child. Din. 1934, xxxi, 290. 

MEDITERRANEAN FEVER. ( See Undulant Fever.) 

MEGALOOOLON, CONGENITAL (Hirschsprung 5 s Disease). 

John Fraser, Ch.MF.R.C.S.Ed. 

The value of sympathectomy or ganglionectomy as a means of treating 
congenital megalocolon has been repeatedly under discussion since the method 
was first described by Royal in 1929, and we think it is correct to say that the 
majority of those who have practised the operation have been impressed by 
the benefit which it produces. But that there are two sides to the question 
is indicated by a report on three cases of megalocolon by J. Guilleminet and 
M. Latarjet. 1 They are quite frankly and openly opposed to sympathectomy 
in cases of this nature, and it is significant that in the discussion which ensued 
there was no one prepared to champion the sympathectomy procedure. In 
brief the facts are these. Guilleminet reported three cases affected with 
megalocolon, their ages being 18, 8, and 13 years respectively. All were 
examples of pronounced colon dilatation and hypertrophy, but it is perhaps 
significant that in two there was a congenital malformation of the anus, in 
one instance an imperforate anus having existed at birth, while in the other 
case the arms was vaginal in type. The first case, a girl of 18 years, was 
treated by excision of the pelvic colon, on the Mikulicz plan, and the result 
was all that could be desired. The second case, the patient being 8 years old, 
underwent the operation of lumbar ramisection, when, in the words of the 
reporter, “ four to five rami communicantes corresponding to the 4th and 5th 
lumbar nerve-roots were sectioned The result was most disappointing; 
no benefit appeared, and six weeks later a Mikulicz resection of the pelvic colon 
was done, in this instance unfortunately with fatal result. The third patient, 
a girl of 18 years, underwent a Mikulicz resection with results as good as those 
recorded in the first case. On these findings the operation of sympathectomy 
has been adversely criticized not only by the reporters but also by Dr. Patel 
and Dr. Wertheimer. 

On reading the reports one is left with the impression that the criticism 
is scarcely justified, and for the following reasons : (1) A single failure is an 
insufficient basis upon which to condemn any procedure ; (2) The period of 
six weeks which elapsed between the sympathectomy and the colon excision 
was not long enough to permit of improvement in bowel function—months 
and even years may elapse before the maximum benefit is obtained; (3) The 
removal of the rami communicantes of the 4th and 5th lumbar ganglia is an 
insufficient procedure if sympathetic denervation of the left colon is intended; 
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(4) The association of anal malformation with the colon dilatation raises doubt 
in one's mind as to whether these eases were true examples of congenital mega- 
colon—if not, the operation of sympathectomy might well yield unsatisfactory 
results. It seems, therefore, that the criticism implied in the report need not 
be taken too seriously, and, further, there is increasing evidence of the out¬ 
standing value of sympathectomy in cases of true congenital megalocolon; 
but it is obvious that much depends upon the operation being as complete 
an extirpation as possible if a satisfactory result is to be secured. 

Reference. — 1 Lyon ckir. 1935, xxxii, 343. 

MENINGITIS* (See Cerebrospinal Fever ; Ear, Affections of—Intra¬ 
cranial Complications of Ear Disease.) 

MENTAL AFFECTIONS. (See also Anxiety and Depressive States ; 
Neuroses* of War ; Psychological Treatment and its Results.) 

MENTAL ASPECTS OF GYNAECOLOGY. II. Devine, M.D., F.R.C.P. 

H. Leaver 1 emphasizes the importance of a psychological approach in dealing 
with gynaecological cases. He expresses the view that a woman, presenting 
herself for the first time about a pelvic symptom without manifest sign of disease 
of the genital organs, runs a considerable risk of being operated upon, on the 
principle that there might, after all, be some abnormal condition there, and, 
in any case, she would be better without her appendix. The writer recalls 
more than one instance in -which he has performed a curettage, a suspension 
of the uterus, and an appendicectomy for the relief of dysmenorrhoea, right¬ 
sided pain; and backache, and has been disappointed in the result. He 
feels that he has been inclined to impatience and has suggested that the 
condition was due to ‘nerves’. He considers that he should have made that 
diagnosis in the first instance. All the symptoms which may be met with in 
gynaecological practice may he functional—that is to say, they are not due to 
a physical condition ; such physical condition is the result of dysfunction of an 
organ due to mental causes ; or the symptoms may be due to normal functioning 
of an organ abnormally interpreted by the patient. Vaginismus, dyspareunia, 
pain in the lumbar or sacral region, pain in the right or left iliac fossa, dysmenor¬ 
rhoea, menorrhagia, amenorrhoea, can all be due to mental causes. 

One can easily understand ho-w vaginismus can arise. The tubular muscle 
of the vagina is under control of the sympathetic nervous system. During the 
emotion of fear there is always spasm of the vagina and anus. The symptom 
may he due to a conflict between an impulse and a fear, or a duty, or both. 
A woman may have wished to marry a man whom, for some reason, she was 
forced to renounce. She may have later married another man against her 
wishes. In her confessed or unconfessed romantic imagination she desires 
union with her true love, and she would refuse to surrender to his rival if she 
dared. Rut duty drives, and prompts her to yield herself to him, whilst desire 
turns her thoughts in another direction. A symptom, vaginismus, partly 
solves her problem. Coitus becomes so painful that cohabitation becomes 
impossible, and ceases. Perhaps a former illicit attempt at coitus by her lover 
had, because of the fear in her mind, been too painful to allow of its consum¬ 
mation. At any rate, the idea of intercourse being so painful as to be impossible 
occurs to her. She attempts to repress it, being driven to do so by the sentiment 
of duty which she has acquired by imitation from her parents or teachers. Her 
pain is real and severe, perhaps unbearable, and as a result of her conflict her 
vital energy may become exhausted. Muscular effort, which normally would 
cause no symptom of fatigue, now causes her unutterable weariness, especially 
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in the tendinous insertions of the lumbar muscle. She may develop the typical 
syndrome of neurasthenia. 

One can easily see how dyspareunia can arise. A woman whose economic 
circumstances are precarious, dreads the arrival of another infant. She may 
already have a brood of children, and another child means the beginning all 
over again of the soul-destroying grind. Her callous and unemployable husband 
will not deny himself his pleasures, and she knows only too well her wifely duties. 
Unformed in her mind, the idea of sex becomes associated with fear ; and then 
every time the sex impulse is moved it is supplanted by fear. She may have 
a slight cervical erosion with a little infiltration of the connective tissue between 
the cervix and the pelvic wall; perhaps a little lymphadenitis of a pelvic gland. 
All this might be sufficient to cause a little pain on movement of the cervix, 
but much greater pain would be unnoticed during normal sexual emotion and 
activity. But she may have felt the pain on an occasion when her sex emotions 
had not been aroused. The idea comes to her mind : “If coitus were so painful 
that it could not happen, I could never become pregnant again.” The idea 
is repressed, it recurs, and is repressed again and again. Coitus becomes more 
and more painful, and her problem is partly solved by a neurotic symptom. 
Her husband may beat her, but that only confirms her condition, and she 
attains peace through invalidism. Should she place herself in the hands of 
her medical adviser, and it is found that she has a retroversion of the uterus, 
the prolapsed position of the ovaries will be blamed, and an operation might 
be performed to replace the uterus with no result. 

The author observes that modern social life is such as to increase the possi¬ 
bilities of the derangement of genital organs of women. Modem music, founded 
on the native melodies of the most salacious race in the whole world, a race 
whose social sanctions are notoriously the loosest in the world; dancing, 
which has its origin in the savage ritual of tropical tribes; open-air sport in 
costumes which are so scanty and suggestive that simple nakedness would be 
less stimulating; the independent spirit of youth which, in our weakness, we 
tolerate and which demands an early and full expression of its individuality, 
which means the early satisfaction of every instinctive disposition we inherit; 
the tumbling authority and prestige of some of our greatest social sanctions in 
which have been preserved the best of our social laws—the church, marriage, 
the family, the nation, the professions—these things bring about a state of 
affairs in which increased sexual stimulation, together with a disinclination to 
shoulder responsibilities to the species, result in the conditions in which a clash 
is inevitable, and in which clash the individual must always suffer. 

In concluding his article Leaver cautions the practitioner who is not specially 
qualified to attempt an analysis of his neurotic patients. He points out that 
these patients are particularly prone to "transfer’ themselves to the practitioner, 
and will absorb much more time than he can possibly spare. But this does 
not mean the general practitioner can do nothing to help those patients who 
cannot adjust themselves towards their social obligations. Treatment must 
be summed up in the word "education’. The neurotic women whom the 
author describes in his paper are ill because they are ignorant—ignorant as 
regards the working of their bodies, ignorant of their own natures, and ignorant 
of the reasons underlying our social laws and moral sentiments. And they 
are ill because they have not enough self-respect. The doctor is still the family 
doctor, the wise help in time of trouble. Our success will be less in proportion 
as we merely treat the sick when they are brought to us after the damage is 
done. Prophylaxis is practised among the well; the doctor can help the children 
by using his influence to prevent the parents from crushing out the child’s 
individuality, or, by timely warning, urge them to curb in the child the impulse 
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0 i* jiiastery which, us less curbed, must lead to the inevitable clash between 
the growing youth or maiden and organized society, and from which clash 
organized society always issues victorious. The wise doctor can use his position 
of”authority and insist that the blooming daughter shall not reach puberty 
in complete ignorance of the noble part she will be called upon to play in the 
all-important""work of perpetuating our species ; that she shall learn, in spite 
of the unfair economics which make this indeed a man’s world, that after all 
woman is the noblest work of creation, and, in the last essence, man is but her 
instrument. 

Writing on psychiatric aspects of gynaecological conditions J. A. McGcorge 8 
observes that pelvic disorders may, and often do, produce definite mental 
symptoms, but, in addition, there are frequently seen women of the ultra¬ 
neurotic type who delight in recounting their various symptoms of discomfort, 
apparently located in the pelvis. These, however, on closer examination, 
are found to be part of a general condition which has no organic basis. As 
will be shown, many of these patients eventually fall into the hands of an 
over-ardent surgeon who, accepting their statements at their face value, operates 
and (let us hope) to Ms horror discovers that there is no abnormality present. 

The author hopes that the following statements will prove provocative of 
discussion or even dissension, for he proposes to disagree with certain long-held 
beliefs that various normal physiological functions in the female can, of them¬ 
selves, be productive of psychiatric disorders, and to warn those persons who 
tend to regard all pelvic pain as a legitimate excuse for immediate operative 
measures, to take into consideration the mental make-up of the person con¬ 
cerned. The latter does not, of course, apply so much to the established 
surgeon as to the neophyte, to whom the neurotic woman is a fertile territory 
for surgical exploration. 

From the earliest beginnings of established psychiatry the female pelvis 
has been regarded with a certain amount of awe, and many aspects of insanity 
have been explained by reference to some female function, normal or abnormal, 
which affords an excuse for establishing an organic basis for the condition. 
The reason for this should be obvious. An organic basis means that some¬ 
thing active can be done in the matter. Some cavity can be explored, some 
focus drained, or something extirpated with reasonable prospects of complete 
recovery, if this theory is sound. Unfortunately even the most enthusiastic 
supporters of the phvsiogenic etiology had to admit that their hopes were 
doomed to disappointment in too many instances, and gradually it has come 
to be realized that a normal woman will pass through the stresses of pregnancy, 
puerperium, and the menopause without developing a psychosis, and that it 
is the woman with an underlying psychopathic or neuropathic constitution 
who gives way under the strain, just as she would if subjected to any other 
severe trauma. 

The tables below give the results of investigation of 1000 patients admitted 
to Broughton Hall, excluding organic psychoses. For classification the cases 
fall into eleven diagnostic groups, as shown in Table I. 

From this table it may be seen that the most common psychosis present 
was a depressive state, occurring, as it did, in more than 40 per cent of all cases. 
Next came hysteria with 24 per cent, and the only other condition of any. 
considerable frequency was paraphrenia in 10 per cent of the admissions. 

About one-third, actually 32*8 per cent, of these patients had pelvic sym¬ 
ptoms of one sort or another which they believed to be of sufficient importance 
to mention during the routine examination. The relationship of these symptoms 
to the, various psychiatric conditions is shown in Table II. 

Although, the .hysterias are numerically considerably less than the depressive 
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states, when it comes to calculating the percentage of the total cases with pelvic 
symptoms, they are found to exceed all other states. Only 29 per cent of 
women, suffering from some form of depression, had a co-existing abnormal 
pelvic state, but it was present in 50 per cent of eases of hysteria, and the actual 
percentages of the total cases with this state were 07-5 per cent and 40-3 per 
cent respectively. 

Table I .— Classification op Cases. 


diagnosis 

NUMBER OF 
Cases 

Percentage 
of Total 

Depressive states 

413 

41-3 

Manic states .. 

33 

3-3 

Manic-depressive states 

18 

1-8 

Paraphrenia 

106 

10-6 

Schizophrenia .. 

72 

7-2 

Confusional states 

53 

5-3 

Hysteria 

240 

24-0 

Neurasthenia 

31 

3d 

Anxiety neurosis 

14 

1-4 

Obsessional neurosis 

13 

1-3 

Psychopathic personal ity 

7 

0*7 

Total 

1000 

100 


"Table II. —Cases with Pelvic Symptoms. 


diagnosis 

Number of 
Oases 

Percentage 
of Cinoui* 

Percentage 
of Totals 

Depressive state 

123 

29-S 

37*5 

Manic state 

8 

24*2 

2*4 

Manic-depressive state 

l 

5*5 

0*3 

Paraphrenia 

25 

23*6 

7*7 

Schizophrenia 

12 

16*6 

3*7 

Confusional state 

i 13 

24*5 

3*9 

Hysteria 

i 132 

50*5 

*10*3 

Neurasthenia .. 

i 8 

25* 8 

2*4 

Anxiety neurosis 

i 

7*1 

0*3 

Obsessional neurosis 

3 

23*0 

0*9 

Psychopathic personality 

2 

28*5 

0*6 

Total .. j 

328 


100 


An analysis of the different types of condition present gave some interesting 
information. It was found that 42 per cent of the. patients suffering from 
hysteria complained of some form of menstrual dysfunction, and that this 
was by far the commonest condition, whereas the menopause, artificial or 
normal, was associated with 12 per cent of depressive states. Both of these 
forms of mental illness, however, had one thing in common ; this was the fre¬ 
quency with which pelvic operations had occurred. The unfortunate hysteric 
suffered more from the ardent attentions of the surgeon than did the melancholic. 
The figures show that 16 per cent of these patients had been subjected to 
operations which were ill advised, as the patients’ conditions were psychical 
and not physical. Later, cases will be given to illustrate, to what extent 
operative interference may go, but for the present we shall consider the forms 
of pelvic disorder found (Table 111.) , , , 
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Tbe lieu res given so far tend to show that psychiatric disorders fall into two 
main groups from the gynecological point of view. These are the depressive 
states & and hysteria. In the further consideration of the subject the author 
deals with these conditions only. 


Table III .—Analysis of Pelvic Conditions. 


Diagnosis 

5 0 

Artificial 

MENOPAUSE 

ig 

s« 

LACTATION 

£3 

& 

§ 

B 

h 

r) 

f 

O 

H 

PS 

P-i 

Pelvic 

Operations 

h 

£3 

3 

3 

a 

pq 

Depressive states 

40 

23 

29 

6 

18 

9 

36 

0 

Manic states 

5 

— 

— 

1 

2 

— 

1 

— 

Manic-depressive states 

1 

— 

— : 

— 

— 

— 

1 

— 

Paraphrenia 

12 

5 

3 i 

1 

; 2 I 

— 

S 

2 

Schizophrenia .. .. 

12 

- —• 

— 

— 

— 

— 

2 

— 

Con fusion a 1 states 

8 

1 

1 

1 

2 

1 

4 

— 

Hysteria 

101 

12 

6 

— 

9 

14 

38 

9 

Neurasthenia 

2 

2 

2 

1 

— 

1 

3 

— 

Anxiety neurosis. . 

1 1 

— 

— 

— 

— 

— 

— 

1 

Obsessional neurosis 

3 

— 

— 

— 

— 

— 

2 

— 

Psychopathic personality .. 

1 

1 

— 

- ! 

— 

— 

2 

— 


Table IV gives some idea of the principal forms of menstrual dysfunction 
which may occur, and the proportion of these in the mental states under 
consideration. 

The percentages given in Table IV show that some menstrual disorder is 
quite a common occurrence in patients suffering from hysteria, whilst it is 
comparatively rare in the other states. The principal irregularity is dysmenor- 
rhoea, which was present in 23 per cent of all cases, an unduly large proportion, 
and probably this can be explained by the characteristic inability of these 
patients to bear any discomfort and their tendency to exaggerate any sym¬ 
ptoms in a bid for sympathy. 


Table IV .— Fob ms of Menstrual Dysfunction. 


Menstrual condition 

Hysteria 

Depressive 

States 

Irregularity in time 

41 

(17 %) 

19 (4 %) 

Amenorrhea a 

39 

(16 %) 

1C (3 %) 

Dysmenorrhea a 

55 

(23 %) 

20 (5 %) 

Menorrhagia 

21 

( 9 %) 

9 (2 %) 

Scanty flow 

| 21 

i_ 

( 9 %) 

10 (2 %) 


The author now comes to the question of pelvic operations which have been 
performed on women suffering from mental disorders. Attention has already 
been called to the fact that 16 per cent of hysterics have been in the surgeon’s 
hands, and as these patients are, in the majority of instances, comparatively 
young, the ages ranging from 15 to 35 years, it seems that such treatment can 
hardly be justified, especially when hysterectomy has been performed during 
this period of reproductive usefulness. This has occurred in 5 per cent of 
cases. The commonest operation was oophorectomy, in 8 per cent. The 
actual figures are given in Table V . 
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Although the age period for melancholies is later than that for hysterics, 
the same percentage have suffered hysterectomy—namely, 5 per cent of all 
cases in the group to which they belong. The number of instances of oophorec¬ 
tomy and salpingectomy is unduly high in these comparatively young people, 
being 8 and 7 per cent respectively. In two of the cases of salpingectomy there 
had been ectopic gestations, but there was no obvious organic condition to account 
for the operation in the other patients. No reason was given by the surgeon 
for the sterilization in the two instances quoted. Apparently it was done 
because the mental state was wrongly diagnosed and it was considered that 
further pregnancies were undesirable. 

Table V. —Pelvic Operations on Patients with Mental Disorder, 




1 Depressive 

Other 

Operation' 

HYSTERIA 

STATES 

States 

i 

Hysterectomy 

12 (5 %) 

23(5%) , 

9 

Oophorectomy 

20 (8 %) 

12 

7 

Uterine replacements j 

8 

5 

5 

Salpingectomy .. i 

17 (7 %) 

5 j 

(5 

Dilatation of vagina . . 


— 

1 

Dilatation of cervix .. 

— 

1 


Curettage 

r> 

1 

1 

Bepair ., .. i 


1 

1 1 

Sterilization 

2 

1 

i 1 


The author then comes to the consideration of the etiological factors believed 
to be responsible for the development of the patient’s mental state. These 
vary considerably, but in quite a few cases some pelvic condition was regarded 
as being responsible. The various causes and the proportion in which each 
is present can be seen in Table VI. The author is, of course, still dealing only 
with those cases in which there was some gynaecological condition. 

Table VI. —Etiology of Mental Disorder in Gynaecological Conditions. 


i.' ’ ‘ i 


Btiolouy 

Hysteria 

Depressive ; 
STATES j 

OTHER 

STATES 

Normal menopause .. 

5 

28 ! 

9 

Artificial menopause .. 

3 

11 

2 

Puerperium 

5 

20 

9 

Pregnancy . * 

20 

13 : 

3 

Menstruation 

10 

1 ; 

2 

Pelvic operation 

9 

3 ! 

2 

Frigidity 

10 

i ! 

1 

Sexual perversion 

2 

2 ! 

—. 

Marital discord 

IS 

0 

8 

Ill health 

11 

10 

10 

Worry 

35 

14 ; 

13 

Other causes 

3 

7 

9 

Unknown 

5 

- ; 

10 


This table gives some interesting information. We can see from it that in 
hysterics general causes play a greater part than gynaecological teauses in the 
etiology, the numbers being 72 and 64, whilst the reverse is true in the case of 
the depressive states, 85 and 37. In the first, pregnancy holds of place, 
as might be expected, for it is a time of stress and one for which these patients 
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are ill-prepared because of their mental instability. The most common cause 
of all is a psychogenic one—namely, worry—and this was present in 85 cases. 
Tills also is not unexpected, for it is an accepted fact that hysterics are incapable 
of standing up to adverse conditions. In the depressive states we have a 
different picture, for here the physiogcnic causes predominate, the principal 
ones being the normal menopause and the puerperium in 28 and 20 eases 
respectively. How many of these factors are actually responsible for the 
conditions they are supposed to have caused is a doubtful question, for, as 
before mentioned, they are very often only stresses exercised on an unstable 
personality which would have succumbed to any other force of sufficient 
intensity. 

In concluding the writer points out that it is of the utmost importance to 
take into consideration the psychical constitution of the patient in determining 
the value of those pelvic symptoms which can only be subjective in nature, 
such as backache, dysmenorrhoea, pain in the lower part of the abdomen, and 
other feelings of discomfort, which are always grossly exaggerated by the 
hysteric. If there should be the slightest doubt as to the genuineness of these, 
it is suggested that a psychiatrist should be afforded an opportunity of expressing 
an opinion. 

If the general practitioner and the gynaecologist could be encouraged to 
adopt a psychological approach to their patients during pregnancy, puerperium, 
lactation, and menopause, there would he fewer neurotic women and more 
grateful husbands. If the process through which the patient is about to go 
were explained to her and her fears "were allayed by a sympathetic attitude, 
then the tendency to an over-reaction would be less and the risk of the develop¬ 
ment of a state of chronic invalidism and dependence would be minimized. 

It lies within the power of the medical man whose practice is largely a 
feminine one to prevent a neurosis or even a more serious condition by the 
prophylaxis of understanding, appreciation of difficulties, and a capacity to 
recognize the danger signals of faulty adjustment, mental instability, and 
lack of emotional balance. He will then be in a position to estimate a patient's 
ability to cope with the situation which confronts her and to advise accordingly. 
If will be woe to the psychiatrist’s practice when this is generally understood, 
but the ill wind to him will blow good to the patient, and that should be his 
reward. 

References.— x Med . Jour . of Australia, 1934, xxi, Dec. 15, 770 ; Hhid , 777. 

MENTAL CONDITIONS IN RELATION TO PHYSIQUE. 

IL Devine , M.D., FM.C.P. 

J. L. Clegg 1 is responsible for a painstaking research on the relation of physique 
and character in psychotic subjects: 100 male cases of schizophrenia, 100 
male eases of manic-depressive psychosis, and 100 normal males were exam¬ 
ined anthropometrically, with a view to determining whether there were any 
differences in body proportions associated with differences in the mental state. 
As a result of these investigations, small but significant differences between 
the three groups were found. These in brief were : (1) The stature of the 
psychotic was less than that of the non-psychotic, (2) The cranial capacity 
of the psychotic was likewise less than that of the non-psychotic, (8) The 
difference in cranial capacity w r as mainly due to diminution of head length 
and height, except in the case of manic-depressive insanity, where the skull 
was also defective in breadth. (4) Apart from lack of height when viewed 
from the front, there was no departure from the normal in the shape of the 
skull amongst the psychotic. (5) The face was somewhat narrower in the 
psychotic than in the non-psychotic, and this narrowness was most marked 
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In the lower part of the face in the schizophrenic type of patient. (6) As 
opposed to the schizophrenic type, the face of the manic-depressive was shorter 
and more shield-shaped in outline. (7) The nose tended to be longer in the 
psychotic than in the non-psychotic, and in schizophrenic patients was also 
narrower. (8) The upper lip of the schizophrenic was shorter than that of 
either of the other two groups. (9) The ear of the schizophrenic was also 
both shorter and narrower than that of either of the other two groups. 
(10) The proportion of the trunk to the leg was less amongst manic-depressive 
patients than amongst schizophrenic patients or normal individuals. ( 11 ) 
Consequent upon the above, the legs of manic-depressive patients were propor¬ 
tionately longer than those of the other two groups. (12) The length of the 
arm was less in the psychotic than in the non-psychotic, this being most notice¬ 
able in the schizophrenic group. (13) Increased pelvic width was common 
amongst manic-depressives. (14) The shoulders were narrower in the psychotic 
than in the non-psychotic. (15) The neck of the psychotic was shorter than 
that of the non-psychotic. 

K. J. Campbell 2 also writes on the relation of the types of physique to the 
types of mental diseases. The author examined a group of 1203 cases whose 
weight in pounds per inch of height was recorded. She found no difference 
in four out of six comparisons. The curve for weight in pounds showed that 
the male maniac was on the average 10 lb. heavier than the male dementia 
prrecox patient. The curve in pounds per inch of height showed that the mode 
weighed 10 lb. per inch more for the male manic than for the male praecox. 
Kretschmer gives 0*30 lb. per inch difference. The author thinks that the fact 
that her group consisted of mixed nationalities, -whereas Kretschmer’s was 
purely Teutonic, may explain the difference. 

Beferenqes. — l Jour. of Mont. Sci. 1935, lxxxi, April, 297 ; 2 Jour. Abnormal and 
Social Psychol. 1932, xxvii, July-Sept. 

MEHTAI* DISEASES. _ II. Devine , M.D ., F.R.C.P. 

After-histories of Discharged Mental Patients.—L. H. Wootton, R. W. 
Armstrong, and D. Lilley 1 write an investigation into the after-histories of 
patients discharged from Ewell Mental Hospital. This is an investigation 
to ascertain the ultimate fate of certified patients who have been discharged 
from mental hospitals as 4 recovered ’ or 4 relieved The inquiry was conducted 
by personal interview in all cases, except in those who were dead, untraced, 
or again certified in a mental hospital. The few exceptions to this rule were 
those who had moved away to a distant part of the country, and these were 
communicated with by letter. The investigation in the home was carried 
out by a social worker, trained to the work and with considerable experience 
of mental cases. She was able to interview the patients, to note their mental 
condition and environment, and to amplify her observations if necessary by 
further inquiries of relatives, etc. In this way a complete picture of each 
patient’s life since discharge was obtained, and the knowledge gathered falls 
chiefly under the following heads : (1) If still in good mental health, (2) If 
there had been any mental relapse necessitating re-certification, or ‘nervous 
breakdown’ treated at home or outside mental hospitals since discharge. 
(3) If the environment were natural or sheltered ,* the patient’s capacity for 
earning own living, or carrying on house-work satisfactorily in the case of 
married women. 

As a considerable proportion of the admissions to Ewell during the years 
under review happened to be of the dementia praecox type, the writers have 
taken the opportunity of ascertaining the number of these admitted and 
discharged, and the after-history of these cases since they left the hospital. 
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Attention lias also been directed towards the effect of subsequent childbirth 
in patients who had previously been admitted and recovered from a psychosis 
connected with pregnancy or the puerperium, as this must have an important 
bearing on the question of sterilization of women whose mental breakdown 
lias been due to child-bearing. 

The tables show the collected results of the investigation. 


AVERAGE 

Year Number 

| CERTIFIED 
; T'AT 112 NTS 


1928 .. ; 422 

1929 .. ! 427 

1930 .. I 431 

1931 151 ..I 413 


Table I. 


Number of 

Number 

Direct 

, Discharged 

Certified 

: Recovered 

Admissions 

; or relieved 


135 

52 

S4 

54 

57 

1 29 

41 

21 


Percentage 

OF 

Discharges 

Number 

OF 

Discharges 

traced 

38-5 

44 

63-3 

45 

50*8 

20 

51*2 

10 


* Number of certified admissions small owing to the reception of many voluntary patients under the 
Mental Treatment Act, 1930. 


Table II . 


y . ; Mode of 

xuuv | mSEIIAEGE 

Numbers 

Discharged 

\\\ 

1028 ; Recovered 

38 

20 

; Relieved 

6 

2 

1929 ; Recovered 

40 

26 

Relieved 

5 

0 

1930 | Recovered 

23 

16 

| Relieved 

3 ! 

1 

1931 Recovered i 

14 1 

5 

! Relieved | 

2 I 

1 

Totals | 

131 i 

77 


Results 


s. 

r. 

It. 

. I. 

0 

1 

4 

7 

1 

1 

1 

1 

1 

3 

4 

C 

1 

1 

0 

3 

1 

0 

3 

3 

1 

0 

1 

0 

0 

1 2 

4 

3 

I 

0 

0 

0 

6 

8 

17 

23 


W. — Completely well since discharge. 

A ~ Has remained weU in a sheltered environment. 

r. == A minor relapse without the necessity for hospital treatment. 

K. « Has had one or more major relapses ‘in a mental hospital, 

I. = Certified insane at the time of inquiry. 


Table III . 


Tear 

Number 

NI HI HE J 



RESULTS 



Admitted 

Discharged ; 

j " r . 

S. 

r. 

ll. 

i. 


1928 

36 

13 

! 6 

1 

o 

- — 

2 

2 

<> 

1929 

28 

18 

7 

0 

I 

3 

3 

2 

4 

1930 

21 

7 

3 

! o 

o 

0 

3 

1931 | 

19 


; 2 

0 

2 i 

i 2 

t 

' 0 

Totals 

_____ 1 

104 ; 

47 

i 18 

l 

3 

9 

7 

9 


IT. * 

L T n traced. 

Other lettering as in 

Table ll 

- - . « . . 




Table I shows the number of cases discharged recovered or relieved, the 
percentage of such discharges on the direct admission-rate, and the number 
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traced in each year during this research. The average number of certified 
patients resident during the year is included for comparative purposes. 

Table II gives the results of the general inquiry, showing the degree of 
recovery and its permanence up to the present time. 

Table III shows the figures under the same headings as Table II for all those 
eases who were clinically diagnosed during their stay in hospital as dementia 
praecox. 

Table IV contains a similar analysis of the puerperal cases. 


Table IV .— Analysis of Puerperal Cases Admitted 1928-31. 

Number admitted .. 24 

Number discharged .. .. 16 

Still certified .. .. .. 5 

Died .. .. .. .. 1 

Transferred under certificate .. 1 

Discharged since 1931 .. .. 1 

Results of Discharges 

Total . ----- -- -a--- 

W. S. r. R. I. u. 

16 8 0 0 2 2 4 

Of the 8 £ W’ cases, 7 had one or more children since discharge,* 

Lettering as in Tables II and III . 

It will be seen by Table IV there were 24 cases admitted during the four years 
under survey who were suffering from psychosis connected with pregnancy 
or the puerperium. Of the 12 of these who w r ere discharged and have been 
traced, no fewer than 8 have remained well up to the time of inquiry, while, 
of these, 7 have had one or more children since discharge without any mental 
symptoms. This suggests that possibly the importance of pregnancy or the 
puerperium as a precipitating factor in an attack of insanity has been over¬ 
rated ; in many cases the occurrence of the two conditions may be merely 
coincidental; further research is obviously indicated in this connection on 
account of its bearing on the question of sterilization, or the giving of 
contraceptive advice to those who have recovered from a puerperal 
psychosis. 

Conclusions. —During this investigation into the after-history of discharged 
certified patients of Ewell Mental Hospital, several suggestions arise which 
are of some interest: (1) In many cases an isolated psychotic attack carries 
with it a favourable prognosis with little tendency to recurrence. (2) There 
appears to be a ‘ danger period'’ about a year after discharge when the tendency 
to relapse is maximal. After this the probability of recurrence tends to 
diminish, except in the ease of schizophrenics. (3) Cases of dementia praecox 
show the same ‘ danger period ’ at the end of a year, and in addition a further 
critical time about a year later. (4) The authors have been impressed by the 
number of instances in which clinically typical schizophrenics show no traces 
of the 6 praecox ’ attitude persisting a considerable number of years after re¬ 
covery. (5) The importance of pregnancy of the puerperium as a precipitating 
factor in an attack of insanity is questioned. (6) In view of these findings 
a regular follow-up of discharged cases appears highly desirable in order to 
ensure any necessary treatment before the psychosis becomes fully re-established. 
(7) Further investigation on these lines over a larger group of cases would 
appear to be profitable. 

Reference.— l J.our, Ment . Sci. 1935. 
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SKESB3KTEBY, SURGERY OF. A. Rendle Short , MJX, F.R.C.S. 

Malignant Tumours of the Omentum.—About 75 of these appear to 
be recorded in the literature. They are mostly to be classed as sarcomata. 
TL K. Ransom and P. C. Samson, 1 who report a case, say that accurate diagnosis 
is difficult. There is usually abdominal pain and a tumour, coupled with loss 
of weight, dyspepsia, and sometimes a bloody ascites. The prognosis is very 
unfavourable. 

Mesenteric Cysts.— C. S. Roller, 2 of California, has had 3 cases, all doing 
well after operation. About 500 have been put on record, but the mortality 
is higher than it should be because only too often the patient does not come 
under observation till some complication has ensued. The presence of a freely 
movable, rounded, cystic mass, not tender, should suggest the possibility of 
a mesenteric cyst. 

Mesenteric Thrombosis.—Papers appear on this subject by W. J. Paul 
Dye, 2 and by S. Warren and T. P. Eberhard. 4 There is usually some pre¬ 
existent cardiac disease. The onset may be sudden with severe abdominal 
pain, bloody vomit, bloody stools, and a palpable abdominal mass. In many 
cases, however, the picture is simply that of an acute intestinal obstruction! 
It is seldom possible to distinguish between arterial embolism and venous 
thrombosis on symptoms ; figures differ greatly as to which is the commoner. 
In Warren and Eberhard’s scries nearly all were arterial, but they worked at 
a cardiac clinic, and consider that in general hospital practice the varieties 
are about equal. Occasionally a patient has been saved by early intestinal 
resection, ’which may be survived even when very extensive. 

Reeekexces.— 1 Ann. of Surg, 1934, Sept., 523 ; 2 Sung. Gynecol . and Ohst. 1935, 
Jane, 1128 j 2 New Eng. Jour. Med. 1935, Jan., 105 ; *Surg. Gynecol, and Ohst 1935, 
July, 102. 

MUMPS. J. D. Rolleston , M.D., F.li C.P . 

Symptoms.—C ases of j primary mumps orchitis and meningitis are reported 
by C. M. Hoogenboom 1 and A. Martinelli 2 respectively. Hoogenboom’s patient 
was a man, aged 35, who developed right orchi-epididymitis and inflammation 
of the vas deferens nineteen days after liis daughter had been attacked by 
mumps. He had had no injury to the testis and there was no evidence of 
gonorrhoea. Six days later his two sons showed bilateral parotitis, and the 
following day he developed left parotitis himself. Complete recovery took 
place without any testicular atrophy. 

Martinelli’s patient -was a boy, aged 5 years, who developed meningeal 
symptoms with hypertension of the cerebrospinal fluid which lasted three days, 
and then left parotitis appeared. Six hours later the hyperesthesia and 
rigidity subsided, and complete recovery took place. The neurotropism of 
the virus seems to have been caused in this case by the patient’s being an 
epileptic subject. 

C. B. McKaig and II. W. Woltinan, 3 who record a personal case with a review 
of the literature, state that the incidence of involvement of the nervous system 
in mumps varies with different authorities from 1 to 100 per cent. It is uncer¬ 
tain whether the same agent is responsible for both the parotitis and the nervous 
symptoms, or whether the former illness activates a virus already present in 
the nervous system as in post-vaccinial encephalitis. The present case was that 
of a girl aged 16, who about a fortnight after a mild attack of mumps developed 
symptoms of myelitis which resulted in complete flaccid atrophic paralysis of 
the lower limbs. When seen six months after the onset no improvement had 
occurred and pyelitis had developed. 

Reeebexces.— 1 Nederl. Tijds. v. Geneesk. 1934, Ixxviii, 3275 j z Pediatria , 1934, xlii, 
1452 j z Arch. Neurol . and Psychiat. 1934, xxxi, 795. 
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MUSHROOM POISONING (Mycetism). 

Macdonald Critckley, M.D., F.R.C.P. 

Deaths after the ingestion of mushrooms have been known to occur since 
the earliest times. According to E. S. Bagnall 1 the victims of this kind of 
poisoning include the wife and family of Euripides, Pope Clement III, and the 
widow of Tsar Alexis. The Emperor Claudius I is often cited in illustration, 
but according to Tacitus the emperor was killed by the addition of some 
poison to a ragout of mushrooms. For many years a variety of mushroom 
(Agaricus muscarius) has been taken by the inhabitants of Siberia as a deliriant 
and intoxicant. L. Levan 2 has given a most interesting account of this ‘fly¬ 
agaric inebriety’, as it is commonly called. The effects appear within the first 
hour or two after ingestion ; an initial twitching and tremulousness of the 
limbs is followed by a feeling of euphoria or exhilaration. Hallucinations 
both auditory and visual develop, and excitement, delirium, or anxiety may 
occur. The pupils dilate, and may cause macropsia or an illusory magnification 
of external objects. In well-marked cases of intoxication the excitation 
reaches a frenzied pitch, in which the subject may dance or rush around until 
he sinks into a state of exhaustion coloured by bizarre and pleasurable phantasies. 
Lewin believes that the rages of the old-time Berserkers may have been due 
to agaric intoxication. A most curious feature of this type of inebriety is 
that the urine of the person under the influence of agaric also possesses intoxi¬ 
cating properties. As soon as the victim finds that his inebriety is decreasing 
he drinks his own urine, or that of another. 

The literature upon the subject of accidental poisoning from mushroom is not 
extensive. According to Paidet, 3 whose paper, written in 1793, was the first 
treatise on the subject, there were more than 100 deaths from mushroom 
poisoning in Paris from 1749 to 1788. Statistics suggest that there is a marked 
increase in the incidence of ‘mycetism’—as it is sometimes called—of recent 
years, due in part, at least, to the consumption of wild varieties. Owing to 
the depressed state of Central European countries since the War, dried mush¬ 
rooms have been extensively used as food, containing, as they do, more nitrogen 
than meat. 

In 1923, W. W. Ford 4 proposed the following classification of the types of 
mushroom poisoning :— 

1. Gastro‘intestinal .—With severe diarrhoea and vomiting. Rapid, recovery is the 
rule. 

2. Choleriform .—Diarrhoea and vomiting associated with severe abdominal pains, 
jaundice due to hepatitis, and toxic nephritis. The mortality is at least 50 per cent, 
delirium and coma being common terminal symptoms. 

3. Nervous .—Initial gastro-intestinal symptoms are followed by salivation, laehryma- 
tions, and sweats. Giddiness, confusion, delirium, convulsions, and coma supervene. 

4. Sanguinary .—Initial gastro-intestinal symptoms are followed by rapid haemolysis 
causing anaemia, jaundice, and haemoglobinuria. The mortality is low. 

6. Cerebral .—Characterized by excitement, hallucinations, and dilatation of the pupils. 
Recovery is the rule, although collapse may occur. 

According to a recent paper by Van der Veer and Farley, 5 the species of 
mushroom known, as Amanita phalloides is responsible for over 90 per cent 
of the deaths from mycetism. Some of the other deaths are due to Amanita 
muscaria. Both grow widely in the United States, resemble closely the true 
edible mushroom, and possess a delicious flavour. The authors point out the 
fallacy of the common test for edibility of a mushroom, by noting whether or 
not a silver object placed in the cooldng utensil becomes tarnished. 

Van der Veer and Farley suggest that mushroom poisoning as it occurs in 
America can be divided into tw r o main types : (1) The rapid type (mycetismus 
nervosus) due to Amanita muscaria ; and (2) The delayed type (mycetismus 
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eholeriforinis) flue to the various kinds of Amanita phalloides. In the former 
,t*TOup the responsible toxins are muscarin and ‘mushroom atropine’, autonomic 
nervous stimulants which are antagonized by atropine. The toxins of the 
latter group are less well defined, but comprise ‘phallin’ (or Amanita hmmolyria) 
and 1 amanita toxin’, which is probably either an indol derivative or an 
aromatic phenol combined with an amine group. 

Symptoms in the ‘rapid’ type of mycetisra (due to the action of muscarin) 
appear within a few minutes to three hours after ingestion. They comprise 
salivation and lachrymation ; abdominal pains, nausea, and vomiting; slow, 
irregular pulse ; contracted immobile pupils; dizziness, confusion, with 
convulsions, and coma in severe cases. In fatal cases death occurs within 
a few hours. On the whole, however, the prognosis is good, especially if the 
patient is treated with atropine. 

In the ‘delayed’ type, symptoms appear from six to fifteen hours after 
ingestion. There is a sudden onset of abdominal pain, nausea, vomiting, and 
diarrhoea ; thirst ; often anuria ; jaundice after two or three days ; cyanosis 
and coldness of the extremities; prostration, coma, and death from the fifth 
to eighth day. The mortality is severe, being often 50 to 70 per cent. 

In the two fatal cases of delayed mushroom poisoning recorded by Van der 
Veer and Farley, autopsy revealed, in addition to acute toxic hepatitis and 
nephritis, widespread changes in the brain. These last were studied in detail 
by E. Mareovitz and B. J. Alpers. 6 There was marked oedema of the brain 
and meninges, with a widespread affection of the ganglion cells, especially in 
the cortex. The glial apparatus also showed considerable toxic changes. In 
addition to the foregoing evidences of a regressive nature there were abundant 
signs of a proliferative and infiltrative process. Not only were the cells of 
the cerebral cortex grossly affected, but also those of the cerebellum, brain¬ 
stem, and hypothalamus. The authors regard their eases as representing 
pathologically a non-suppurative toxic encephalitis. 

Although Clark, Marshall, and Rowntree 7 were of the opinion that the 
nervous symptoms were due to uraemia rather than to the effect of any 
‘ neurotoxin it is probable that the cerebral changes are due to the independent 
toxic encephalopathy. This view is confirmed by a personal case where, 
following an initial period of vomiting, diarrhoea, and colic, a flaccid paralysis 
developed rapidly in the muscles of the shoulder girdle and upper arms. No 
sensory changes appeared, and the pathological process was probably in the 
nature of an acute toxic motor neuronitis, located in the ventral horn cells 
of the cervical spinal cord. 

W. Steinbrinck and H. Munch 8 said that the neurological manifestations 
of mycetisra were of two types, central and peripheral. The former included 
drowsiness, spasms and convulsions, blindness, sensory disorders, and disturb¬ 
ances of sphincter control. Among the latter are included paralysis of the 
limbs with impairment of sensation. The authors attributed the last to a 
toxic neuritis associated with changes in the voluntary muscles. 

Another case of cerebral mycetism has recently been reported by Benedek 
and Nagy, 9 in winch a state of Ivorsakow-like delirium with meningismus 
succeeded a preliminary bout of vomiting and headache. The authors tend 
to attribute the poisoning in tins case to a secondary infection of dried mush¬ 
rooms by bacteria, a process which is known to liberate toxins. 

References .— 1 Boston Med . and Surg. Jour. 1914, clxxi, July 16, 111 ; a Phantastica , 
1931, London ; z Traite des Champignons de France , 1793 ; *Trans. Assoc. Amer. Phys. 
1923, xxxviii, 225 ; 5 Arch, of Internal Med. 1935, v, 773 ; *Arch . of Neurol, and Psychiat. 
1935, xxxiii, 53 ; 7 Jour. Amer. Med. Assoc. 1915, lxiv, 1230 ; & Zeits. f. klin. Med. 1926, 
eiii, 108 ; 9 Hughlings Jackson Memorial Volume , published by the Clinic for Nervous 
and Mental Diseases, Debrecen, Hungary, 1935, No. 15. 
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MYXCEDEMA, HEART IN. (See Heart in Myxcedema.) 

NASAL ACCESSORY SINUSES, DISEASES OF. 

F. W. Watkyn-Thomas , F.R.C.S. 

Chronic Infections.—In opening a discussion at the Royal Society of 
Medicine' 1 on the treatment of chronic infections of the nasal accessory sinuses, 
Ferris Smith said that, although there was general agreement as to the treat¬ 
ment of acute and subacute sinusitis, there was sharp difference of opinion 
as to the treatment of chronic cases. His remarks were confined to that group 
of chronic cases in which intelligent intranasal treatment, including conservative 
surgical measures designed to give drainage and ventilation, had failed to cure 
the condition, and where the changes in the sinuses were so advanced that no 
form of management could bring about a return to the normal state. The 
discussion was limited to the upper sinuses, frontal, ethmoid, and sphenoid, 
hut the principles apply also to the antrum. In these chronically infected 
sinuses the lining is diseased, and there is often periostitis and osteitis. The 
object of operation must be to remove all the diseased tissue, and, as the cells 
lie in a dangerous area, this can only be done safely and efficiently by open 
operation under direct vision, and with a bloodless field. 

The operation recommended by Ferris Smith is shown in Plates L-LIIJ. 
It will be seen that it closely resembles that described by W. G. Howarth, 
of which an account was given in the Medical Annual for 1922 (p. 286), 
but has some additional points in technique. These are : (1) Ligation of the 
posterior ethmoidal and sphenoidal vessels ; (2) The formation of a muco- 
periosteal flap to expose the floor of the sphenoid; (8) Skin-grafting of the 
opening into the frontal sinus. 

Lowndes Yates drew a distinction between 4 closed ’ and 4 open ’ sinusitis. 
In closed sinusitis the ostia are obstructed ; effective cleansing cures the majority 
of cases ; it is only in the minority that operation is needed. When operation 
is needed it should be radical. In open sinusitis cleansing alone is usually 
adequate. Yates has devised a special irrigation pump, which he believes is 
an improvement on the method of Proetz (see Medical Annual, 1933, p. 311). 
V. Gill-Carey agreed with Ferris Smith on technical grounds. He had found 
that external operation gave 4 extremely good ’ results for the ethmoid, but in 
many cases the results for the frontal sinus were only satisfactory for a limited 
period. After a year or two there was reinfection and stenosis of the opening. 
He bad not found skin-grafting a successful remedy. In asthmatics the results 
were good at first, but the relief of asthma was only temporary. Here the 
trouble was allergic changes, not infection. W. Howarth did not agree that 
it is always necessary to remove all the mucosa. He, like Gill-Carey, found 
difficulty in maintaining the patency of the frontal opening, but his results 
had been improved by skin-grafting. Bedford Russell made a preliminary 
report on a plastic operation on the fronto-nasal duet, which consists of removing 
the bone enclosing the duct without encroaching on the mucosal lining. Such 
a method ensures patency, as the mucosa is nowhere injured. G. H. Howells 
agreed with Howarth that the mucosa of the frontal sinus can often be preserved, 
lie believed that if a portion of the basal process of the maxilla is removed 
there is less chance of stenosis. E. Watson-Williams was opposed to total 
removal of the middle turbinal even in old-standing polypoid disease, and 
believed that mucous membranes would usually recover if the cells were drained 
and ventilated. Herbert Tilley doubted the practicability of performing Ferris 
Smith’s operation under local anaesthesia in this country, and agreed that it 
should only be used when conservative methods failed. J. F. O’Malley 
suggested that osteitis was the real problem. In the antrum osteitis was rare, 
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except as the result of dental sepsis, but the small, cramped ethmoid cells could 
fee compared to the cells of the mastoid. 

[The points which arise from a study of this discussion are that in many cases 
of sinusitis treatment is unsatisfactory, and the methods are still debatable. 
It is clear that the operations are never without risk ; that external surgery 
has certain advantages in safety and, perhaps, in efficiency. What is not clear 
is, what are the indications which make it advisable to abandon conservative 
measures and proceed to major surgery ? Severe and unrelieved pain, definite 
evidence of septic absorption, or a degree of obstruction by polypi sufficient 
to make life a burden may be accepted as justifiable indications, but the mere 
presence of 1 catarrh discharge, and intermittent obstruction should not tempt 
us to embark on operations of a severity incommensurate with the disease.— 
F. W. W.-T.] 

Accessory Sinusitis in Children.—This is attracting considerable attention. 
S. D. Greenfield 2 deals with sinusitis in children associated with orbital compli¬ 
cations. He regards acute sinusitis as an “exceedingly common” complication 
of acute upper respiratory infections in children, and limits his remarks to those 
eases in children in whom there is a suggestion of extension of the infection 
from the sinuses into the orbit. He believes that antral and sphenoidal 
suppurations never cause the orbital complications which he describes, and 
that the cases which are said to have been caused by frontal sinusitis are really 
ethmoidal suppurations with secondary invasion of the frontal sinus. 

Contrary to frequently expressed opinion, he points out that some ethmoid 
cells are present at birth, and after the second year they develop rapidly. In 
children the os planum of the ethmoid is more pliable than in the adult, and 
can be easily displaced outw r ards into the orbital cavity by distension of the 
cells ; also, the orbital periosteum is easily stripped off the os planum. Thus, 
in children, distension of the ethmoid cells may cause compression of the orbital 
contents, with a corresponding rise of intra-orbital pressure. This in turn causes 
compression of the orbital veins and lymphatics with oedema of the lids and 
chemosis of the conjunctiva. The distension of the cells may be so great that 
the globe may be displaced downwards and outwards with apparent exophthal¬ 
mos. In spite of the severity of the symptoms there is no induration and no 
fixation of the globe, because the condition is, clinically, extra-orbital. The 
presence of these two signs indicates a true orbital invasion, either by necrosis 
of the wall or by the blood-stream ; in their absence the condition should be 
regarded as still amenable to nasal treatment. 

In diagnosis, Greenfield places a high value on the nasal endoscope, and 
pays tribute to the work of Watson-Williams on this subject. He urges also 
the importance of radiological examination, but admits that it is difficult to 
demonstrate accurately the outward displacement of the lamina. Apart from 
tortuosity of the retinal vessels the fundus is usually normal. 

In the discussion of treatment, Greenfield remarks that, although operative 
measures are absolutely necessary when an orbital phlegmon is present, there 
is a great risk of meningitis following orbital or ethmoidal operations in children. 
Surgery should, therefore, be the last resort in those cases in which the infection 
is still really confined to the sinuses. He advises the instillation of 5 to 10 min, 
of 3 per cent ephedrme sulphate into each nostril, with the head held fully extended 
in the Proetz position for ten minutes. This is followed by suction, which 
must not be strong enough to cause severe pain or rupture of the capillaries. 
Unfortunately the precautions against excessive suction are not very precisely 
described. 

Cecil Cantor 3 finds that 67 per cent of his patients in the Children’s Hospital 
in Melbourne have accessory sinusitis ; children who always have colds are 
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nearly always eases of sinusitis. The discharge is mucopurulent, and crusts 
may form, but atrophy and ozaena are rarely seen. Skiagrams assist in diagnosis, 
but puncture and lavage are the only absolute proofs. It is widely believed 
that removal of tonsils and adenoids will cure most cases of sinusitis in children. 
There does not seem to be any reason why it should do so, and Cantor has found 
that it rarely does any good. As a matter of fact the history of nasal discharge 
and obstruction is taken only too often as an indication for tonsillectomy and 
removal of adenoids ; this is one of the most common causes of unjustifiable 
tonsillectomy, and the depressing results are a matter of common observation. 
Otitis media is a frequent complication, and may completely mask the causal 
sinusitis. Bacteriological examination does not seem to be much help. 

Most cases are curable by conservative treatment, such as an alkaline nasal 
douche and 20 per cent argyrol. Puncture and lavage of the antrum must 
usually be done also, but permanent intranasal drainage is rarely needed, and 
ethmoidal operations more rarely still, as treatment of the antrum usually clears 
up the ethmoiditis. Attention to general health is most important. It must 
always be remembered that in many eases the condition is infectious ,* in other 
cases the so-called 4 sinusitis 5 is really allergic, and this side of the problem 
has still to be worked out. 

V. Thorkildsen, 4 in the Polyclinic at Skien, examined in ten months 204 
children of ages from 7 to 12 years, suffering from various diseases ; in 128 
there was nasal obstruction or rhinitis ; in 10 there was chronic maxillary 
sinusitis, with or, without ethmoiditis. The symptoms are those of chronic 
rhinitis, but especially unilateral, and in addition there is often headache, 
slight foetor, and a tendency to acute pyrexial attacks. Thorkildsen regards 
skiagrams as unreliable in children ; asymmetry or lack of development of 
a sinus may give the appearance of sinusitis when there is none. He regards 
proof-puncture as the only certain means of diagnosis. 

Bacteriological examination and a study of the blood-sedimentation tests 
lead him to believe that this form of sinusitis is not a true infection, but that 
the sinus secretions form a culture medium in which the organisms can thrive, 
and, although not themselves very virulent, can cause chronic inflammation of 
the mucosa and thus establish a vicious circle. Treatment by conservative 
measures, lavage, vaccines, and attention to the general health usually cures 
the condition. Adenoids should be removed if present. Occasionally surgical 
drainage of the sinuses is necessary. 

Fulminating sinusitis is a formidable condition, and all information about it 
is valuable. F. Lederer 5 regards the essential features as swellings of the face, 
involvement of bone, and intracranial signs accompanying nasal sinusitis. He 
agrees wdth Turner and Reynolds that the spread to the cranium is usually 
by a thrombo-phlebitis. The condition is most common in children, where the 
walls of the sinuses are thin and the blood-supply is abundant. 

When only simple oedema of the lids is present treatment should be conserva¬ 
tive ; in cases where the external swelling is greatest the general symptoms 
are often not so severe. If the disease advances drainage must be provided 
through the least damaging approach. It is probable that bad results attributed 
to interference in the later stages are really due to the disease, and the results 
would have been equally bad if nothing had been done. In osteomyelitis of 
the upper jaw he believes that the disease of the bone is secondary to thrombo¬ 
phlebitis ; if this is correct, the cavernous sinus is already infected and surgery 
of the jaw is useless. 

W. J. McNally® describes four cases of acute fulminating frontal sinusitis. 
He regards these cases as rare, if we exclude from the category cases due 
to injuries, such as fractures and scalp wounds, eases following the acute 
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exanthemata, aim cases which are exacerbations of a chronic sinusitis. Ail 
McNally's patients were young, ag’ecl from 13 to 10; in three there was a 
previous head cold, but there was no evidence of any oilier nasal trouble, 
in all of them there was rapidly advancing oedema of the lids and forehead 
with severe headache., high temperature, and toxic signs. In two cases an 
abscess of the frontal lobe developed. All the patients recovered. 

If there are signs of severe general and local reaction, the sinus should be 
drained externally, but with as little damage as possible to the bone and soft 
tissues. If there' is no evidence of chronic disease, McNally does not interfere 
with the naso-frontal duct. Unless there is evident osteomyelitis in the anterior 
wall it is probably sufficient to drain through the floor; if osteomyelitis is 
present, the bone should be widely resected. It is probably good surgery to 
remove the posterior wall of tlie sinus at the first operation. 

Ionization.—In view of the claims made as to the treatment of infective 
conditions of mucosa by ionization, particular attention must be paid to the 
researches of B. J. McMahon. 7 He found, first, that inert foreign particles, 
such as carbon granules, can be driven into the tissues ; with ionizable solutions 
(silver colloids) there is a localized ieucoeytosis, and this is the same and of 
the same degree whether an ionizing current is used or not. That is to say, 
an ionizable solution may react spontaneously to the electric forces of the 
tissues without any extraneous ionization. On this hypothesis ionization has 
no advantages over passive contact in a mucosal-lined cavity. Definite 
destructive changes follow ionization, especially with zinc sulphate ; these 
are fragmentation of epithelium, oedema, and subepitlielial haemorrhage. The 
general response to the galvanic current is an engorgement of the subepitlielial 
capillaries. Diathermy causes an advantageous change without any destruction. 

[These experiments were carried out on normal uninfected mucous membrane, 
and it is possible that in an infected mucosa the limit of resistance to the entry 
of ionized particles may be different. But the possibility of destructive changes 
must be remembered when we consider the advisability of using the method. 
McMahon suggests that a definite place for ionization as an intranasal method 
may be found in introducing vaccines and bacteriophages.—F. W. W.-T.] 

References.— l Proc . Roy . Soc. Med . 1935, xxviii, 963 ; 2 Laryngoscope, 1934, xliv> 
683 ; 31 Med. dour. Australia, 1935, Jan. 5, 1 ; 4 Acta Otolaryngol . 1934, xx, 340 ; & Surg ■ 
Gynecol, and Obs . 1935, lx, 645 ; 0 Trans . Amer. Laryngol. Assog. 1934, 97 ; 7 Ibid . 35. 

NEPHRITIS AND NEPHROSIS. (See Renal Diseases.) 

NEUROSES OF WAR s THEIR PERSISTING EFFECTS. 

11, Devine , M.D., FJt.C.P. 

The Ex-Services Welfare Society, the organization started by Sir Frederick 
Milner, called its constituents together for a conference in London on the 
persisting effects of war neuroses. 1 Edward Mapother, who presided, said 
that for ten years he had been working for the society as a consultant in 
London, and during that time he had interviewed about 2000 patients, but 
he had seen little of the severer cases such as reached the mental hospital. He 
thought the Ministry of Pensions had steered a middle course between extravagant 
generosity and a too niggardly questioning of claims, and the fact that a large 
number of men who before the war had every prospect of full and successful 
lives had been left, after all possible treatment, to eke out existence on a pittance, 
was not a criticism of the Ministry ; the criticism was rather of psychiatry. He 
propounded the following questions for discussion :— 

To what extent are the chronic incapacities which seem to have arisen in the 
war really attributable to war experience, and to what extent to inherent 
neuropathic weakness ? 
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Granted that at present there exist men suffering from these; disabilities, 
what can be done, either to improve their present condition by treatment or 
to mitigate their lot by providing an environment to which they can adjust V 

In what way and to what extent can the work of the Ministry he supplemented 
by unofficial organizations ? 

In the event of a future war, what more can be done in tin; light of experience 
to prevent the development of chronic sequels in the inevitable nervous 
casualties ? 

Organic Conditions In Relation to Military Service.— In Mapothers 
experience the organic conditions most often presenting themselves and 
raising the question of possible relation to military service were, during the 
earlier years, epilepsy, general paralysis, and alcoholism ; somewhat later 
post-encephalitis ; and in recent years premature senility and arteriosclerosis, 
not infrequently associated with Parkinsonism of the arteriosclerotic or 
degenerative type. With regard to epilepsy, it was inevitable that in a 
population of the age distribution of the Army epilepsy should have started 
during the war, but, apart from that, his own impression was that the large 
majority of the alleged instances of epilepsy ascribed to the war turned out to 
be hysteria or some form of anxiety attack, mistaken for fits or petit mal. 
As for general paralysis, he believed the Ministry conceded that war stress 
might have operated in the case of a man developing the disease in the first 
few years after the war. The relation of alcoholism to mental and nervous 
breakdown was a very large problem in the earlier years ; it had shrunk 
in importance lately, but it was related to a still larger and more difficult 
question, where the outstanding change was of a moral nature, cases in which 
it was difficult perhaps to give a properly detached sympathy. About ten 
years ago many difficult problems were raised by a considerable number of 
men presenting themselves with what was undoubtedly post-encephalitic 
Parkinsonism, and some in the earliest stages of the disease obtained pensions. 
The passage of time had brought it about that a number of those who served 
twenty years ago were now suffering from premature senility. It was often 
hard to discover how far present symptoms were a relic of old neuroses or a 
product of new vascular disease. 

Functional Neuroses and Psychoses.—Mapothers own impression was 
that in dealing with gross functional cases the Ministry had leaned to the side 
of generosity, and that most cases of schizophrenia and manic-depressive 
insanity now in Service hospitals would have been in much the same condition 
if the war had not occurred. That was quite consistent with the fact that a 
number of acute psychoses occurred in which war-time stress was the main 
factor, but he thought most of such eases cleared up. It was quite different 
with the relatively minor psychoneuroses. In many of these he felt that the 
whole condition was initiated by the war, and that men who, apart from that, 
would have passed their lives normally, were left with residues of their original 
neuroses or were sensitized so as to develop emotional disturbance with undue 
readiness under subsequent stress. It was possible, of course, to hold that 
the influence of the war had passed away, and that there was a constitutional 
weakness manifesting itself from time to time spontaneously or under stress. 
That might be true in a minority of eases, but it was illogical to take the line 
that neuroses must be attributable either to military service or to civil condi¬ 
tions, and that to qualify for pension or treatment the disability must be 
wholly due to military service. That was an example of the fallacy of the 
single cause—a fallacy rampant in psychiatry. The proof of continuity should 
not be too rigidly insisted on before official help was given. Many of the best 
type of men who had employment on discharge did not apply for pension until, 
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alter years of struggle, they were beaten by economic difficulty. It was also 
possible, and in keeping with the clinical picture, and even with laboratory 
findings, to regard the first attack of neurosis due to war stress as sensitizing 
a man to similar stress in the future. Even though overt manifestations had 
meanwhile disappeared there persisted a tendency to break down under later 
stress, such as bereavement or unemployment. It was very common to find 
the apparent cause of the fresh breakdown an event which appeared to arise 
wholly out of civil life ; but on a less superficial view these civil events precipi¬ 
tated^ secondary effects of the old neurosis. A neurosis, while not enough to 
make a man incapable of work, might be such as to rank him among those who 
were sacked when a‘season of bad trade began. It was difficult for civil 
regulations to take account of such remote though valid connections. 

Present-day Neurasthenia.—By the term ‘neurasthenia’ Mapother said 
lie intended an altogether more negative syndrome—in fact, an asthenic or 
exhaustion state the physical evidences of which were headache, insomnia, 
fatigability, loss of appetite, and constipation, and the mental accompaniments, 
lack of interest and energy, dejection, and pessimism. In earlier days anxiety 
neurosis was by far the most common of the war psychoneuroses, and second 
in frequency came hysteria. It was commonest in men of low morale, some¬ 
times low intelligence, while the more passive or negative syndrome to which 
he applied the term ‘neurasthenia’ was at first rather rare. His impression 
was that localized hysterical disabilities, such as paralysis of the hand or foot, 
were getting rare, that even the hysterical simulations or exaggerations of 
anxiety states, such as tremor, staggering, or stammer, were also less common. 
Cases of classical anxiety neurosis did still occur, but formed a much less 
prominent part of the total picture than formerly. In genuine mental sym¬ 
ptoms of the anxiety type physical signs nowadays were less marked, and 
formed a less reliable indication of the reality and severity of the state. On 
the other hand, the passive or negative sort of syndrome which he had called 
‘neurasthenia’ was now the commonest of all, and it might be supposed that 
most of the cases of hysteria and anxiety neurosis had cleared up, leaving as 
the major part of the residue the relatively rare cases that were asthenic from 
the first. He did not, however, think that was the case. He believed the 
neurasthenia seen mostly nowadays was the type which many former cases of 
anxiety ultimately reached, and under civil stress many such asthenic cases 
would flare up again in an outburst of anxiety. If his point about change 
of type was true, it was important because there was a risk of injustice to the 
men, whose lassitude might be regarded as mere laziness, and also because 
this more asthenic condition now prevailing called for different conditions 
of treatment. As for treatment, he had never been among those who were 
enthusiastic for elaborate psychotherapy in war neuroses. The most positive 
kind of contribution that could be made in most cases was that of training out 
of the anergic state. The time has passed when much was to be hoped from 
psychological investigation into the original causal factors. For institutional 
treatment more than one type of provision was needed *. first, for those whose 
disorder necessitated prolonged if not permanent care, such as the Ministry 
provided at Cosham and for Service patients in mental hospitals ; secondly, 
provision for comparatively brief treatment of cases suffering from exacerbation 
of symptoms and unfitted for whatevei life at home the stationary disability 
usually allowed ; and, finally, provision for the later stages of war neuroses, such 
as an industrial colony, like that run by the society at Leatherhead, where, 
disabilities or liabilities notwithstanding, the men attained quite a reasonable 
degree of efficiency, self-respect, and contentment. 

Reference .—Brit. Med . Jour. 1935, ii, July 27, 179. 
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ORIENTAL SORE. Sir Leonard Rogers, MM ., F.R.C.P ., F.R.S. 

The sand-fly carrier of the L. tropica of oriental sore in the Punjab has been 
investigated by H. E. Short t, J. A. Sinton, and C. S. Swaminath. 1 Sinton had 
found a close relationship between the distribution of the disease and P. 
sergenti , so concluded that this species should be investigated. Flies were 
bred for the purpose so as to exclude their being naturally infected, and fed 
at a temperature of about 28° C., with the result that f) out of 24-, or 38 per 
cent, showed full development of the organism. Three monkeys were inocu¬ 
lated intradermally with the gut content of infected flies, with positive results 
as early as the fifth day after the initial feed of the fly. J. A. Sinton and 
H. E. Shortt 2 also report a natural infection of an Indian dog with cutaneous 
leishmaniasis. 

Treatment. —The treatment of oriental sore in 78 Punjab eases is reported 
on by J. D. Warma, 3 who, in addition to success with the usual treatment by 
tartar emetic intravenously and berberine sulphate by local injection into the 
sores, records the successful use of vaccines made from cultures of L. tropica 
prepared by R. Row and by J. C. Ray in 0-5- to 1-e.c. doses subcutaneously 
twice a week up to seven doses. With Row’s vaccine 9 of 25 cases cleared up 
without other treatment, 13 showed only slight temporary improvement, and 
3 showed none. With Ray’s vaccine, of 35 cases, 25 were cured by the vaccine 
alone, 6 improved, and 4 showed no change, so the results were rather better 
with this vaccine. It is of most value in cases with multiple sores and those 
on the face. The vaccine is not yet available for general use. 

References.— 1 Inrl . Jour . Med. Research , 1935, xxiii, July, 279 ; *Ihid. 1934, xxii, 
Oct., 393; Mnd. Med. Gaz ., 1934, lxix, Nov., C1G. 

OSTEOMYELITIS, ACUTE. John Fraser, Ch.MF.R.C.SMd. 

In the past few years there has been a re-awakening of interest in acute 
osteomyelitis for various reasons. In the minds of some there has been a 
tendency to question the advisability of early operation, and this aspect was 
discussed at some length at the meeting of the British Medical Association 
held in Bournemouth in July, 1934. In opening the discussion on that occa¬ 
sion, J. Fraser 1 advanced a theory which is perhaps not generally accepted 
or approved, but which, if established, would have important bearings upon 
the question of treatment. Adumbrating the principle that the bone lesion 
is a local manifestation of a septicaemia, he suggested that it might be well to 
regard the focus as of the nature of a fixation abscess which played a useful 
purpose in providing immunity bodies which tend in some measure to over¬ 
come the general infection. He argued that, if this view were accepted, the 
local focus might be regarded as being in some measure productive of a bene¬ 
ficial action on the course of the disease. In his view there was something 
to he said for this conception, and therefore he recommended that operation 
should be limited to a procedure which secured simple drainage of the medul¬ 
lary cavity, and, further, that it should not be practised in the very early stages 
of the disease. Early operation might conceivably do harm by encouraging 
the extension of the disease and lessening the reaction of the individual. His 
procedure was to secure drainage of the medullary space by perforating the 
cortex in a number of places with a drill £ in. in diameter, the superficial wound 
being left open, and the limb subsequently encased in plaster. 

The late Mr. H. Tyrrell-Gray 2 in the course of the discussion gave Ms support 
to an even more complete degree of conservatism. He stated that for the 
past five years he had not operated on a single case of acute osteomyelitis, 
and during that period he had, lost only a single case. The plan which he 
adopted was to concentrate upon the general infection by intravenous 

21 
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injection of mercuric chloride to i 1 ,,- gr.), by intravenous serum injection, and 
by occasional blood transfusion. When superficial abscess formation occurred 
it was dealt with by simple incision. Tyrrell-Gray contended that by this 
scheme lie avoided the risks attendant upon opening up the bone, the risks of 
pyaemia, of sinus formation, and sequestration. 

* R. B.* Billehunt 3 discusses acute osteomyelitis as it is encountered in infants 
under six months old. He describes his experiences in three cases, two of 
which were under six weeks. He points out that at this early age the evidences 
of the disease are less intense than in later life, and that, though the original 
lesion may appear extensive, the ultimate functional result is likely to be good. 
Though the infecting organism was usually the Sta. aureus , foci of infection 
occasionally became sterile, spontaneous resolution might occur, and sequestra 
did not form. No mention is made of the source from which infection arises 
at this early age, and we would point out that umbilical sepsis is apparently 
the source of many of these early eases. 

TV. T. Green, 4 discusses pyogenic infection of bones and joints in infancy, 
and arrives at conclusions very similar to those expressed by Billehunt. He 
decries early operation—in fact, his words are, “ these cases seem to do about 
as well when one awaits localization and drains the soft tissue abscess only 

Certain Continental observers are also inclined to adopt more conservative 
methods of treatment. M. Langer 5 gives a review of the more recent articles 
dealing with the disease, and afterwards describes his experience with four 
cases. He went on the principle of delaying operation until the infection 
had become localized, and thereafter incising the soft tissue of subperiosteal 
abscess when this appeared. Professor Hans Salzer 6 subscribes to very similar 
views. He believes that the high mortality associated with radical types of 
operation, a mortality which averages 15 per cent, is materially reduced when 
more conservative measures are adopted. 

It is significant that the papers which have been quoted are without excep¬ 
tion in favour of a more conservative attitude than has hitherto been adopted. 
The principles recommended may be summarized as follows : (1) To put the 
limb at complete rest; (2) To employ means which combat the general 

infection—sera, vaccines, or the ehemicotherapy recommended by the late 
Mr. Tvrrell-Gray; (3) To employ drainage of the affected area when pus 
formation appears. The advantages urged for the procedure arc that the 
mortality is reduced and subsequent sequestration rendered less likely. 

Reeerexces.— x Brit. Med. Jour. 1934, ii, Sopt. 22, 539 ; 2 Ibid. Aug. 11, 272 ; z $urg, 
Gynecol . and Obst, 1935, lxi, July, 96 ; A New Eng. Jour. Med. 1934, cexi, July 26, 159 ; 
5 Arch. f. klin. Ghir. 1935, clxxi, April, 640 ; «TTim. Min. Woeh. 1934, xlvii, Nov. 9, 1389. 

OSTEOPETROSIS. Reginald Miller , MJX, FM.C.P. 

TMs condition, which is gradually establishing itself as a rare but interesting 
familial disease, was originally described by Albers-Schonberg in 1904 and 
is often known by his name ; but somewhat awkwardly the same author 
described another and probably distinct bone disease in 1915 (osteopoikilie 
or osteopathia condensans disseminata). Osteopetrosis seems the most 
convenient title for the disease, which has also been called ‘congenital osteo¬ 
sclerosis’, 4 osteosclerosis fragilis generalisata’, or ‘marble bones’. 

The disease may be manifest at birth, or its symptoms may not appear until 
later life, and in general it runs a progressive course. Either sex may be 
affected. The disease shows a marked familial tendency. The parents may be 
affected, either father or mother, and thus the disease be directly inherited in 
the offspring ; failing direct inheritance of this kind, the parents often show, 
as is to be expected, consanguinity. The distribution of the bone lesions may 
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vary to some extent in different families, but in the same family is quite 
constant. R. W. B. Ellis 1 lias recently reported fully on two brothers aged 
84 and IS months. 

The lesions in the bones show radiographically as areas of greatly increased 
density. They appear in both membrane and cartilage bones, and the parts 
generally most affected are the base of the skull, the bodies of the vertebrae, 
and the long bones. The areas of sclerosis appear sometimes of uniform, 
density throughout, but they may show transverse lines of rarefaction. The 
parts of the skeleton unaffected by sclerosis usually show some degree of osteo¬ 
porosis, and the cortex of the long bones may be considerably reduced in 
thickness until the sclerosis spreads throughout their length. The bones are 
therefore abnormally liable to fracture in spite of the increased deposition 
of calcium in them. 

Two sets of symptoms, secondary to the bone changes, are of importance, 
as it is usually for these that the patient comes under observation. They are 
due to the involvement of the haemopoietic and nervous systems. The 
progressive sclerosis of the long bones gradually reduces the medullary cavity 
and the bone-marrow to a degree incompatible with normal blood formation. 
At first over-activity of the residual marrow results in an increase in reticulocytes 
and nucleated red cells in the peripheral blood, but later a true aplastic anaemia 
develops. In attempted compensation there is enlargement of the liver and 
spleen, and of the lymphatic glands throughout the body. The deposition 
of dense bone at the base of the skull results in a variety of neurological 
symptoms, including hydrocephalus and pressure on cranial nerves in the exit 
from the cranial cavity. Amongst the most common findings are optic 
atrophy, facial and ocular palsies, and nystagmus. There is frequently clubbing 
of the posterior clinoid process, and some reduction in the size of the sella 
turcica. It is therefore possible that some of the delayed growth and develop¬ 
ment may have a pituitary origin. 

Reference.— l Proc. Boy. Soc . Med. 1934, xxvii, 1563. 

OTITIS MEDIA. (See Ear, Affections of.) 

OTOSCLEROSIS. {See Deafness.) 

OVERCROWDING. G. E. Oates, M.D., M.R.C.P., D.P.H. 

The outstanding feature of the Housing Act, 1935, is the establishment of 
a national standard of overcrowding. In future a house is deemed to be over¬ 
crowded if it is necessary for any two persons over ten years of age and of 
opposite sex (not being spouses) to sleep in one room; or alternatively, if it 
is inhabited by more than the permitted number of persons as set out in the 
Act. This number is calculated from a consideration of the number of dwelling* 
rooms available and the various floor areas. For each room so many human 
‘units’ are allowed: for one room two units, for two rooms three units, for 
three rooms five units, and so on. A person ten years old or more constitutes 
a ‘unit’, a child over one year and under ten is half a ‘unit’, and no account 
is taken of a child under one year. If the floor area of a room is less than 
110 square feet, the number of ‘units’ it will accommodate becomes reduced, 
and a room of less than 50 square feet floor area is disregarded in this connec¬ 
tion. These standards are much in advance of those formerly prevailing and 
will necessitate the provision of much new accommodation for the families 
displaced by the operation of the new standards. 

J. Fenton 1 finds that in North Kensington there are some 2000 to 3000 
families living in overcrowded conditions, out of a total of 20,134 families. 
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He sums up the duty of local authorities in enforcing the overcrowding provisions 
into two parts : (1) prevention, and (2) abatement of overcrowding arising after 
and existing on the day appointed for the full operation of the new provisions. 
The provisions of the Act in the first respect are definite and not difficult to 
enforce. The landlord must take reasonable steps, when letting, to ensure that 
the number would not be excessive, and must notify the local authority within 
seven days if lie subsequently becomes aware of overcrowding. The occupier 
will then be served with a notice requiring abatement without offering alterna¬ 
tive accommodation, and if the offence is persisted in, the local authority may 
apply to a Court for vacant possession. The problem of existing overcrowding 
is' rather more difficult. An occupier is not guilty of an overcrowding offence 
unless lie has been offered suitable alternative accommodation—that is, housing 
suitable for his family, near his work, with equivalent security of tenure and 
at a rate within his means. 

Reference.— x Ianccf, 1935. ii, 802. 

p. Af W. ; INTRACTABLE. (See also Arteries, Peripheral, Diseases of.) 

Macdonald Critchley, M.D., F.R.C.P. 

Relief from Intraspinal Injections of Alcohol.—A. M. Dogliotti, 1 F. C. 
Yeomans 2 , and H. C, Saltzstein 3 have claimed relief in cases of intractable 
pain in the legs, lower abdomen, rectum, and pelvis, from the intraspinal 
injection of absolute alcohol. Their series of 40, 7, and II cases respectively, 
comprised chiefly patients with tabetic crises, chronic arthritis, sciatica, and— 
in particular—inoperable malignant disease of the spine or pelvis. The 
technique suggested consists in making a puncture between the 1st and 2nd 
lumbar vertebrae, the patient resting on the side opposite that affected. Very 
slowiy, drop by drop, a total of 0*2 to 1 c.c. of absolute alcohol is injected 
through the lumbar puncture needle. The patient remains immobile for twenty 
minutes, and then is .rolled on to his back, where he remains for two hours. 
It is claimed that as a result of the injection motor disturbances are slight, 
and that sphincter disorders are very uncommon. 

Alteration in sensation and in the reflexes may be seen, however. Should 
the pain not be relieved in a fortnight the injection is repeated at the same 
spinal level, but with the patient lying on the opposite side. It is suggested 
that alcohol, being lighter than spinal fluid, rises and follows the exit of the 
spinal nerves. The relief of pain usually lasts for six months. Saltzstein 
states that he has encountered no ill-effects other than occasional and transient 
signs of spinal irritation. One case only showed bladder or rectal disturbance, 
and this complication may have been the result of the spinal metastases. A 
burning sensation is commonly complained of as the alcohol is being introduced. 

References. — 1 l Eev. neurol. 1931, ii, 485; 3 Jour, Amor, Med. Assoc. 1933, ei, Oct. 
7, 1141 ; Ubid. 1934, ciii, July 28, 242. 


Ivor J. Davies . M.D., F.R.C.P. 

E. L. Stern 1 (New York) writes on the relief of intractable pain by the 
intraspinal (subarachnoid) injection of alcohol . The following summary is 
drawn from his paper. Clinical observations following 50 intraspinal sub¬ 
arachnoid injections of 95 per cent alcohol demonstrate that the procedure is 
a practical and safe one when done properly. As shown experimentally, it is 
dangerous to life when done improperly. Recently the author has obtained 
better results with the use of absolute alcohol instead of 95 per cent alcohol. 
Used properly, alcohol usually relieves intractable pain, and may cause only 
partial anaesthesia, but does not paralyse muscles. The fundamental principles 
of technique for the intraspinous subarachnoid injection of alcohol are given. 
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The procedure when successful is invaluable in the relief of chronic painful 
conditions. A single subarachnoid alcohol injection may give relief for as long 
as eight months. It obviates the necessity for using narcotics in large doses 
and diminishes the possibility of making drug fiends of •chronic invalids. By 
relieving pain, it allows more intensive X-ray, radium, or other medical 
treatment to be given, and so tends to prolong life. There is some clinical 
evidence that sympathetic fibres are affected by 95 per cent alcohol when 
introduced into the subarachnoid space. This method therefore promises to 
be one of value in the treatment of disease and disorders of the sympathetic 
nervous system. Abstracts of 19 cases of cancer of various organs are given. 

Reference. — x Amer. Jour. Surg. 1934, xxv, Aug, 2, 217. 

PANCREAS, SURGERY OF. A. Bendle Short , M.D., F.M.C.S . 

Acute Pancreatitis.—As has been mentioned in former issues of the 
Medical Annual, there is a school of opinion on the Continent, especially in 
Germany, which holds that better results are obtained by abstaining from 
operation. Surgeons holding this opinion include Bernhardt, Polya, Walzei, 
von Haberer, Hromann, Strauss, Markus, Hiipnagel, and Mikkelsen. O. 
Mikkelsen 1 points out that there is no anatomical basis for operation ; the 
pancreas has no true capsule to be drained, and one cannot cut the connective 
tissue covering of each individual lobule to relieve the tension. Direct attack 
is likely to produce dangerous bleeding. Drainage of the biliary passages has 
not reduced the mortality. During the past eight years the author has been 
treating the patients conservatively. Of 39 seen, 20 were extremely ill, but only 
3 died ; of 19 not so severely poisoned, none died. Subsequent operation was 
performed only when gall-stones were present. The treatment was: (1) A 
plentiful intake of fluid (water, tea) by mouth as far as the vomiting will permit. 
(2) The subcutaneous and intravenous administration of 1 litre of physiological 
salt solution several times daily. (3) Stimulants and, frequently also, when 
the blood-pressure is particularly low, ephetonin. (4) Peristaltics—enemas 
containing 2 c.c. of sennatin once or twice daily and, in some cases, the intra¬ 
venous injection of 1 c.c. of pituglandol once or twice daily. [Very few British 
surgeons sec 39 cases in eight years. The figure would suggest that other condi¬ 
tions may have been wrongly diagnosed as acute pancreatitis.—A. R. S.j 

F. Bernhard 2 describes acute pancreatitis as following a regular procession 
of events :— 

1. The first stage is due to oedema of the pancreas, and is characterized by 
violent pain, usually radiating into the left shoulder. This stage may be 
recovered from without operation, and without passing on into the other stages, 

2. In the second stage , by which time haemorrhage, infarctions, and necrosis 
have developed in the pancreas, the symptoms are those of acute intestinal 
obstruction, in which, however, faeces and flatus may be passed. 

3. In the third stage peritonitis, or abscess formation, may be present. There 
arc, however, some aberrant types, and the third stage may follow directly on 
the first. The writer claims to make a diagnosis with” the same - ecutaintyjis 
in appendicitis. The raised diastatic index, the lowered sugar tolerance (best 
seen in the blood-sugar curve), and the development of a leucocytosis up to 
50,000 earlier than in any other acute abdominal disease, are all characteristic. 
In severe cases casts are present in the urine, there is a brick-dust sediment, 
and N retention. Bilirubin may be found in the urine. 

Bernhard advises against operation in the following cases : (1) Cases of lesser 
severity; (2) In stages 1 and 2 ; (3) Cases of the peritonitic type if there 
is marked collapse or cardiac weakness ; or (4) Cases with oliguria or anuria, 
or marked N-retention. These last will probably die. 
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He advises immediate operation : (1) If there is a generalized peritonitis ; 
(2) In patients with bile in the urine, where there may be a stone in the cjommon 
duct; (3) If an abscess has formed. The non-operative treatment consists of 
maximum doses of morphia and of atropine. Nothing whatever is to be given 
by mouth, but plenty of fluids per rectum and intravenously. Glucose is contra¬ 
indicated ; insulin may be helpful. Operation should be done under a local 
or general anaesthetic, not a spinal. The pancreas is not to be incised. Contin¬ 
uous drip saline treatment is valuable after operation. A fortnight or more 
after recovery, the patient’s biliary system should be explored and any stones 
removed. Bernhard claims that by following this treatment his results are 
better than any previously published. 

P. Brocq, 3 ’ 4 criticizing these opinions, says that before we can discern the 
relative values of intervention and abstention we must be sure that cases 
have been correctly diagnosed. Were the abstensionists always dealing with 
genuine cases of acute pancreatitis ? The pathological tests on which they 
have relied are not always conclusive evidence. He, and French surgeons 
generally, believe that it is safer to drain the lesser sac of the abundant 
fluid which collects in it, and to provide exit for the massive sloughs which 
separate later. It is bad surgery to attempt to do more to the pancreas 
itself. Acute pancreatitis comes on at the hour of active digestion ; it may 
therefore be worth while to give atropine to control hypersecretion. The 
mortality is from 30 to 50 per cent. 

Chronic Pancreatitis,—L. Berard and P. Mallet-Guy, 3 of Lyons, treat the 
type of chronic pancreatitis which produces cirrhosis of the head of the pancreas, 
accompanied by icterus, by external drainage, and claim 70 per cent of cures. 
The operative mortality is low. One has to choose between cholecystostomy, 
drainage of the common duct, cholecyst-gastrostomy, and cholecyst-duodeno- 
stomy. Direct attack on the pancreas gives poor results. They prefer external 
drainage to anastomosis operations ; drainage of the common duct is the most 
efficacious treatment, but it may be followed by a permanent fistula in a few 
cases which is difficult to deal with. 

G. de Tarnowsky and P. Joseph Sarma, 5 of Chicago, analysing 30 cases, 
comment on the extreme difficulty of pre-operative diagnosis, and even at 
operation the condition is probably missed fairly often. The findings are 
enlarged liver, hard and enlarged head of pancreas, and adhesions ; occasionally 
there is distension of the gall-bladder or dilatation of the ducts. The operation 
of choice is cholecystostomy. Drainage should be maintained for four to six 
weeks. Of patients followed up, 60 per cent were cured and 20 per cent 
improved. In difficult cases, drainage of the common duct is indicated. 

Pancreatic LliMasis.—According to T. C. Bost, 6 only about 107 cases are 
on record, and only 28 of these have been operated on. The usual symptoms 
are colicky pain with left-sided radiation ; glycosuria, jaundice, and fatty 
stools are all rare. The stones show in the skiagram. At operation a charac¬ 
teristic crepitus is felt if stones are multiple. The results of surgical treatment 
are favourable; 

Cancer of the Pancreas.—No disease sounds more unpromising for surgical 
treatment, but G. Gordon-Taylor 7 has put on record a successful case of resec¬ 
tion of the body of the pancreas. The patient not only survived the operation, 
in spite of the fact that parts of the splenic artery and vein were removed, 
though the spleen was left behind, but he was alive and well two years later. 

Sampson Handley 8 has treated 7 patients with cancer of the head of the 
pancreas with radium needles : 4 died, but 2 are alive and well, fourteen years 
and ten months respectively; in another, the mass completely disappeared 
(verified by subsequent operation) but later recurred. 
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Hyperinsulmism.-—J. M. McCaughan, 9 of St. Louis, describes a technique 
for subtotal pancreatectomy to cure this condition ; so far, no post-operative 
deaths have been reported. The abdomen is opened by a long left mid-rectus 
incision, and the pancreas is approached through the gastrocolic omentum, 
pushing the stomach up and the colon down. A bridge is used to elevate the 
patient’s spine. The pancreas is removed from the tail towards the head. The 
splenic vessels are temporarily ligatured with tape to facilitate their dissection 
from the pancreas and the ligature of numerous small side-branches. The 
pancreas is divided near the head by a V incision and the stump closed by 
sutures. Drainage for several days is essential. ( Plate LIV.) 

PLATE LIV . 

Fig. 1.—The surgical anatomy of the pancreas, modified from Spalteholz. Note the intimate 
relation of the body of the pancreas and the splenic vein, also the numerous tributary vessels of 
the splenic artery and vein. 

Fig. 2.— a , The location of the incision. 6, The exposure obtained through the gastrocolic 
omentum. The tail of the pancreas is drawn forward by means of a rubber-guarded Collins 
common-duct forceps. 

Fig. 3.—a, Traction and countertraction with the temporary tape ligatures and the Collins 
forceps discloses the tributary vessels by placing them on the stretch. An aneurysm needle is 
shown introducing the ligatures. 6, The numerous small venous and arterial branches have been 
ligated and divided, and the pancreas is shown dislodged from its bed. 

Fig. 4.—a, The pancreas is now grasped with a rubber-covered right-angle forceps to steady it 
and control bleeding during the resection and suture of the stump. A V-shaped type of incision 
divides the body at the point of election. &, Suture of the pancreas with a running mattress and 
return lock-stitch is begun. 

Fig. 5.—The final appearance of the operative field. The suture of the pancreas has been 
completed. A rubber tissue drain is placed to the bed of the excised portion of the pancreas. 

The Accessory Pancreas.—Not very infrequently a nodule of pancreatic 
tissue may be found in the wall of the jejunum, and the unwary surgeon may 
mistake it for a growth. A few instances are recorded in which it has actually 
started a tumour, and one or two in which acute pancreatitis developed in the 
accessory pancreas. A. Rendle Short published such a case in 1913. The 
whole subject is reviewed by L. Ugelli, 10 of Rome. 

References. -—LI <'t . chir. Scand. 1934, lxxv, 373 ; *Zentralb. f. Ghir. 1935, Jarx., 71 ; 
*Presse mid, 1934, Oct., 1543 ; *Ibid. 1935, Fob., 217 ; s Ann. of Surg. 1935, Juno, 1342 ; 
*Amer. Jour. Surg. 1935, July, 85 ; 7 Ann. of Surg. 1934, July, 206 ; *Ibid,, 215 ; ^Ibid. 
1935, June, 1336 ; 10 Policlinico (Sez. Chir.), 1934, Aug., 424. 

PARAPLEGIA IN POTT’S DISEASE. (See Joints, Surgery of.) 

PARATHYROID GLANDS. Sir Walter Langdon-Brown, M.JD., FM.C.P. 

Parathyroid. Functions.—G. C. Linder, 1 investigating the influence of 
infection on the action of parathormone in man, was unable to determine any 
general rule, but found that this hormone had little effect in raising the serum 
calcium in typhoid fever and in the quiescent stage of pulmonary tuberculosis, 
as if it were more or less inactivated under these conditions. 

P. Bastai and G. C. Fogliotti 2 advance an interesting but not altogether 
convincing view of parathyroid function in connection with the blood-vessels. 
They maintain that partial removal of parathyroid tissue may alleviate the 
structural vascular changes in the earlier stages of thrombo-arteritis obliterans 
and diabetic endarteritis. They explain this on the observations of Kraus 
and Zondek that calcium ions stimulate the sympathetic, while potassium ions 
stimulate the parasympathetic, and claim that adrenalin is more active in a 
medium rich in calcium. In this way vasoconstriction is maintained at too 
high a level and structural changes follow. As they do not find alterations 
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in Hit; i nrathymids ren:ouvi. they consider Uni! the piimary factor is some¬ 
thing else which acts on these glamls. In the ease of diabetes they postulate 
an antagonism between the pancreas and the parathyroids, so that in the absence 
of insulin the parathyroids are o\'cr-active. They admit that this is opposed 
to the ordinary view (Camniidge, for instance, maintains that, parathormone 
increases the action oi j nsulmj, and that they have found no evidence of 
pancreatic trouble in eases of thrombo-arteritis obliterans. They suggest a 
similar pathology and treatment in ankylosing arthritis and in scleroderma. 
Though the theory is rather far-fetched and the clinical reports are not very 
comincing, their paper is interesting and suggestive for fresh lines of inquiry. 

In this connection it is interesting to note that A. Ferrannini 3 has recently 
confirmed Cammidge's view by finding that parathormone almost constantly 
reduces blood-sugar by IS to 35 per cent, always increases carbohydrate toler¬ 
ance, and behaves towards adrenalin in the same manner as does insulin. 

Hyperparathyroidism.—D. P. Cuthbcrtson and W. A. Mackey, 4 in a 
comprehensive review’ of the whole subject of these glands, point out that in 
the complicated process of development from the branchial clefts modifications 
and errors are possible, so tliat it is not surprising that such great variations 
are observed in their so-called normal anatomy. They quote J. L. Johnson’s 
observation made on himself that the daily injection of 50 units of parathor¬ 
mone produced severe pains in the bones and joints from the twelfth day, 
suggesting that the pains of generalized osteitis fibrosa are the direct result 
of increased parathyroid secretion on the bones. They consider that although 
parathyroid hyperplasia may be either primary or secondary it almost certainly 
precedes the skeletal changes in generalized osteitis fibrosa. They report three 
new eases of this disease, each of which was operated on. The first, a very 
long-standing one, died from hypocaleaemia despite intensive therapy ; in the 
second a rapidly progressing skeletal degeneration was not entirely cheeked; 
the third did well, and five months after operation showed distinct evidence of 
recalcification. 

F. Albright et al. 5 report three cases of clinical hyperparathyroidism presenting 
diffuse hyperplasia of all parathyroid tissue, but no adenoma. They attribute 
this to a parathyroid-stimulating factor in the anterior pituitary as suggested 
by Cushing and described by Hertz and Ivranes. 

A. B. Gutman et al. 6 report 4 new eases, 3 of which were operated on, 2 
successfully. The fourth case was not operated on because of advanced renal 
changes and ended fatally. These 3 reports add to the rapidly accumulating 
evidence that hyperparathyroidism is by no means a rare disease. 

Hypoparathyroidism.—I. Snapper 7 has described two cases of tetany 
following removal of parathyroid tissue successfully treated by the oral adminis¬ 
tration of the fraction of irradiated ergosterol known as A.T. 10. This fraction 
does not contain vitamin D but resembles it in raising the serum calcium. Its 
action is slow but prolonged. It is therefore only safe to employ it when 
calcium estimations can be regularly made ; otherwise there is a risk of dangerous 
hypercalcemia with calcification of the organs, especially of the kidney (see 
also W, Rieder 8 ). 

D. Campbell® recommends 150 gr. of calcium chloride daily for parathyroid 
tetany. In cases where this is not effective, and especially if there is achlor¬ 
hydria (as there was in both his cases), 50 to 100 c.c. of N/3 hydrochloric acid 
should be given in milk, in the proportion of 1 of acid to 20 of milk, in order to 
increase the absorption of calcium. 

References. — 1 Quart . Jour. Med. 1935, April, 131 ; -Presse mid. 1934, Rov. 10, 
1706 ; z Polic.linico, 1935, xlii, May, 285 ; 4 Glasgow Med. Jour , 1935, May, 249 ; b Arch. 
of Internal Med. 1934, Sept., 315 ; *Jour. Amer. Med. Assoc. 1934, July 14, 87 ; 7 Lancet. 
1934, i, April 7, 728 ; H Zentralb. f. Ckir. 1934, Oct. 27, 2482 ; 9 Lancet , 1935, i, 309, 
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PARATHYROID SURGERY. Sir W. I. de C. Wheeler, F.R.C.S.I. 

Hyperparathyroidism.—In this condition there is a high level of serum 
calcium and a low level of serum phosphorus. Both calcium and phosphorus 
are increased in the urine, and in consequence there is a predisposition to the 
formation of urinary calculi. Attention has not been focused sufficiently on 
this aspect of the formation of renal and vesical calculi. Many cases are now 
on record of hyperparathyroidism being the deciding factor in the formation 
of stones. 

V. S. Counseller and J. T. Priestley 1 discuss hyperparathyroidism and the 
present conception of renal lithiasis. They state that dysfunction of the 
parathyroid bodies is now definitely associated with a rather high incidence of 
renal lithiasis. In the opinion of these writers urinary stones associated with 
long disability from fractures, arthritis, etc., may have a similar etiology. 

E. D. Churchill, 2 in a study of the parathyroids, suggests the following 
grouping:— 

Group 1.—Generalized enlargement of the parathyroids duo to hyperplasia bufc not 
associated with hyperparathyroidism (rickets, osteomalacia, pregnancy, nephritis). 

Group 2,—Generalized enlargement with hyperparathyroidism. 

Group 3.—Adenoma of one or more glands with hyperparathyroidism. 

Group 4.—Carcinoma. 

In actual practice, however, these small glands even when greatly enlarged 
can rarely he palpated. Group 1 has no surgical significance and its very 
existence is in some doubt. Of 21 cases of proved hyperparathyroidism 
subjected to operation, 3 belonged to Group 2 and 18 to Group 3. 

F. H. Lahey and G. E. Haggart 3 give an interesting account and relate some 
of the pitfalls in the diagnosis of the condition. They stress more particularly 
the question of renal pathology and the responsibility of the orthopaedic surgeon 
when hone changes are apparent. Calculi in the renal pelvis, calculi in the 
tubules, and the precipitation of calcium phosphate in the kidney may be the 
result of hyperparathyroidism. Renal lesions may occur without evidence of 
changes in the skeleton. The former are an index of the severity of the disease, 
the latter an index of its duration. The location of the parathyroid glands is 
fully dealt with by these authors. They write as follows :— 

44 As the result of a large experience (190) with the microscopically proved 
parathyroids at thyroid operations and on the specimen immediately after 
the operation, we believe we can safely state that a parathyroid may be found 
at practically any position on, in, behind, or below the thyroid gland. 

44 The technique of demonstrating and removing parathyroid adenomata is 
related largely to exposure of the region where parathyroid bodies are found 
when typically located and a knowledge of the regions in which to search for 
them when parathyroid adenomata are not demonstrated in typical locations. 

44 The first requirement of any operation for removal of a parathyroid 
adenoma is exposure. This involves in our hands an adequate thyroid incision 
with a severing of the prethyroid muscles high between clamps. Without 
these muscles severed, we are not able to obtain wide exposure of the back of 
the gland from its lowest point up to its upper pole. 

44 With the muscles severed the middle thyroid veins are ligated between 
clamps so that the lateral vascular attachments of the thyroid to the internal 
jugular vein are severed. The outer border of the thyroid gland is then grasped 
with the thyroid grasping forceps, which we have described, lifted up, and 
rotated inward. The internal jugular vein and common carotid artery are 
completely separated from the back of the thyroid gland and the inferior 
thyroid artery demonstrated as a trunk where it passes behind the common 
carotid artery. The back of the gland is inspected for a tumour body on the 
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gland, and, if a tumour cannot be seen, it is palpated for such a tumour within 
the gland. ' An adenoma of a parathyroid usually converts that structure into a 
globular mass and changes its colour to a pale white rattier than the brownish 
colour which characterizes the normal parathyroid. 

« Parathyroids, involved or uninvolved by adenomata, are characterized by 
being so movable on the back of the thyroid that they are demonstrably not 
part & of that gland. On removal they have a glistening covering, entirely 
surrounding the removed structure, with no area over which this shining covering 
is absent. This is of value in distinguishing a parathyroid adenoma from an 
extruded adenomatous thyroid area, in that the latter structure is usually 
connected with the thyroid itself by an isthmus of thyroid tissue, the severing 
of which in its detachment from the thyroid leaves a cut surface of thyroid 
tissue—interrupting thus the smooth and complete glistening capsule which 
is to be found in both parathyroids and parathyroid adenomata. 

44 Should no parathyroid adenoma be demonstrable on this exposure, the 
inferior thyroid artery must be completely dissected up to its entrance into 
the thyroid gland. The recurrent laryngeal nerve must be found and dissected 
up to its passage behind or in front of the inferior thyroid artery. We have 
found and removed a parathyroid adenoma at this point behind the recurrent 
laryngeal nerve and inferior thyroid artery. 

“ If still no parathyroid adenoma is found, one must expose the groove 
between the trachea and oesophagus in the region of tile inferior thyroid artery. 
If still the adenoma is undemonstrable, the superior thyroid artery should be 
ligated, and the upper pole of the thyroid turned downward, so that the region 
where it rests against the thyroid cartilage may be inspected. In dissections 
at this point troublesome bleeding may arise from the ascending branch of the 
inferior thyroid artery, a branch of which usually nourishes the upper para¬ 
thyroid. In controlling bleeding at this point, caution must be exercised, as 
the recurrent laryngeal nerve enters the larynx here, at the point where the 
lowest fibres of the inferior constrictor are inserted into the horn of the 
thyroid cartilage. 

“ In the event that the tumour is still not found, one palpates the thyroid 
through and through between the thumb and the forefinger and any discrete 
globular nodule within the gland is exposed by an incision into the gland, removed, 
and submitted to the pathologist for immediate frozen section report as to 
a possible intrathyroid parathyroid. ” 

Lahey and Haggart summarize their most instructive communication as 
follows :— 

44 Five new proved cases of hyperparathyroidism due to parathyroid adeno¬ 
mata are recorded, together with the findings which led to their diagnosis. 

44 The clinical aspects, the blood chemistry, and the bone changes are 
discussed. 

“ The appearance of normal and abnormal parathyroids is discussed. The 
normal and abnormal location of parathyroids is presented in graphic form. 

“ The five proved cases of hyperparathyroidism together with X-rays of the 
bones in these cases, illustrations made at the operating table of the demon¬ 
stration of the parathyroid tumours in such cases, and microscopic slides of the 
tumour are submitted. 

44 We must all, particularly the orthopedist and the urologist, be on the look¬ 
out for hyperparathyroidism in patients complaining of pain in the back or 
extremities, in patients with diffuse neuritis or arthritic pains made worse on 
motion, in patients with progressive loss in stature, and in patients with kidney 
stones. Many patients with hyperparathyroidism who could be relieved of 
their condition by surgical removal of a parathyroid adenoma, have in the 
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past and are doubtless still passing through our hands with their condition 
unrecognized.” 

Parathyroidectomy for Raynaud’s Disease.—Alice R, Bemheim and 
J. H. Garlock 4 discuss disturbance in calcium metabolism in Raynaud’s disease 
and allied conditions. Following operation they state that there were the 
most astonishing results in uncomplicated cases. All four parathyroid glands 
should be exposed. Two parathyroids are removed and subtotal removal of 
a third is performed. Detailed case reports are given. 

References. — 1 Mayo Clinics, 1934, 299; -Ann. of Surg. 1934, Get., 60G ; z Surg. 
Gynecol, and Obst. 1935, June, 1033 ; *Ann. of Surg. 1935, April, 1012. 

PARATYPHOID FEVERS. (See also Scarlet Fever ; Typhoid Fever.) 

J. D. Rolleston , M.D., F.R.C.P . 

Paratyphoid A.,—In view of the fact that paratyphoid fever A can hardly 
be said to have occurred in England except in the case of a few travellers on 
their return from abroad, the case reported by J. D. A. Gray and A. D. Gardner 1 
is of interest. Their patient was a youth, aged 10, who contracted the disease 
at home without even having travelled or associated with travellers. The 
symptoms were typical of enteric fever. Recovery was uneventful. 

Paratyphoid B.—V. de Lavergne and H. Aceoyer 2 record four small 
outbreaks of paratyphoid B which occurred in a French battalion during the 
years 1928, 1932, 1933, and 1934, the total number of cases being 27 ; 22 had 
been inoculated and 5 had not been inoculated with T.A.B. vaccine. Four 
had a severe attack, but all recovered. The outbreaks were found to be due 
to contamination of the drinking-water by a defective drain. 

A case of paratyphoid B with meningo-encephalitic onset is reported by 
L. Ferrabouc, R. Crosnier, and P. GuichenA 3 The patient was a previously 
healthy soldier, aged 20, who suddenly developed a meningeal syndrome 
accompanied by transient paresis of the right hand and loss of the knee- and 
ankle-jerks. The cerebrospinal fluid was normal. The symptoms lasted for 
five days, and were succeeded by a mild attack of enteric fever of six days’ 
duration. Two blood-cultures revealed the presence of B. paratyphosus B, 
and twelve days after the end of the acute stage the Widal reaction for this 
organism was positive in 1 in 500. The writers attribute the mild character 
of the attack to the T.A.B. inoculations which he had had during the last two 
years. 

References.— : l Lancet, 1934, ii, 21 ; *Rev. d’Hyg. 1935, lvii, 421 ; z Bull. Soc. med. 
Hop. de Paris , 1935, li, 977. 

PAROTITIS, SECONDARY. Sir W. I. de C. Wheeler , F.R.C.S.I. 

This is a rare but often fatal complication of a major surgical operation. 
If suppuration occurs in acute secondary parotitis the outlook is very grave. 
D. J. Leithauser and M. O. Cantor 1 state that the literature reveals that when 
open drainage is employed the mortality is approximately doubled. Suppura¬ 
tion usually occurs when the gland is enormously swollen and under considerable 
tension. When once well developed daily aspiration through a large calibre 
needle is indicated. Leithauser and Cantor recommend the administration 
of LugoVs solution in cases of acute secondary parotitis. They state that when 
an organ is active in the elimination of a drug, that drug, if it has an antiseptic 
action, is frequently found to be beneficial in combating infection of the organ. 
Iodine is promptly and rapidly eliminated by the parotid gland. About 15 min. 
of Lugol’s solution every three hours is suggested, but the dose is variable. 
The paper concludes as follows ; (1) Acute secondary parotitis has a mortality 
of over 35 per cent; (2) Ten cases of acute secondary parotitis are reported 
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which were treated with Lugofs solution, administered orally and by hypoder- 
moclysis in saline ; (8) Two" cases went to abscess formation ; (4) There were 
no deaths ; (5) These results justify the use of Lugol’s solution in the treatment 
of acute secondary parotitis. . 

Reference.'— Man?, of Surj. 1985, May, i 171. 

PELLAGRA. Sir Leonard Rogers, 31J)., F.R.C.P., F.R.S. 

Pellagra in the Sudan is discussed at length by N. L. Gorki!!, 3 who regards 
it as a major endemic disease among the Sudanese Arabs, whose staple cereal 
diet is millet. A marked seasonal difference in the relative proportions of 
millet and milk was noted, and a biological protein value below Wilson’s critical 
value of 45 grin, was found to be associated with the pellagra season, and there 
was also a marked deprivation of the food sources of vitamins A, C, D, and 
the food sterols at the same season of the year. The writer considers pellagra 
to be an allergic disease to which deficiencies of A and C vitamins and cereal 
toxamins contribute, and that vitamin D is the anti-dermatitis vitamin. The 
most important physical signs are pigmentation of the cheeks and forehead, 
a ‘sulphur-flaking’ appearance on the face, and blue or black patches on gums 
and tongue. Mental disorders are frequent in advanced cases. He suggests 
that “ the control of pellagra in the Sudan is a matter of increasing the cultiva¬ 
tion of certain vitamin and phytosterol-yielding crops whenever possible.” 
These include bulrush millet and sorghum, while maize cultivation should 
be discouraged. In addition the consumption of carrots, tomatoes, sweet 
potatoes, green vegetables, limes, oranges, and papaya should be encouraged. 

1. Sabry,- working in Egypt, claims to have shown that pellagra is “ caused 
by a toxin whose chemical formula is a dioxyplienylalanine or dopa ”, and this 
is oxidized by the basal cells of the skin to the harmless non-toxic substance 
melanin.” He goes on to argue at length that pellagra and pemphigus are very 
intimately related, and both are amenable to treatment by thiosulphate intra¬ 
venously, although unfortunately two of his four pemphigus cases ended fatally. 

In Malaya J. V. Landor and R. A. Pallister 3 report the occurrence, particu¬ 
larly in institutions, of eczema of the scrotum and angles of the mouth, com¬ 
bined with superficial glossitis, followed later by degeneration of the spinal 
cord and poor vision, which in its early stages is cleared up by the administra¬ 
tion of vitamin B 2 , G, or the PP factor, so they regard the condition as being 
most closely allied to pellagra. 

References. — x Jour. Trap. Med. and Hyrj. 1984, xxxvii, 19(5, 214, 281, 245, 205; 

- Ibid. 225 ; 3 Trans . JRoy. Soc . Trap. Med. and tlyg. 1985, xxix, July, 121, 

PENIS, SURGERY OF. Hamilton Bailey , FJLC.S. 

Persistent Priapism.—The principal causes of persistent priapism are ; 
(1) Lesions of the central nervous system ; and (2) Thrombosis. Injury, 
arteriosclerosis, and certain blood diseases, notably leukxcmia, constitute the 
main exciting causes of the hitter group. The reviewer encountered an extra¬ 
vagant case this year in a young man where the priapism had persisted for 
two months. A complete investigation revealed no cause for the condition. 
According to F. Hinman, 1 85 per cent of cases belonging to the nervous group 
last under ten days ,* those due to thrombosis last much longer, and as the 
condition is painful and untouched by any form of treatment by application 
or medicine, surgical measures must be invoked. Many cases respond to 
aspiration of the corpora cavernosa as described in the Medical Annual 
of 1933 (p. 336). When this fails, incision of the corpora with truly aseptic 
ritual must be carried out. After clearing out any clots and evacuating the 
tarry blood the incision is closed with glove drainage. If care has been taken 
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to avoid the artery traversing the middle of each corpora there is no particular 
tendency to haemorrhage, as might he expected after an incision into the 
cavernous tissue. Lewis (quoted by Hinman) cured one case of priapism 
which had lasted for two years by ligation of both dorsal arteries to the penis. 

J. S. Ivessell 2 describes a ease of priapism due to secondary carcinomatous 
infiltration, the primary being situated in the bladder. 

Circumcision.—J. A. Smiley 3 uses an anchor dressing after circumcision. 
Four sutures of medium catgut are passed at equal distances from each other 
through the skin and mucous membrane, and tied. A strip of gauze soaked 
in acriflavine emulsion is then anchored by means of the long ends of the 
original sutures. The dressing falls off in four or five days, leaving a perfectly 
clean wound. In order to work in a bloodless field, this author recommends 
a penile tourniquet. 

Cancer of the Penis,—K. W. Horn and R. M. Nesbit, 4 in reporting 37 eases 
of carcinoma of the penis, draw attention to the importance of precarcinomatous 
lesions, notably venereal warts, and sears resulting from healed chancres and 
chancroids. The average age of the patients was 57 years. These authors 
also found that cancer of the penis is not infrequent after circumcision performed 
in middle-aged men. They stress that when a circumcision wound in an adult 
does not heal within a reasonable time the lesion should be regarded as potentially 
malignant and treated accordingly. 

I. Grabcenko 5 finds that surgical treatment is superior to radium therapy. 
Cancerous inguinal glands are only slightly sensitive to irradiation. 

R. C. Graves 6 insists that the usual carcinoma of the penis is not a radio¬ 
sensitive tumour and that it is not safe, as a rule, to place reliance for a cure 
upon radium and X rays alone. He believes that only the smallest and most 
superficial lesions should be treated exclusively by these agents, and even in 
such early cases the glands in the groin require the closest scrutiny. 

A. L. Dean 7 reviews 120 cases of carcinoma of the penis treated at the Memorial 
Hospital, New York. While no ease occurred in patients circumcised in infancy, 
in many cases the patient had been circumcised later in life, i.e., from two to 
twenty-four years before the appearance of the neoplasm. The only case 
reported in the world’s literature of cancer of the penis occurring in a Jew was 
in a patient who was uncircumeised (Wolbarst, quoted by Dean). The average 
time the symptoms had been present before reporting to the doctor was fourteen 
months. The fiat type of cancer occurs somewhat more frequently than the 
papillary. The two types seem to grow at the same rate, but the flat tumours 
metastasize earlier. At the time of the first examination enlargement of the 
inguinal lymphatic glands was present in 76 per cent of cases. In half these 
the enlargement is due to carcinomatous infiltration ; half are inflammatory. 

M. F. Campbell, 8 speaking of post-operative treatment of carcinoma of the 
penis, says the chief requisite is to prevent a stricture, the tendency to which 
is always evident in cases of urethral transplantation. 

References .—Principles and Practice of Urology , 1935 ; 2 Jour. of Urol. 1934, xxxii, 
213 ; z Practitioner, T9 34, cxxxiii, 330 ; 41 Ann. of Surg. 1934, c, 480 ; 5 Vestrik Cjir. 1933, 
Ixxxvii, 222 ; 0 Jour . of Urol. 1934, xxxii .501 ; 7 Ibid. 1935, xxxiii, 252; 8 Amer. Jour, 
Surg. 1935, xxviii, 55. 

PERICARDITIS, SUPPURATIVE. Sir W. I. de C. Wheeler, F.R.C.SJ. 

This condition is frequently missed. In the Medical Annual for 1934 
(p. 387) attention was called to the fact that if unrecognized the outcome was 
fatal, but with early drainage more than half the eases can be saved. The 
primary foous may be difficult to locate, but septic pericarditis may arise 
directly from pneumonia and empyema and occasionally may complicate such 
obvious conditions as osteomyelitis. Suspicion should be aroused by precordial 
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pain, dyspnoea, and cyanosis. X-rays are helpful, and the presence of pus 
can sometimes be revealed by an exploring needle passed cautiously at the 
left costal xiphoid angle. Free drainage is indicated. The pericardium is 
exposed by removal of two costal cartilages and lateral deflection of the pleura. 
The reviewer suggests that if the pericardium is found distended with pus, 
a Kidd’s trocar and cannula (used for suprapubic bladder drainage) should be 
Inserted. Through tills cannula a tight-fitting tube can be passed without 
allowing pus to escape. A spigot is placed in the end of the tube and small 
quantities of pus are allowed to escape at intervals of some hours. Gradual 
decompression appears indicated here as elsewhere in accordance with the 
rule : ic When an organ or system is suffering directly from pressure effects 
or indirectly from back pressure, the greater the pressure the more gradual 
should be its relief” (Wheeler). 

G. H. Bunch 2 gives his -views on suppurative pericarditis. He says the 
incidence of the disease is undoubtedly much greater than the less than 200 
cases (operative) reported in the literature up to this time indicate. “ No 
serious disease is so frequently overlooked ” (Osier). Bunch states that when 
there is an enlarged area of precordial dullness shifting with change of position, 
and when X-ray examination show's a water-bottle shadow with the base below, 
there is present a pericardial effusion. 

“ The treatment of suppurative pericarditis is adequate dependent drainage 
bv open operation as soon as the diagnosis is made. This is best done under 
local anaesthesia. It is easily accomplished and it is safe. There is so little 
shock that it is but little more than a minor procedure. The approach to the 
pericardium should be through the interpleural space, the so-called triangle of 
safety. This is behind the sternum and is pictured as extending irregularly 
to the left. The apex is above, at about the level of the fourth costal cartilage, 
and the base is below at the level of the base of the xiphoid. The space varies 
with the size of the heart and is somewhat larger in pericardial effusion. In 
my eases I have made a hockey-stick incision along the left sternal margin and 
by resecting the sixth costal cartilage have exposed the pericardium which is 
greyish in colour and thicker than the normal pleura. At this level if the 
incision into the pericardium is made near the sternal margin it will usually 
miss the left pleura and will be median to the internal mammary vessels, which 
may, if necessary, be retracted laterally or ligated and divided. We have 
drained every case with a wick of folded rubber dam extending into the peri¬ 
cardium and secured with a safety-pin through the skin. The soft wick keeps 
the drainage tract open without irritating or injuring the heart. We have not 
irrigated the wound. Pulsation of the heart ensures drainage of the pericardium 
if no encapsulated pus pockets are present. This is facilitated by posture if 
the patient is kept on a back rest. No patient not moribund is too sick for 
operation. The hope of cure is in early drainage. Paracentesis is essentially 
a diagnostic and not a therapeutic procedure. After pericardiotomy, if septic 
symptoms continue or return after improvement has begun, an encapsulated 
pus pocket should be sought for in the posterior pericardium or in the pleura. 
Left undrained such a pocket wall surely kill the patient. We have gone a long 
way since Stone, in 1919, reported having done autopsies on 72 cases of pyo- 
perieardium, none of which was operated upon.” 

References.' . Annual. 1931, 507; ^Amer, *Iour. Surg. 1935, xxxviii, June, 613. 

PERITONITIS . A, liendle Short, M.D., F.R.C.S. 

Treatment. —In the treatment of diffuse peritonitis following appendicitis, 
salpingitis, or leakage from the stomach or intestines, R. J. Behan, 1 of Pittsburgh, 
speaks enthusiastically of the value of intra-abdominal lavage with ethyl alcohol , 
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which has reduced his mortality from 50 to 4 per cent in 42 cases in which it 
was employed. He uses about 100 e.c. of 70 per cent alcohol. The value is 
clue, in his opinion, partly to bactericidal action, partly to precipitation of 
protein and increased vascularization of the serous surfaces. [As so often when 
an observer reports that some new treatment has effected a great reduction 
in mortality, the 50 per cent figure is abnormally bad and the 4 per cent 
abnormally good.—A. R. S.] 

M. G. Breitmann, 3 of Moscow, discussing the problems of drainage in sup¬ 
purative peritonitis, advises wrapping up the drainage tube, if possible, in 
omentum to prevent adhesions. 

J. R. Buchbinder, 3 of Chicago, believes that the surgical treatment of peri¬ 
tonitis, apart from administering fluids, glucose, and chlorides, and the use of 
the Levine tube, should be limited to removal of the source of the sepsis 
(gangrenous appendix, leaking ulcer, etc.), and aspiration of exudate. 

Pneumococci© Peritonitis.—C. Scaravelli, 4 of Ravenna, argues in favour 
of early drainage and the intraperitoneal administration of anti-pneumococcus 
serum. He saved 3 cases and lost 2. 

References. — 1 Amcr. Jour. Surg. 1934, July, 28 ; -Ami. of Surg. 1935, Feb., 662 ; 
z Surg. Gynecol, and Obst. 1934, Sept., 485 ; 4 Policlinico, 1935, May, 979. 

PHARMACOLOGY AND THERAPEUTICS. (See Therapeutics.) 

PHLRBOTOMUS FEVER. Sir Leonard Rogers , M.D., F.R.C.P. , F.R.S. 

In a note on laboratory investigations on sand-fly fever in India, H. E. 
Shortt, L. T. Poole, and E. D. Stephens 1 record that the blood of cases on the 
North-west Frontier, when sent to the hill station of Kasauli, produced typical 
infections in volunteers inoculated subcutaneously with it, together with a 
successful second passage. Whole fresh blood, citrated whole blood that had 
been giycerinated, and filtrates of blood induced infection on inoculation, and 
monkeys also appear to have been infected, and their blood in turn was infec¬ 
tive to man and to other monkeys. Sand-flies fed on cases on the frontier 
also infected man in Kasauli. In a further paper H. E. Shortt and E. D. 
Stephens 2 report that patients infected with sand-fly fever appear to possess 
some degree of immunity in the next fever season. The dried serum of sand¬ 
fly fever cases was also infective. 

References. — l Jour. It.A.M XL, 1935, Ixiv, Jan., 17; z Ind. Jour. Med. Eesearch, 
1935, xxiii, July, 271, 

PILONIDAL CYSTS. Sir W. I. de C. Wheeler, F.R.C.S.I. 

The pathogenesis of these cysts is unsettled. A number of writers regard 
the lesion as a sequestration dermoid, an epithelial downgrowth. Others attri¬ 
bute the cyst to a lack of closure of the lower neurenteric canal. It is certain 
the lesions are of congenital origin. No cases have been reported in negroes. 
They are much more common in males than in females. The patient notices a 
thin serous discharge and may extract protruding hairs from the orifice. In¬ 
flammation in and around the cyst often brings the condition for the first time 
to the patient’s notice. Pilonidal cysts have received attention in the Medical 
Annual in previous years (1933, p. 349 ; 1934, pp. 130, 353 ; 1935, p. 99). 

A recent article by L, K. Ferguson 1 discusses some of the points mentioned 
above. In early cases a tender swelling is present over the lower sacrum in 
the mid-line between the folds of the buttocks. There may be one or several 
openings. Pus or hair may be seen protruding through the orifice. If hair is 
seen, the diagnosis is certain. Otherwise the condition may be confused with 
the external orifice of an anal fistula. The orifice of a pilonidal sinus is smooth, 
jn the mid-line, situated behind the anus, and lined by skin. The orifice of an 
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anal fistula is rarely in the mid-line and is marked by a ring of recent or old 
granulation tissue. * A probe will pass upwards over the posterior part of the 
sacrum. When there is acute inflammation the mid-line position lessens the 
likeness to an ischiorectal abscess, and furthermore rectal examination is not 
associated with pain and tenderness as it is in ischiorectal abscess. 

Ferguson compares the results of excision and drainage, excision and packing, 
and excision with primary suture in ambulatory cases. He recommends the 
last. When excision of the cyst with primary suture was employed under local 
anaesthesia the results were admirable. Ferguson lays down certain rules : 
(1) Operation should not be performed in the acute stages. The orifice is 
dilated, a wick drainage introduced and the excision postponed for some weeks. 
Occasionally a small incision will be required. (2) An incision is made round 
the orifices," but as little skin as possible should be sacrificed ; fat to fill up the 
resulting cavity after excision should also be spared. (3) One per cent novocain 
solution is used with a liberal addition of adrenalin. (4) The entire cyst must 
be removed. This is rendered difficult as there is no definite capsule. The body 
of the cyst often extends upwards on cither side of the mid-line. (5) Primary 
suture is employed, taking care to obliterate all dead spaces. The dressings 
should be copious so as to produce pressure on the operated area. They are 
held in position by adhesive straps transversely across the buttocks. During 
their application the buttocks should be held together by an assistant. The 
patient should lie on his back for an hour after operation. (6) The skin sutures 
should be removed on the third or fourth day. They predispose to infection. 
The steps of the operation are shown in Plates LV-LVII. 

Reference.—AB m. of Surg. 1935, Jan., 469. 

PITUITARY BODY. (See also Intracranial Tumours ; Sex Hormones.) 

Sir Walter Langdon-Broton , M.D ., F.B.C.P. 

Anterior Lobe,-—The multiplication of hormones attributed to the anterior 
lobe of the pituitary proceeds apace. It may be well first to refer to the 
principal recent observations and then to offer certain general criticisms on 
the whole position. 

Growth Hormone. —In view of the former acute controversy between those 
who attributed diabetes insipidus to a defect of the posterior pituitary and 
those who attributed it to a mid-brain lesion, it is interesting to note that 
G. Campaille 1 reports a ease of acromegaly in a woman of 57 in whom the 
pituitary was entirely normal, but who had a syphilitic lesion in the mid- 
brain. This reinforces the close connection between the glandular and nervous 
elements in the dieneephalo-pituitary apparatus. That anterior pituitary 
extract can lead to gigantic growth in rats has again been confirmed, reminding 
us of H. G. Wells’s anticipation in The Food of the Gods . At the other extreme 
various authors have adopted Brugseh’s label of hicromicry’ (to express the 
converse of acromegaly), and have recorded examples of dwarfism, infantilism, 
and progeria associated with anterior pituitary defects. 

E. Novak 2 emphasizes the fact that as yet the growth hormone has not been 
obtained free from all others, and repeats Evans and Reichert’s caution that 
admixture of the gonadotropic principles might excite sexual maturity with 
epiphysial closure and thus defeat the object in view. 

Gonadotropic Hormone .—Here the evidence is more involved. We must 
distinguish clearly between ‘oestrogenic’ substances which can act directly in 
the absence of the ovaries and ‘gonadotropic’ principles which act indirectly 
by exciting the production of cestrin in the ovary. J. B. Collip 3 maintains 
that while injections of the pituitary gonadotropic hormone can produce both 
maturation of the ovarian follicles and their subsequent luteinization in the 
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A'/V/. d. -The patient is placed on (In* abdomen with ;i pillow under the pelvis, or the 
operation may be performed on the proetoseopie table partially tilted. A superiieial and deep 
infiltration anicsthesia with 1 ]n*r cent novocain-adrenalin is used. The incision should be 111 
the mid-line except where it surrounds the openings of the cyst. 
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absence of the pituitary, the one extracted from pregnancy urine or the placenta 
cannot do either under such conditions. He sums up in favour of the existence 
of two separate pituitary hormones, one foliide stimulating, the other luteiniz¬ 
ing, but there seems to be a growing consensus of opinion in favour of one 
such hormone acting at different stages in the cycle. 

H. M. Evans 4 states the case thus : At the menopause and in pregnancy 
the body fluids contain types of gonadotropic hormone that are similar to, if 
not identical with, types that can be secured by chemical treatment of the 
pituitary gland. Combinations of either urinary component with the com¬ 
plementary gland component behave synergicaily. He regards the pregnancy 
gonadotropic hormone obtained from the urine as chorionic in origin. 

Follicle-stimulating urine together with its pituitary synergist stimulates the 
seminiferous tubules, but not the interstitial tissue, in hypophysectomized rats . 

Gonadotropic therapy in amenorrhcea has been on the whole disappointing ; 
this has been largely due to the almost exclusive employment of the urinary 
extract, without the pituitary synergizer. 

The Aschheim-Zondek test has yielded outstanding service in the recognition 
of extra-uterine pregnancy. In the toxaemias of pregnancy strongly positive 
results have been obtained by this test in the last third of gestation. Extra¬ 
ordinarily high titres are also found in liydatidiform mole and chorionepithe- 
lioma. At birth the gonadotropic hormone disappears promptly from the 
maternal urine. In the same way it should disappear after removal of a mole 
or of the uterus for chorionepithelioma ; failure to do so is a sure sign that 
metastases have already formed. 

The gonadotropic hormone and cryptorchidism : R. H. Kunstadter and L. S. 
Robins 5 treated 3 cases of cryptorchidism and 3 of genital hypoplasia success¬ 
fully with antuitrin S. 

S. B. Aberlc and R. H. Jenkins 6 produced descent of the testes in 2 out of 
4 boys treated with injections of anterior-pituitary-like principle from preg¬ 
nancy urine. In immature monkeys this acted with complete success in one 
and was only partially successful in four. Failure may be due to inexact 
dosage or, in man, to mechanical obstruction and developmental irregularities. 

Novak 2 quotes an extraordinary case of Cohn’s in which an injection of 
antuitrin S was followed by descent of the testis within six hours, but he also 
quotes an experiment on a monkey where the anterior-pituitary-like hormone 
produced sufficient prostatie enlargement to cause urethral obstruction, which 
indicates caution in its clinical use. In view of the tendency of preparations 
of anterior pituitary-like substances to deteriorate, some clinics prefer to 
prepare their own material from pregnant urine or even to infuse the urine 
itself into the rectum, with apparent success. 

Pituitary Basophilism .—Cases of this syndrome continue to accumulate, and 
may be considered next, as its association with the gonadotropic hormone 
has been stressed by Cushing and others. 

C. A. Wright, 7 in describing some cases of pituitary basophilism, reports 
the presence of excess of anterior pituitary sex hormone in the urine. A case 
treated by X rays to the pituitary fossa showed marked improvement. 

W. Susman, 8 in a series of 260 pituitaries, found adenomata in 8 per cent, 
3 per cent of which were basophilic. He considers, therefore, that they are 
too common to be of any special significance, and that his results lend no 
support to the view that these basophil cells secrete a sex hormone, or that 
their increase will give rise to the syndrome known as pituitary basophilism. 
Herein he is in conflict with most other observers. 

D. S. Russell, H. Evans, and A. C. Crooke 9 describe two eases of basophil 
adenoma in which the usual features of the ‘basophilic’ syndrome were 
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Imperfectly manifested, the salient feature being cardiovascular hypertrophy. 
Nor was there tmy abnormal invasion of the posterior lobe by basophil cells, 
which Cushing has suggested may be a potent factor in essential hypertension. 
On the other hand, I. Pardee, 10 in reporting two cases of pituitary basophilism, 
both occurring in men and verified post mortem, supports Cushing’s suggestion. 

J. H. Lawrence and H. M. Zimmermann 11 report another ease of pituitary 
basophilism in a man, which presented several unusual features. The adenoma 
was degenerate as if its activity was burned out. There was a large accumula¬ 
tion of colloid in the pars intermedia, and basophilic infiltration in the posterior 
lobe. Adenomata were also present in the adrenals and in one of the para¬ 
thyroid glands. Each of these accessory adenomata has been observed separately 
once, but never before in conjunction. There was well-marked decaldfication 
of the skeleton and calcification of the arteries (although the patient was only 
44), but 210 alteration in the blood calcium. This decaldfication with bone pains, 
yet a normal blood calcium, appears to be typical of Cushing’s syndrome. 

Thyrotropic Hormone. —J. B. Coliip 12 adduces additional evidence for the 
entity of this hormone, and E. F. Scowen and A. W. Spence 10 have produced 
thyroid hyperplasia, exophthalmos, and adrenal hypertrophy by the prolonged 
administration of an acid extract of anterior pituitary substance. 

Parathyrotropic Hormone. —Coiip 12 has collected the not very convincing 
evidence in favour of this hormone. Although the case for its identity is by 
no means established, there is the striking similarity of the decalciilcation and 
bone pains of pituitary basophilism and hyperparathyroidism, despite the fact 
already stated that in the former the blood calcium is not increased as in 
the latter. 

Adrenoiropie Hormone. —Adrenalectomized rats can be made to grow by 
adequate amounts of cortical hormone, but not if the pituitary lias been 
removed also ; implantation of anterior pituitary tissue or injection of its 
extracts causes marked hypertrophy of the adrenals. In one case an acro¬ 
megalic girl suddenly developed hirsutism, interpreted as an adrenal effect. 

Lactogenic Hormone. —Further evidence is being adduced in favour of a 
special hormone governing the formation of milk as apart from the expulsion 
of milk through the mammary ducts. According to P. E. Smith 14 this pro¬ 
lactin (or galactin) does not cause the development of the mammary gland, 
but it does cause the onset and continuation of the secretory phase, while the 
(estrogenic hormone causes an unfolding of the mammary duet system even 
in the foetus ; the cessation of the latter secretion at birth followed by a 
temporary prolactin secretion by the infant's pituitary would seem to explain 
the long-debated phenomenon of witch's milk. (Estrogenic substance depresses 
prolactin secretion during pregnancy; the expulsion of the placenta, releases 
that inhibition and lactation follows. 

Diabetogenic Hormone. —The ample confirmation of Houssay’s observations 
lias led to a considerable volume of work. As is well known, he showed that 
If a dog is previously deprived of its pituitary, subsequent removal of the 
pancreas docs not cause glycosuria. This has been regarded as the most 
important addition to our knowledge of diabetes since the discovery of insulin. 
J. B. Coliip 15 maintains, however, that the animal is not entirely free from 
symptoms of pancreatic diabetes. Its blood-sugar fluctuates within wide 
limits as the result of feeding, and slight glycosuria (which may fairly be termed 
alimentary) may follow. Anterior pituitary extract at once raises blood-sugar, 
and excites glycosuria with ketonuria in such animals. They are also very 
sensitive to insulin. Even slight fasting may produce severe hypoglycemic 
collapse, which is dramatically relieved by injection of dextrose. It is not 
surprising, therefore, that insulin may be fatal to such animals. The diabetogenic 
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principle in the anterior pituitary is not the thyrotropic hormone since its 
effect can be obtained in thyroidectomized “ Houssay animals 

Houssay lias recently obtained this blood-sugar-raising principle from the 
urine. Lucke found a low blood-sugar in a hypopituitary dwarf which he 
could raise by Houssay’s extract. Hertz found masked symptoms of Gierke's 
disease in a pituitary dwarf, suggesting a possible inter-relationship between 
the pituitary and glycogen storage, which fits in with Houssay’s conclusion 
that only the liver is absolutely essential for the action of Ms diabetogenic 
hormone. R. M. Wilder and D. L. Wilbur 16 attribute the raising of the blood- 
sugar level to the action on the liver of adrenalin which is released under the 
influence of the anterior pituitary. It has a considerable latent period unless 
introduced direct into the cerebrospinal fluid according to Lucke, who regards 
tills as evidence that it acts through the nervous centres. Funk and a number 
of other observers, noting the marked ketonuria occurring under such condi¬ 
tions, including von Gierke’s disease, claim to have isolated a separate ketogenic 
principle . That it is not identical with the one which raises blood-sugar is 
suggested by the way it increases the lipoid content of the blood, which the 
latter does not do. 

Antihormones.—This is perhaps the best place to refer to Collip’s views on 
antihormones. He had previously shown that his parathormone gradually 
lost its effect on repeated injection. One may imagine that since it acts 
destructively on the calcium content of bone and muscle this would adequately 
explain the failure. But he now 17 thinks that the same applies to the 
pituitary growth hormone, and advances the hypothesis that the produc¬ 
tion of antihormones may be responsible for hypoglandular states. It is an 
interesting suggestion, though the purposive character of such antihormones 
is hard to seek. Certainly thyroid administration is effective when continued 
over many years. In a later paper 18 he advances the following theories : (1) 
The responsiveness of an individual to administered hormones varies inversely 
with the hormone content or production of the subject’s own gland. (2) For 
each hormone there is an antihormone substance. (8) The hormone-anti- 
hormone complex may be regarded as a buffer system, small departures from 
the normal balance of which may be detected by an abnormal response to the 
administration of a hormone. In conjunction with E. M. Anderson he has 
studied an unstable anti thyrotropic substance obtained from the pituitary, 
and states that although it lowers the basal metabolic rate, it does not antago¬ 
nize thyroxin, indicating that the action is on the pituitary thyrotropic hormone, 
as is further suggested by the fact that the rate is lowered just to the same 
extent in the hypophyseetomized animal. 

Seowen and Spence 18 confirmed Collip and Anderson’s finding of an anti- 
thyrotfopie hormone. They do not regard it as an ordinary antibody, the 
production of which would render hormones quite useless. There is more 
probably a balance between thyrotropic and antithyrotropic principles. If 
large doses of one arc given, the other is elaborated in an attempt to bring 
about hormonal equilibrium. 

The Lanrence-Moosi-Biedl Familial Syndrome.—This syndrome, of 
obesity, mental retardation, polydactyly, and retinal pigmentation, illustrates 
the complexity of the changes in which the pituitary presumably shares. It 
must remain, however, a presumption, since the condition runs such a slow, 
almost non-progressive course that no post-mortem record is as yet available, 
although the syndrome has been well recognized for more than twelve years. 
E. A. Cockayne, I). Krestin, and A. Sorsby 19 report two families, one of 10 
members of whom 3 and possibly 4 were affected, and another of 4 members 
3 of whom were affected. There was no consanguinity of parents in either group. 
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Comments. —Two interesting trends of thought are making themselves 
increasingly heard. The first is a revolt against attributing each of the multiple 
functions of the anterior pituitary to a special hormone. It recalls the earlier 
reaction against the multiplication of ‘centres’ in the medulla, which led to 
a much more elastic conception of medullary reflexes. Woodard (Medical 
Annual, 1935, p. 129) was one of the first to voice this revolt, urging that 
the two distinct types of granular cells were probably accelerators and inhibitors 
respectively, which determined the general direction in which the pituitary 
influenced the other ductless glands. It was next reinforced by E. C. Dodds 
( Medical Annual, 1935, p. 12S) from a different angle when lie pointed out 
the much greater chemical complexity of anterior pituitary hormones com¬ 
pared with the others, and regarded the former as stimulators of the latter. 
It is seen in the observations of Coliip and of H. M. Evans quoted above. It 
has been well expressed by P. E. Smith 14 thus : “ That this small gland, which 
in man averages less than 0-5 grin, in weight, secretes this number of hormones 
as separate entities throughout the entire secretory process taxes the imagina¬ 
tion. The differentiation into two highly specialized secretory types of cells 
suggests perhaps the formation of a corresponding number of basic secretory 
products which may be altered to give these specific responses. There can be 
no certainty until physiologically pure extracts are secured as to how much 
these impurities may modify the responses.” One might add to this the fact 
that somewhat violent chemical measures have been adopted to isolate these 
pituitary hormones even in only an approximately pure state. It seems more 
probable that such measures have produced alterations in the basic products 
as suggested by P. E. Smith. The contrast between the small amount of 
oestrogenic substance produced by the pituitary and the enormous amount 
of cestrin formed, for instance, in the placenta which overflows freely into the 
urine during pregnancy, is highly suggestive of a catalytic agent acting on a 
large mass of substrate, or at any rate of a stimulating synergic mechanism. 
It is true that, as stated above, Wright has reported an excess of the pituitary 
sex hormone In the urine of patients with basophilism, but clinical evidence 
of increased sexual activity in such patients is, to say the least, more than 
dubious. The only way to reconcile the presence of an adenoma composed 
of basophilic sex-hormone producing cells with the loss of sexual function 
commonly observed, is to lay emphasis on the observation of Crooke and others 
that these cells in the adenoma are in an altered state. Even so one would 
have expected a preliminary stage of increased activity which does not in fact 
occur. That the anterior pituitary produces a sex hormone is undoubted, 
but that it has its origin in the basophil cells is becoming increasingly doubtful. 
The way in which a growth in the thymus, a gland usually regarded as antagon¬ 
istic to sexual development, may simulate the basophilic syndrome adds to 
those doubts. The close similarity between the syndromes produced by growths 
of the adrenal cortex and certain pituitary growths, which was recognized as 
long ago as 1921 by Achard and Thiers, points in the same direction. This 
aspect has been emphasized by F. G. Leseher and A. H. T. Robb-Smith, 20 
w T ho described the case of a woman aged 35 who had a carcinoma of the 
adrenal cortex producing all the cardinal, and most of the occasional, signs 
and symptoms of Cushing’s syndrome, but with hardly any increase in the 
pituitary basophil cells. They conclude that the evidence is against these 
cells producing the gonadotropic hormone, and in favour of their being the 
source of some depressive inhibitory substance which can produce such condi¬ 
tions as a low metabolic rate, altered carbohydrate metabolism, obesity, 
lethargy, and lack of sex functions. [Incidentally, however, the basal meta¬ 
bolic rate was raised in two cases under the reviewer’s care.] Their patient 
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died with. hyperpyrexia twelve hours after the operation, and tills was the 
fatal termination in one of the reviewer’s cases. 

The second line of thought is the increasing importance which is being 
attached to the responsive capacity of the receptor tissues on which these 
hormones act. As Keith pointed out some years ago, the partial gigantisms 
in certain cases of hyperpituitarism, in which all the tissues in a particular 
area were involved, can only be explained on the theory that these locally 
hypertrophied tissues had developed a special sensitiveness to the growth 
hormone. A variation in different species in their sensitivity to injected 
extracts seems to he established. Evans and his associates have shown that 
whereas the dachshund gives a marked response to growth hormone, the sheep 
dog does not. As P. E. Smith says, it is evident that the response elicited 
bv injections of any hormone is dependent on at least two factors, the stimulat¬ 
ing capacity of the hormone and the responsive capacity of the receptor tissues. 
The importance of this latter factor is shown by the transplantation of limbs 
and other structures between embryos of species of different sizes. The trans¬ 
plant responds according to its inherited growth capacity rather than to its 
new endocrine environment (Harrison 21 ). Again, after the menopause erstrin 
may be present in large amounts, yet reproductive cycles cease, as if the repro¬ 
ductive organs had lost their capacity to respond rather than that the hormonic 
stimulus had failed. At present, however, wc have no inkling as to the 
mechanism by which this cellular reaction is produced, unless perhaps the 
synergic action between the pituitary oestrogenic hormone and the placenta 
provides us with a clue. 

Posterior Lobe.—Here the problems are simpler, but perhaps on that 
very account do not appear to have stimulated so much research. E. M. 
Ceiling 22 maintains that the pressor and oxytocic secretions of the posterior 
pituitary are due to this portion of the gland itself, and not, as has been 
alleged, to the pars intermedia, which appears to be concerned with melano- 
phore function. One important new' observation on the effects of posterior 
lobe extracts has, however, been made, for E. C. Dodds and others 23 have 
induced an acute haemorrhagic lesion of the acid-bearing area of the stomach 
in animals by subcutaneous injection of pituitrin, and chronic ulcers by repeated 
oral administration. This is accompanied by a reduction of gastric acidity, 
and a severe anaemia with definite macrocytosis. These experiments recall 
the fact that acute gastric lesions may follow operations on the base of the 
brain, while chronic ones may be associated with megalocytic antennas. 

References .—tPoliclrnico (Sez. Med.), 1034, xli, Doc., 748 ; ~Jour. Amer. Med. 
Assoc. 1935, civ, March 23, 908 ; a Ibid. Feb. 10, 550 ; 4 Ibid. Feb. 0, 464 ; Mow. Pediat . 
1934, June, 774 ; *Jour. Amer. Med. Assoc. 1934, ciii, Aug. 4, 814 ; 7 Med. Record , 1935, 
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PITUITARY DISORDERS IN CHILDHOOD. 

Reginald Miller , M.D., F.R.C.P, 

Pituitary disorders in childhood give rise to disturbances of growth, sex 
development, and metabolism from abnormal function of the different cell 
groups in the gland. It is not as yet possible accurately to correlate all the 
functions of the gland with its various histological structures, but it is almost 
certain that the eosinophil cells of the anterior lobe produce the growth 
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liOTinone, and the basophil cells are suspected of producing the gonadotropic 
hormone which stimulates the sex glands that are themselves responsible 
for the development of the sex organs and secondary sexual characters. In 
addition it probably also produces secretions which react on the thyroid, the 
adrenals, and the pancreas. Thus the pituitary may be thought to act partly 
directly and partly indirectly by its influence on other glands. 

H. Gardiner-HiU, 1 reviewing the subject of pituitary disorders in childhood, 
states that although hypopituitarv and hyperpituitary states have both been 
described in the literature, the former rests upon much more assured proofs 
than the latter. 

Hyperpituitarism. 1 —This is probably responsible for the common over¬ 
grown and overfat child, as experimentally treatment by anterior pituitary 
produces overgrowth and obesity. Clinically such children practically never 
show signs of any organic lesion of the pituitary, and in the large majority 
of eases right themselves after puberty, which is not abnormally delayed. It 
was pointed out in last year’s Medical Annual (p. 208) that it was a common 
error to take far too serious a view of such cases, and Gardiner-Hill repeats the 
warning there given against the tendency to label such children as examples 
of Frohlich’s syndrome on totally insufficient grounds. 

Hypopituitarism (Plate LVIli , A and B). —Two main types of hypo¬ 
pituitarism are described as occurring in childhood, and in both the underlying 
pathological lesion has now been well established. The first is Simmonds*n 
disc fisc , in which there is destruction of the anterior lobe due to an ischaemic 
necrosis, the end-result of infarction, septic or otherwise. Secondly, there is 
Frohlieh's syndrome > a deficiency syndrome due to compression of the gland by 
a parahypophysial tumour. In both, destruction of the anterior lobe results in 
dwarfism and infantilism. Disturbances of metabolism are present, too. In 
typical Simmonds’s disease, cachexia is the striking feature, whilst in typical 
Frohlicli’s syndrome varying degrees of obesity are found. The outstanding 
difference between the two syndromes clinically lies in these contrasting metabolic 
features and in the presence of tumour symptoms in Frdhlich’s syndrome. On 
clinical as opposed to pathological grounds, the nomenclature appears to be 
too rigid, for cachexia is found not infrequently with para-hvpophysial tumours, 
and typical cases of Frohlieh’s syndrome may occur without any tumour. The 
difficulty in grouping clinical cases satisfactorily with this nomenclature lies 
obviously in the varying metabolic disturbances. The relationship between 
the pituitary and these metabolic changes is not at all understood. It would 
seem better, therefore, at the present stage to use the term 4 hypopituitarism 5 in 
clinical work for all types showing the characteristic growth and sex defects, 
and to classify them further according to whether the pathological lesion is of 
the nature of a tumour or not. 

The criteria for the diagnosis of hypopituitarism are as follows ;— 

I. Growth and Skeletal Dejects. —Growth defects are present in all types of 
hypopituitarism in children in whom the functions of the anterior lobe have 
been interfered with, but their type depends to some extent on the age at 
which the pathological process begins. Normally the infantile type of skeleton 
in which the lower measurements (symphysis to soles) are shorter than the 
upper (symphysis to vertex) is maintained until the age of 6 or 7 years ; but if 
hypopituitarism develops before this age is reached, the infantile proportions 
will be retained. In any ease there is a tendency for the long bones to be 
affected more than the trunk. 

2. Bone Development .—Retardation of ossification is another sign of hypo¬ 
pituitarism in children. X-ray examination (e.g., of the carpus) will show 
that the centres of ossification appear late, and the epiphyses remain ununited. 
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8. Neighbourhood Symptoms .—Hypopituitarism due to compression from 
para-hypophysial tumours tends to be accompanied by headache, papiii- 
ccdetna, visual disturbances from damage to the optic tracts, and occasionally 
pyramidal lesions from pressure on the cerebral peduncles. Skiagrams of 
the skull may show unfolding and erosion of the pituitary fossa, and a 
6 beaten silver’ appearance of the calvarium due to pressure and thinning 
of the bone. 

4. Mentality. —Until the stage of cerebral compression arises in tumour 
eases, the mentality of children with hypopituitarism remains bright and 
alert, differing in a marked degree from the untreated case of hypo¬ 
thyroidism. 

Pituitary Basophilia (Plate LVI11, C). —No article dealing with pituitary 
disorders in childhood would be complete without some brief reference to the 
condition known as pituitary basophilia, a polyglandular syndrome, the origin 
of which Cushing attributes to an adenoma of the basophil cells of the anterior 
lobe. Hitherto it has been considered of cortico-adrenal origin, and there is 
no doubt that cases have been described of cortical adrenal tumour which 
have shown all the cardinal and most of the occasional symptoms and signs of 
Cushing’s disease. Moreover, in the majority of the typical cases of Cushing’s 
syndrome reported up to date, adrenal changes, notably cortical hyperplasia, 
have been present in addition to the pituitary basophilia. It seems probable, 
therefore, that some of the signs and symptoms of the condition arc of adrenal 
origin. 

There is experimental evidence to suggest that the basophil cells of the 
anterior pituitary secrete the sex-maturing hormone, and as one of the strildng 
features of pituitary basophilia in childhood is a premature development of the 
secondary sex characters, it is not unnatural to assume that the basophil cells 
are primarily concerned. It is, however, admittedly difficult to understand 
why, if this syndrome is due to an over-sceretion of the gonad-stimulating 
hormone, there, is almost invariably found atrophy of the testes and ovaries 
in adults. 

In addition to the sex dystrophy, other important symptoms of Cushing’s 
disease are a peculiar and rapidly developing obesity limited to the face, neck, 
and trunk (the limbs being spared); hypertrichosis of the trunk, face, and 
limbs; changes in the skin, which becomes very dry, takes on a dusky plethoric 
hue, and presents numerous purplish lineje atrophica*—altogether a character¬ 
istic picture which can scarcely fail to be recognized. Vascular hypertension, 
ecchymoses, pigmentation, and, in some instances, glycosuria and hyperglycemia 
are further features of the fully developed syndrome. Neighbourhood symptoms, 
sellar changes, and visual disturbances arc not found. 

Reitehunoe.— 1 Practitioner , 1935, exxxiv, 480. 

PITUITARY TUMOURS. (See Intracranial Tumours.) ■ 

PLEURODYNIA, EPIDEMIC. J. D. Rolleston , M.D., F.R.C.P. 

Epidemiology. —Sporadic eases of this disease, otherwise known as epidemic 
myalgia, Bornholm disease, devil’s grip, etc. (see Medical Annual, 1935, 
p. 318), are reported by R. Huss 1 to have occurred in 1927, 1929, and 1930 in 
Sweden, where it became epidemic in 1931, the incidence being as high as 
2*6 per cent of the population in some localities. In 1932 and 1933 the disease 
became sporadic again. As a rule the highest incidence was between the ages 
of 15 and 30, and both sexes were equally affected. 

REFERisrmw.— l Bull. Off . internal d’Hyg. publ. 1934, xxvi, 1083, 
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PNEUMONIA. J. F. Gaskell , M..4., HO>., F.R,C,P, 

Clinical. —D. T. Davies, G. Hodgson, and L. E. II. Whitby 1 have made a 
detailed study of a series of 184 cases of pneumococcal pneumonia at the 
Hammersmith Hospital, during the year from February, 1932, to April, 1988. 
Their chief investigations have been with regard to the presence of agglutinins in 
the disease, the value of serum treatment, and the development of the lung con¬ 
solidation as shown by X-rays, They first review the mortality over the period 
1S97 to the present day. An investigation for the period 1897-1906 in London 
hospitals gave a mortality of 23 per cent; Glasgow from 1920-9 gave 21*5 
per cent ; ~St. Bartholomew's Hospital 1925-9 gave 16-6 per cent; Birmingham 
in recent years gave 25-6 per cent; and a series of their own at the Middlesex and 
Royal Free Hospitals from 1922-31 gave 19 per cent. It appears, therefore, 
that there has been very little change in the mortality rate over this period 
in Great Britain. This rate has been throughout distinctly lower than the 
American rate of 80 to 38 per cent. Their series also show that mortality 
increases with age, as is universally found by all observers. Comparing it with 
the 1897-1905 series, there is a definite reduction in the death-rate between 
the ages of 20 and 50. The mortality of the other age periods is unchanged. 

The authors had 55 cases of Type I infection in the Hammersmith group, 
42 of which were in the 10 to 40 age group, agreeing with the more extensive 
American statistics that this type especially attacks adults in their prime ; 
19 serious cases bad serum therapy, the 36 others had no serum. In these 
36 agglutinins were tested for throughout the illness by adding three drops 
of the patient's serum to one drop of thick coccus emulsion. They usually 
appeared two to three days after the crisis, not before this ; and lasted for 
about fourteen days only. They are therefore associated with the process of 
resolution and are no index of true immunity. If complications are present 
they may persist, or disappear and reappear when the complication is over. 
The leucocyte count was also watched, and fell, as the agglutinins appeared, 
from an average of 22,000 to 10,000. 

Sixteen of the 19 cases treated with serum were treated in the first four days 
of illness with great amelioration of symptoms. In those treated from the 
second day a uniform fall of temperature, pulse, and respiratory rate occurred 
on the fourth or fifth day, accompanied by a corresponding early fall in the 
leucocyte count. The clinical amelioration is therefore accompanied by a 
diminution of the stimulus to the production of leucocytes in the hone-marrow 
which the disease normally brings about. The serum used was a mixed 
Type I and II Felton serum containing agglutinins to these types ; such 
agglutinins were easily demonstrable when sufficient serum was given. The 
appearance of such agglutinins cannot be held to indicate that no more serum 
is needed, as Sabin, Parsons, Sutcliffe, and others have claimed. 

In six eases of the series there was definite serum sickness, but this was 
never alarming. The source of the serum used was not stated, and last year’s 
report of the investigation under the auspices of the Medical Research Council 
showed that sera varied considerably in this respect, so that the author's serum 
probably was an unfortunate one. 

They only had 13 cases of Type II, with 5 deaths, and agree that Type II 
is clinically more toxic, with a low T er temperature and fewer physical signs. 
Agglutinins appeared with recovery as in Type I cases. Leucocyte counts 
ruled lower, lying between 15,000 and 18,000. These cases were not treated 

with serum. 

Twenty cases were of Type III, of whom 15 were over 40 ; 7 of these older 
cases died, but only 1 of the 5 in the younger group ; the majority of the older 
cases had chronic chest trouble. Leueocytosis was lower, averaging 10,000 to 
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15,000, and agglutinins appeared as resolution phenomena as in the cases of 
Type I and Type II. 

Forty-nine cases came into Group IV ; they had a mortality of 14 per cent. 

The agglutinin reactions proved of value in confirming the type of the infect¬ 
ing pneumococcus, and in most cases the agglutinin corresponding to the type 
found in the sputum duly appeared. They were also valuable in detecting 
the presence of mixed infections in a few cases. These reactions are a simple 
and useful adjunct to the typing from sputum or lung puncture material. 

The radiological examination of patients was done with a special apparatus 
erected in the ward, and 119 patients in all were investigated : 9 were examined 
within forty-eight hours of onset and 16 within seventy-two hours. The 
results agree with those of Sante (1928), Graeser, Robertson, and Wu, reviewed 
last year, and also with the experimental investigation in dogs by Terrell, 
Robertson, and Coggeshall. 

Marked changes can be seen in twenty-four hours. Opacity starts from 
the hilum and spreads outwards, reaching the surface on the third day. Vas¬ 
cular engorgement is seen in this period as very definite thickening of the strife 
on the radiogram. Coincidentiv the diaphragm rises on the affected side, 
whatever lobe or lobes are affected, and the intercostal spaces become narrowed. 
Deflection of the heart and mediastinum was only seen in a few cases where 
development of consolidation, was very rapid. An entirely different picture 
was seen occasionally in Type III and Group IV'cases. The opacity started 
at the periphery. In such eases physical signs may then not be definite till 
the hilum is reached. The density becomes maximum on the fourth to seventh 
day. Definite physical signs always become evident much later than the 
X-ray shadows. 

Thirty-seven of the Type I cases were followed closely throughout the illness. 
In a number of these more than one lobe was radiologically affected, though 
clinically in all but two there was no sign of this. Only one case showed radio¬ 
logically a definite late extension. With resolution the hilar glands enlarge ; 
the resolution process may take anything from ten to fifty days, the periphery 
clearing first. No alteration in the development of consolidation or the time 
of resolution was apparent in the cases treated with serum. This is additional 
evidence that scrum acts on the general toxaemia of the condition and does 
not influence the local process in the lung. The other groups conformed to 
the Type I group radiologically except for the patchy peripheral Type III and 
Group IV cases. 

X-rays were found to be of little help in determining the presence of early 
empyema. Pus was found in cases where X-rays gave no definite evidence. 
This is reasonable as the solid lung is already giving a shadow. The heart 
showed increase in size in only 3 cases, in each of which blood-pressure fell 
to a low level and a relative bradycardia was present. 

In a review of the clinical aspects of pneumonia on the Rand, F. Daubenton 2 
finds that the diagnosis between bronchopneumonia, influenzal pneumonia, 
and bronchitis varies greatly in different hospitals at the same period, showing 
that the differentiation is difficult and varies with the clinician. He accepts 
the view that pneumonia is not common among the natives when at home, 
and its incidence varies with the rate of importation of natives into the mine 
compounds. A common form has no typical onset but gradually increasing 
signs up to a final lobar consolidation, being more of the influenzal type than 
the true lobar pneumonia. Another difficulty in diagnosis is the typho- 
pneumonxa type with strong Widal reactions. No typhoid bacilli have ever 
been found in the sputum, and he concludes that this type is pneumonia compli¬ 
cating an early typhoid infection. W. H. Palmer 2 agrees that the lobar type is 
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seldom seen. Frew, 2 as the result of thirty years’ experience on the Reef, has 
seen no great progress In treatment during this period. The physique of the 
native is most important, and the early days are the most dangerous, but an 
influx of new miners also increased the incidence in old miners. The addition 
of partitions in the sleeping huts appears to have decreased the incidence of 
pneumonia. Vaccine protective therapy was of great value, and gave the best 
protection when given in a single large dose. 

D. J. Stephens 3 has studied the appearance of myelocytes in the peripheral 
blood in pneumonia. His series consisted of 48 cases, 13 of which died. He 
made daily counts extending far into the convalescent period. Myelocytes 
appear in the early febrile period after the third or fourth day and constitute 
1 to 2 per cent of the white cells. There was no difference whether the patient 
died or recovered. The greatest myelocyte response, however, occurred after 
the acute stage was over, usually one to five days after defervescence. The 
proportional count rose to 5 per cent in two-thirds of the recoveries, to 10 per 
cent in one-third, and up to 15 per cent in three cases. The average of the 
30 cases was 7*5 per cent. The presence of myelocytes was of brief duration 
and usually disappeared in another week. He concludes that this post-febrile 
myelocytosis is very common in pneumonia though not in other febrile diseases. 
Possibly it is due to the stimulant effect of the liberation of large masses of 
nuclear material during resolution. 

T. F. McNair Scott and M. Finland 4 have used a new method of vital staining 
by neutral red and Janus green to study the cells in Ike pleural effusions in 
pneumonia. The former stains granules and vacuoles and the latter mito¬ 
chondria. The fact that there is always some exudate in the pleural cavity 
in pneumonia has long been recognized. Their material consisted of 53 fluids, 
32 sterile and 21 infected. Neutrophil polymorphs form 80 per cent of cells 
in the uninfected and 100 per cent in infected fluids. When resting or dying 
they are rounded, but are irregular in shape and motile when active. In 
uninfected cases polymorphs fall rapidly to 60 per cent on the eighth day, in 
infected cases they rise rapidly to 100 per cent. Eosinophils vary and may 
rise to 12 per cent. In one very prolonged sterile effusion they rose to 70 per 
cent; there were only 10 per cent in the blood at this time. Macrophages 
appear late in sterile fluids and lymphocytes later still. The latter are not 
obviously protective, as over one-third of fluids with over 10 per cent lympho¬ 
cytes became infected. Monocytes are like those of the blood, and mesothelial 
cells, which are cast off from the endothelium, show no activity, phagocytic 
or otherwise. 

Harlow Brooks 5 has investigated the cause of death in 200 cases of pneumonia, 
all of which had autopsies. This is a sequel to an exhaustive analysis of 5000 
eases in the war epidemic of 1917-19. He then concluded that death was 
usually from terminal cardiac failure with dilatation of the right side. His 
200 cases all had type specific pneumococci in the sputum or blood ; 77 cases 
died with clinical cardiac failure; 116 cases had chronic cardiac disease which 
must have preceded the pneumonia. In 73 cases acute cardiac lesions developed, 
in 14 acute endocarditis. Cases of cardiac disease are ‘bad risks’ in pneumonia. 
Brooks, however, holds that a second circulatory factor is important—namely, 
dilatation and congestion of capillaries and veins—and attributes this to 
vasomotor paralysis rather than to a toxic cause, as Bruce Perry and others do : 
109 cases showed this. ‘Sepsis’, including septicaemia, acute endocarditis, 
meningitis, empyema, and lung abscess, was present in 90 cases. The rdle of 
anoxaemia is difficult to assess. The extent of lung involvement is a very minor 
matter and has little influence 1 on mortality. Pulmonary embolism is negligible, 
but atelectasis and massive collapse is not uncommon with empyema, and this 
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collapse may in a few cases have been the immediate cause of death. Old 
tuberculosis was found in only IS eases, in only 2 of which reactivation had 
given rise to a general tuberculosis and thence to death. Only 5 cases had an 
alcoholic history. 

A. Weinstein and M. Goodman 6 have investigated the question of the influence 
of syphilis in causing delayed resolution , an influence which has been emphasized 
by other authors. From a series of 900 cases they selected 509, in all of 
which the Wassermann reaction was known : 27-3 per cent had syphilis- 
50 per cent of a group of coloured patients and 0*9 per cent of a group of white 
patients. Forty-five patients had abnormal physical signs and abnormal 
shadows in the chest in the radiogram for more than fourteen days after the 
termination of the acute phase of their illness : 15 of these had syphilis, 30 had 
not. Empyema occurred in 23 of the non-syphilitic and in 5 of the syphilitics, 
giving respective percentages of G-2 and 3*0. The death-rate in non-complicated 
syphilis was 22*3 per cent and in the non-sypliilitic was 20 per cent. These 
figures disprove any direct association between syphilis and delayed resolution 
or empyema. The authors also studied the occurrence of chronic pulmonary 
infection in a series of 4000 autopsies. They found only 30 cases of this with 
no obvious connection with some other cause. Only 5 of these (16 per cent) 
were syphilitic, a normal proportion in the hospital class investigated. Syphilis 
has therefore no proved relationship to the occurrence of delayed resolution or 
other chronic lung condition. 

In a study of pneumococcus Type VIII in Cooper’s classification J. G. 31. 
Bullowa 7 lias collected 122 cases in a series of 2067 pneumonias in adults and 

II cases in a series of 500 children. Type VIII is very nearly related to Type 

III and can easily be confused in agglutination tests. It is on the whole a 
milder affection with a rather insidious onset and a tendency to terminate 
by lysis rather than crisis. Physical signs may be classical, but are usually 
rather indefinite, and X-rays show as a rule less complete involvement of the 
lung than in Type III. Rusty sputum wms present in 40 per cent, but is not 
of such grave significance as in other types. Empyema occurred in only 2-4 
per cent. Bacteremia is higher than with Type III but of less significance, 
the mortality of cases with bacteremia being only 42 per cent as against 100 
per cent in Type III. Most cases terminated in eight days. The total mortality 
was 16 per cent, comparing favourably with 30 per cent in Type III cases. 
The type appears to give rise to one unfavourable condition—namely, a late 
invasion of the blood-stream and meninges after an apparent subsidence of 
the infection. 

J. G. M. Bullowa and C. Wilcox 8 have analysed 1725 cases of pneumonia, each 
due to a single typed infection and treated in Harlem Hospital during the five 
years 1928-33, with regard to the occurrence of bacterasmia in the various types . 
They found only 41 per cent came into the Types I, II, and III group ; 
59 per cent belonged to the Types IV to XXXII of Cooper. The death-rate 
throughout was very steady, the percentage of bacteremia and mortality in 
the groups being approximately equal. Type II was found to have the highest 
bacteremia. Of cases with bacteremia 64 per cent died, but 20 per cent of the 
non-fatal cases of the three main types also had bacteremia. Half of the 
cases with bacteremia were due to the three main types, and in this group 
the mortality was only 33 per cent owing to the improvement produced by 
serum treatment. The other half of the bacteremia cases w T ere due to the 
other group and were very fatal, proving the necessity for production of potent 
sera for Types IV to XXXII. 

M. Finland and A. W, Winkler 9 have studied the question of the presence of 
immunity after previous attacks. Their series with multiple attacks consisted 
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of 57 cases, in all of which the type of infection had been serologically 
identified. The literature shows that from 18*6 per cent to 81 per cent of cases 
have a history of earlier attacks. In their series all attacks were separated 
by a definite period of recovery, the mean interval being four years. In the 
majority (72 per cent) the attacks w r ere lobar on each occasion, and the loca¬ 
tion of the lesions was of the usual order of frequency in first, second, and 
other attacks. The duration of disease and mode of termination were the 
same in 69 per cent. The distribution of types was also that usually found, 
and there was no correlation between types in the different attacks ; the second 
attack may be of the same type or a different one, according to the usual type 
distribution. There is therefore no lasting immunity either to the same or any 
other type. Specific therapy did not influence this, and immunity reactions 
were of very variable duration. Specific antibodies could be demonstrated 
after one year in only one case. 

Findlay J. Ford 10 has also dealt with this question of multiple attacks in an 
investigation of the after-results of pneumonia in children during the three- 
year period 1981-4. Of 870 cases treated in his wards, 170 died, leaving 200, 
out of whom 184* were watched over lengthy periods. Bronchopneumonia and 
the lobar type were both included. 

Dividing cases into three age groups, 0-2, 2-5, 5-12, 12 out of the 19 recur¬ 
rences occurred in those under 2. However, Ford treats as recurrences cases 
with second attacks within a month, so that some of his cases are probably 
examples of chronic recurrent pneumonia in infants and are not true re-infections. 
Of the 184 cases, 27 per cent had more than one attack of pneumonia either 
before or after their first attack in hospital. Of these, 85 per cent had trouble 
in the upper respiratory tract or rickets. He observed no instance of the 
later development of tuberculosis and there was only one doubtful case of 
bronchiectasis. The chief sequela was a flattening of the chest over the 
affected area, easily treatable with appropriate breathing exercises, etc. 

Treatment. —The efficacy of wrum treatment is being demonstrated ever 
more widely. Little serum treatment has been given hitherto in Germany. 
H. Becker 11 publishes a report of 180 cases occurring in Leipzig during the two 
years from October, 1982, to February, 1934, 70 per cent of which were treated 
with serum and 30 per cent acted as controls. The serum used was produced 
by I. G. Farben and was of the Felton type for Types I and II. A polyvalent 
serum w r as also used, especially in the earlier part of the investigation. The 
author also gave a quinine preparation by daily intramuscular injection to all 
patients. The disease had a severe form in the season 1933-4. The per¬ 
centage of each Type w'as very similar to that found by Gundcl in Heidelberg 
and other observers outside Germany: 40 per cent w'ere Type I, 82 per cent 
Type II, 16 per cent Type III, and 12 per cent Group IV. His mortality figures 
were 15 per cent for Type I, 30 per cent for Type IT, 55 per cent for Type III, 
The age distribution figures also conform to the figures of others. He used 
the rapid typing method of Xeufeld, later elaborated by Sabin and others. 
Serum was always used for the most severe cases, and the clinical improvement 
even in the worst cases was always very definite. The serum was given intra¬ 
muscularly for the most part; only in a few T cases was it given intravenously. 
In contradiction to the view that intramuscular injections take a long time 
to be absorbed, he found that clinical improvement followed such injection 
very rapidly; he seldom had to give more than 100 c.c. The mortality fell 
in Type I eases from 20 to 8*2 per cent, and in Type II cases from 80 to 15 per 
cent, notwithstanding the selection of the most severe cases for serum treat¬ 
ment, He got constantly the partial fall of temperature, etc., noted by others. 
In Type III there was no improvement. In this group consolidation was 
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conspicuously massive—cases were very toxic with a low leucocyte response. 
This type occurred predominantly in younger people, and the mortality in those 
under 30 was between 35 and 40 per cent. In Group IY polyvalent serum was 
given in a few cases only and it appeared to have no effect. The mortality in 
this group was low. In cases of pneumococcal sepsis, serum was useless. 
Bacteremia was very common, but blood infection with over twenty colonies 
in a culture from 1 c.c. of blood was almost always fatal. This Becker takes 
as the criterion of massive blood infection. He had no serum sickness of any 
serious degree* There was no evidence that serum, treatment increased com¬ 
plications or delayed resolution. He concludes that early admission to hospital 
with early typing and specific treatment is essential to the proper treatment of 
pneumonia. 

R. M. Murray Lyon 12 describes an investigation at the Royal Infirmary, 
Edinburgh. The distribution of types was usual except that Type II with 
49 per cent was unusually high. The crude mortality was 25 per cent, with 
again the usual type distribution. Of 700 cases, 561 were admitted before the 
fifth day, -with a mortality of 21*7 per cent, and the other 139 had a mortality 
of 38*8 per cent. This was partly due to the sending into hospital of patients 
taking an unfavourable turn at the last minute. Serum was given before the 
fifth day to 80 patients between the ages of 20 and 60 with Types I and II 
infections : 24 were Type I and 56 Type II. The mortality fell in Type I 
from 20 to 8*3 per cent, and in Type II from 33*7 to 26*8 per cent. There was 
a tendency throughout to give serum to the worst cases. 

The serum was given intravenously, 10,000 to 20,000 Felton units being 
given four-hourly till the temperature fell. The average total dose was 50,000 
units for Type I and 60,000 units for Type II. Serum sickness occurred in 
13 out of 110 cases, but only with the serum used in the early days. Shock 
symptoms were relieved by adrenalin. 

R. L. Hamilton 13 also reports a series of 178 cases in Sayre, Pennsylvania, 
32 of which were treated with serum. The mortality rate was reduced from 
34*8 to 9*4 per cent and the incidence of complications from 50 to 31 per cent. 
Felton serum was given intravenously every eight hours in 10-c.c. doses till 
the temperature and pulse-rate dropped. 

H. L. Heimann and F. V. Stephcn-Lewis 11 review the effects of treatment 
in the Johannesburg native hospital from 1924-33. The cases are grouped 
into lobar and bronchopneumonia. Three main forms of treatment were 
tried : (1) Lister vaccine ; (2) Transpulmin ; and (3) A polyvalent pneumo¬ 
coccal serum from the South Africa Institute of Medical Research, which was 
made up according to the types of pneumococcal infection prevailing from 
time to time. No improvement was manifest with (1) and (2), but (3) gave 
definitely better figures. In the bronchopneumonia group the mortality fell 
from 25 to 6 per cent and in the lobar group from 18*5 to II per cent. Early 
administration of serum definitely diminished the duration of illness. 

A. E. Cohn and W. H. Lewis 15 have made a detailed investigation into the 
value of digitalis in the treatment of pneumonia. They endeavour to evaluate 
the severity of the disease by a number of arbitrary factors which they label 
complications, and give curves showing that the mortality rises according to 
the number of such factors present. They find that the administration of 
digitalis has little influence on mortality except when cardiac complications 
are present. The balance of evidence is that digitalis does no harm and may 
be slightly beneficial. They criticize the work of Woodruffe, Wyekoff, and 
others in that they did not attempt to weigh the severity of the disease, and 
also that their figures are indeterminate and their condemnation of digitalis 
is based on a very small balance of evidence. The evidence for exciting 
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fibrillation with digitalis is very slight. Fibrillation is not a usual factor in 
causing death, and when present often stops before the patient is moribund. 

L. E. Hines and D. Bennett 16 have used artificial pneumothorax in 12 cases, 
4 of which died. They hold it is valuable because it relieves symptoms such 
as pain, etc., but it has little influence on the course of the disease. 

Trevor Thomas 17 describes 300 cases, half of which were treated by intra¬ 
muscular quinine. His figures show practically no effect, but he holds that the 
general effect is beneficial, by shortening the length of illness and causing a 
more rapid disappearance of signs in the chest. 

References. — 1 Lancet, 1935, i, April 6, 791, April 13, 849, April 20, 919; 2 S. African 
Med. Jour. 1935, ix, April 27, 257 ; *Amer. Jour. Med. &lei. 3 934, cixxxviii, Sept., 332 ; 
Mb id. 322 ; Mour. Amer. Med. Assoc . 1934, ciii, Oct. 20, 1192 ; 6 Amcr. Jour. Med. Sci. 
1934, cixxxviii, Nov. 716 ; Ubid. 1935, cxc, July, 65 ; 8 Arch, of Internal Med. 1935, lv, 
April, 558; *Amcr. Jour. Med. Sci. 1934, cixxxviii, Sept., 309; 10 Glasgow Med. Jour. 
1934, exxii, Aug. 147 ; 11 Munch, mod. Woch. 1934, Ixxi, Sept. 28, 1487 ; iZ Edin. Med. 
Jour. 1935, xliC April, 59 ; l *Med. Record, 1934, cxl. Sept. 19, 298; U S. African Med. 
Jour. 1935, ix, March 23, 179 ; 15 Amer. Jour. Med. Sci. 1935, clxxxix, April, 457 ; 16 Arch, 
of Internal. Med. 1935, lv, Jan., 100 ; l ”Med. Press and Girc. 1934, clxxxix, Oct. 31, 396. 

POISONING, (See also Chemical Warfare and Civilians ; Industrial 
Diseases ; Mushroom Poisoning ; Polyneuritis, Apiol ; Tetra-ethyl 
Lead Encephalitis.) G . E . Oates , M . D ., M . R . C . P ., D . P . II . 

Hydrocyanic Acid Gas Poisoning.—Hydrocyanic acid boils and is rapidly 
vaporized at a temperature of 75° F. The vapour can exist in strong concen¬ 
tration below this temperature and is largely used for the disinfection of ships, 
houses, and furniture. A Memorandum issued by the Ministry of Health on 
the Fumigation of Ships with Hydrogen Cyanide 1 contains a concise account 
of the symptoms' and treatment of poisoning by the gas. The onset in the 
acute form is rapid, and even a brief exposure in an atmosphere containing 
a high concentration of the gas may be fatal. In lower concentrations the 
symptoms of the initial stages of poisoning are usually irritation or choiring 
in the throat, palpitation, dizziness, and heaviness in the limbs, followed by 
loss of power and unconsciousness. Redness of the conjunctiva and salivation 
are frequently present. If any of these symptoms or signs are noticed and 
the gas-mask has been taken off, it should be replaced immediately and the 
operator should go as quickly as possible into the open air and only then 
remove his mask. 

Should a person be overcome by the gas, the first consideration is to remove 
him to the fresh air as quickly as possible. If a rescue is to be attempted, 
however, experience has unfortunately shown that unless the rescuers are 
protected with masks or at least are furnished with life-lines, they may them¬ 
selves be killed. 

First-aid.— 

1. If the patient is unconscious and breathing is shallow or has stopped :— 

a. Apply artificial respiration at once and continue it steadily . The importance 
of artificial respiration cannot be too strongly emphasized in an emergency 
of tills nature, and the further steps which are suggested are only additional 
to this essential first-aid measure. Artificial respiration should not be stopped, 
whilst the other measures are being applied. 

h. Give oxygen, or, preferably, a mixture of oxygen and carbon dioxide. 

c. Give a hypodermic (or, better still, an intramuscular) injection of lobeline 
hydrochloride Jo gr. Subcutaneous injections of a 5 per cent solution of sodium 
thiosulphate (in doses up to 100 c.c.) are also recommended. 

d. If lobeline is not available give a hypodermic injection either of atropine, 
caffeine, or strychnine. Camphor is useless. 
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e. When natural breathing starts continue to give oxygen. 

2. If the patient is still conscious when removed into the fresh air, deep 
breathing and, as far as practicable, vigorous exercise in the open air should be 
practised. If the patient is able to swallow, very strong coffee should be given. 
Alcohol must not be taken, but if the symptoms are severe a hypodermic 
injection of caffeine sodium benzoate, 2 gr., may be given. 

A. M. M. Grierson, 2 who has had extensive practical experience in the use 
of hydrocyanic acid gas, regards a burning sensation in the nasopharynx as 
a premonitory symptom that fresh air must be sought immediately or a gas¬ 
mask be worn. He also notes that the conjunctive of those exposed to slight 
dosage for any length of time become pink, without any subjective sensations, 
and the supervising officer should be on the watch for this sign in his men. This 
pinkness is not inflammatory. The exact effect on the human respiratory 
apparatus of small sub-lethal doses of hydrocyanic acid is not known, but, 
from analogy with animal experiments, it may be supposed that there is, in 
the early stages of poisoning by inhalation, a slight increase in the respiratory 
rate, which tends in turn to cause larger amounts of cyanide to be absorbed. 
This might account for persons being overcome in an atmosphere in which a 
small amount of the gas is present, without attributing such cases of poisoning 
to a cumulative effect. The author believes also that the absorption of small 
amounts of the gas is not as dangerous as formerly believed, and can be 
neutralized by immediate recourse to deep breathing in fresh air. It is also 
advisable for operators to avoid undue hurry or physical exertion as much as 
possible, since the increased respiratory rate which automatically follows may 
be responsible for slight cases of poisoning. 

(See also Bed-bugs and their Control.) 

Aspirin Poisoning.—Few cases of poisoning by acetyl-salicylic acid (aspirin) 
have been reported in this country. W. Willcox,' 3 though including its con¬ 
sideration in a lecture on toxic drugs, has lately placed upon record the 
opinion that aspirin is “ one of the most valuable and safe of simple remedies ”. 
The fatal dose of aspirin is stated by various authorities to be from 300 to 
600 gr. S. C. Dyke 1 has closely studied a case of aspirin poisoning, the dose 
being about 435 gr. and the patient recovering. The clinical manifestations 
pointed to a profound disturbance of metabolism, and to toxaemia with a heavy 
incidence, on the higher nervous centres. In the early stages the extreme 
hyperpnoea was a marked feature. This is one of the symptoms of salicylic- 
acid poisoning, and may be due to the direct action of tiie acid radical of the 
compound on the respiratory centre. In aspirin poisoning it appears only 
when acetone is present in the urine, and when a state of so-called acidosis 
has been established. It is held by some that the hyperpnoea is really due to 
the action of an acid substance released as a result of the disturbed metabolism. 
In the author’s ease evidence of the widespread nature of the toxaemia was 
afforded by the urine, which showed, in addition to acetone, bile salts, albumin, 
and granular casts, both liver and kidneys being apparently severely damaged. 
Pyrexia was present. There were no symptoms referable to the alimentary 
tract. Lumbar puncture afforded great relief, the cerebrospinal fluid being 
apparently saturated with the noxa. In a fatal case of aspirin poisoning 
reported by A. M. Wyllie 5 there was profuse perspiration, and, post mortem, 
blood was found in the stomach and petechial haemorrhages on the serous 
membranes, in addition to the usual signs in the liver and kidneys. 

Carbon Tetrachloride Poisoning.—S. F. Dudley 0 describes four cases of 
grave renal disorder caused by poisoning with carbon tetrachloride vapour, 
a matter of great interest to the general public, since all over the world this 
substance is used in small portable lire extinguishers which are often employed 
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in small enclosed spaces. The author is of the firm opinion that the poisoning 
was due to the vapour and not to the products of combustion or decomposition, 
since these are so unpleasant that anyone exposed to them will remove himself 
at once. He is of the opinion that delay in the onset of symptoms may have 
led to many similar cases of poisoning having been unrecognized or attributed 
to other causes. The cases cited show that there is a wide variation in 
susceptibility to the vapour. The author points out that if a man becomes 
unconscious at a fire where carbon tetrachloride has been used, he should be 
promptly treated as a potential case of renal, hepatic, and possibly calcium 
insufficiency. The occurrence of such cases is no valid argument against the 
use of carbon tetrachloride as a fire extinguisher, but serves as a warning to 
medical men to be on the look-out for such easily missed cases. 

Marking Ink as a Poison.—The Medical Officer of Health for Holborn, 
in Ms Annual Report for 11)34, describes cases of wffiat was apparently poisoning 
in four persons sleeping in separate rooms in a private hotel. They were taken 
ill after sleeping for one night in beds on which, in each case, there was one 
blanket winch had been marked with large stencils the day before. The 
symptoms were headache, sickness, faintness, jaundice, and cyanosis. None 
of the patients became unconscious, and all recovered within twenty-four hours. 
The blankets were marked with a permanent stamping ink which, on analysis, 
was found to contain nitrobenzene, aniline, ortliotoluidine, aniline black, with 
copper and ammonium salts. The blankets had not been washed, nor was 
the stencilling dry before the blankets were used. The cases were clearly due 
to slight poisoning with nitrobenzene and other constituents occurring in 
commercial aniline oil, and may serve as a warning to the practitioner to bear 
in mind the possibility of poisoning when anomalous symptoms cause a difficulty 
in diagnosis. 

References.— r £LM. Stationery Office, 1933; 3 Public Health , 1935, xlviii, No. 10, July, 
347 j 3 Lancet , 1935, i, 1155; Hbid. ii, 613 ; Hbid. 768 ; G Jour. of Indust. Hyg. 1935, 
xvii, No. 3, May, 93. 

POLIOMYELITIS, ACUTE. E. W. Hey Groves , M.S., F.R.C.S. 

K. H. Pridie , F.R.C.S. 

The Treatment of Permanent Deltoid Paralysis. 

In cases with permanent deltoid paralysis, there is the following choice of 
surgical treatment: (I) Arthrodesis ; (2) Muscle transplantation. 

1. Arthrodesis.— 1 This procedure gives a rigid stable arm, with limited 
movement. There are many disadvantages to this method of treatment: — 

a. The movement is limited, and many important movements cannot be 
performed. The range of movement is usually limited to 90 per cent. Many 
useful movements, such as putting the hand in the pocket or to the back of 
the head, are impossible. Should the elbow or wrist have to be ankylosed, 
the limb becomes almost useless. 

b. After arthrodesis there is a danger of fracture following an abnormal 
strain or injury, the bones of a paralysed limb being decalcified, and therefore 
more liable to fracture. 

c. An ankylosed shoulder in a female is contra-indicated for cosmetic reasons, 
on account of the associated winging of the scapula. 

d. Under 12 years of age an arthrodesis is not successful. 

e. An arthrodesis of the shoulder may lead to the development of a 
scoliosis. 

The chief indication for arthrodesis in a flail shoulder is when the other 
muscles of the arm and forearm are not much involved, and the patient is a 
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Fig. . 1 . —Range of motion of left arm 
before operation. 


Fij. Ji. —Result Jive years after 
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young man who wishes to follow some hard form of labour. In such a ease 
the limb could be used to better advantage with a stable joint. 

2. Muscle Transplantation.—The muscles available for transplantation 
about the shoulder are : trapezius, triceps, biceps, pectoralls major, and teres 
minor, the most useful being the trapezius. S. L. Haas 1 describes "the operation 
as follows :— 

An incision is made beginning well out on the spine of the scapula and 
following along the acromion to the outer third of the clavicle, after which the 
insertion of the trapezius is freed till it forms a tongue-like process. A suffi¬ 
ciently long and wide strip of fascia lata is then taken and sutured to the raised 
trapezius muscle by silk thread. The fascia is passed over the acromion process 
and stitched under the perimysium of the paralysed deltoid, the lower end 
of the strip being stitched under a spicule of bone raised from the deltoid 
eminence. 

Haas states that there is so often a luxation of the humerus from the glenoid 
cavity that if this operation is to be a success the long head of the biceps 
must be used to anchor the head of the humerus, as in the Kiliani-Nicola 
operation. Plate LIX shows a case treated by this method. 

After-treatment —Following this operation a long period of protection in 
an abduction frame is necessary—from six to twelve months. 

Reference.— 1 Jour. Amer. Med. Assoc. 1935, civ, Jan. 12, 99. 

POLYNEURITIS, APIOL. Macdonald Critchley , M.D., F.R.C.P, 

In a previous volume of the Medical Annual (1932, p. 259) a full account 
was given of the outbreak of Jamaica ginger (or 4 Jake’) paralysis in the United 
States. It was ultimately discovered that the polyneuritis was due, not to the 
alcohol, but to the presence of triorthocresyl phosphate in the synthetic 
preparations of Jamaica ginger. During the last four years we find the same 
chemical substance giving rise to profound polyneuritic symptoms under 
another set of conditions. In 1931 cases of peripheral neuritis were recorded 
in Holland 1 and in Yugoslavia, 2 resulting from the ingestion of apiol for abort!- 
facient purposes. Since then numerous cases have been reported from the 
continent of Europe. One case has been described in 1935 in the United States, 
by R. Denison and J. €. Yaskin, 3 whose paper gives an excellent account of 
previous work. Although no cases from England have appeared in the 
literature, one such case has come under the reviewer’s care. There is no 
reason why other cases should not also develop, since various proprietary 
preparations of apiol are on open sale in chemists’ shops in tills country. 
Apiol, itself, which is an extract of parsley, is not toxic, but neuritis in these 
cases is due to the presence of ■triorthocresyl phosphate as a preservative. 4 ' 5 

The clinical course of apiol polyneuritis lias been well described by J. W. G. 
ter Brack and 11. Curillo,® basing their evidence upon a series of 50 cases. 
Several days after the abortifaeient has been taken, various transient abdominal 
symptoms appear. There follows a symptomless period, averaging seventeen 
days. Cramps in the legs now set in with some abruptness, followed the next 
day or so by weakness and numbness in the lower limbs. After about a week 
the same symptoms appear in the upper extremities. Muscular weakness 
increases while the sensory symptoms subside. The final picture is that of 
wasting and weakness of the muscles of the hands and feet, with little or no 
objective or subjective disorders of sensation. Although the ankle-jerks are 
lost the other tendon reflexes may be intact. No improvement occurs until 
about six months after the onset, but eventual recovery is the rule. 

The American case differed somewhat in the severity of the initial gastro¬ 
intestinal symptoms and in the ultimate paralysis. Only a slight improvement 

23 
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was evident three months after the original ingestion of the apiol compound 
fin this case the proprietary medicine 4 S a vat an’ was responsible). Further¬ 
more. an intense generalized rash was present in this case, reminiscent of 
arsenical poisoning. 

In the reviewer's ease, the striking clinical features were the greater degree 
of paralysis in the arms than legs, the marked involvement of proximal as well 
as distal groups of muscles, and the relative intractability. 

References.'— 1 Xederl. Tijds. v. GeneesJc. 1931, Ixxv, May 2, 2329 ; 2 Med. Klinik , 
1931, xxvii, Dee. 11, 1821 ; Mour. Amer. Med. Assoc. 1935, civ. May 18, 1812 ; 11 Arch. 
j\ exper. Path. u. Pkannak. 1932, elxv, S4 ; 5 Ibid . 1933, clxxi, 439 ; *Deut. Zcits. f. 
A 'crvenheilk. 1932, cxxv, 80. 

POST-OPERATIVE COMPLICATIONS AND TREATMENT. 

Sir W. I. de C . Wheeler , F.R.C.S.I. 

By way of once again emphasizing the necessity for strict personal attention 
to the post-operative management of a major surgical case, a comparatively 
simple operation such as removal of the gall-bladder will be mentioned. On 
the way from the theatre to the wards the patient’s head should he covered by 
a blanket to protect him from the dangers of inspiring cold air in the corridors. 
The contrast of the heated theatres and the cold passages is great and may 
lie a factor in producing post-operative respiratory complications. In high 
abdominal operations the descent of the diaphragm is impeded by pain and 
reflex rigidity and basal oedema of the lung frequently follows. 

The Fowler position is adopted when the patient recovers from the an,'es¬ 
thetic. Often a poor attempt is made to maintain this position and the patient 
is found with an arched back, but the pelvis and abdomen are in reality hori¬ 
zontal. A bolster under the knees tied by a bandage to either side of the head 
of the bed helps to maintain the upright position in addition to relieving the 
abdominal tension by flexion of the knees. Two blocks under the end of the 
bed also assist in keeping the patient upright. A box at the foot of the bed 
under the clothes against which the feet of the patient rest is an additional 
support. Fluids and chlorides (it is not sufficiently realized that there is a 
diminution in chlorides in most abdominal cases) are best administered in 
uncomplicated eases by the old method of rectal infusions. For the first twenty- 
four hours l gr. of morphia is given every sixth hour. The infusion of 1 pint 
of saline may with advantage be given every six hours ten minutes after the 
injection of morphia. By this time the patient is able as a rule to take sufficient 
Ihiids (glucose, orange-juice, water, etc.) by the mouth in small quantities. 

I ne morphia may also be discontinued. For pain and discomfort a simple 
carnet of pyramidon 5 gr. and caffeine cifc. 1 gr. given every four to six hours 
suffices.. On the third day the drain is removed, and early the following morning 
1 oz. o! castor oil is given followed in six hours by tin enema if necessary. An 
aperient in the morning is preferable to one given' at night. The latter always 
ls followed by disturbed rest. The patient is told to'keep moving about in 
bed as much as possible and to practice deep inspirations. It is a good plan 
to allow the patient up early. On the sixth or seventh day lie should be allowed 
up in a chair. There is no extra strain put on the wound and the incidence 
of pulmonary embolus is lessened by early activities. This is the routine 
management of an uncomplicated case following operation. If stomach lavage 
Is necessary a small Jutte or Ryall tube is passed through the nose. The 
patient is not asked to hold a mouth full of water and to swallow at the psycho- 
logical moment; he is asked to keep on drinking, and usually before he is aware 
of the fact the nasal tube is in the stomach. Aspiration is then employed and 
i! necessary the tube may he left in situ. v 



MED I CAL ANNUAL 


855 


Post-operative Complications 


Continuous Intravenous Infusions.—In anxious eases continuous intra¬ 
venous infusion has been a great addition to the surgeon’s armamentarium. 
The late J. lb Murphy introduced continuous rectal saline for the restoration 
of the circulating fluids, for the replenishment of chlorides, for the flushing out 
of toxins, and for the reversal of the lymphatic flow when the toxins were being 
absorbed in cases of generalized peritonitis. The results are more striking 
from the more direct method of continuous intravenous medication. Strong 
solutions of glucose should not be given by this method as there is a tendency 
to sclerosis and obliteration of the veins : 5 per cent solutions are safe in this 
respect. 

E. L. Farquharson 1 gives some useful hints as to the methods employed for 
continuous intravenous infusion. He reminds his readers that serum therapy 
can be employed more safely by this method than 
by any other. Little danger of anaphylaxis accom¬ 
panies the continuous drip of the antiserum into 
the veins, and very much larger quantities may he 
given than when a massive dose is employed. The 
reviewer has found that continuous intravenous 
glucose is almost a specific in cases of unomia and 
anuria during the management of prostatic and 
other genito-urinary cases. It is also a vehicle for 
the administration of glucose and insulin in dia¬ 
betic coma. Any injection, in the experience of 
the reviewer, from a hypodermic of morphia to any 
of the less commonly used intravenous solutions, 

Fig. 5'J .—Drawing to illustrate the site of insertion of 
the needle. Its fixation in relation to the vein is main¬ 
tained by means of a small piece of strapping placed 
across the glass connection. The arm is anchored by a 
strip of bandage passing over the wrist, which is safety- 
pinned to the sheet. 

may be given through a needle introduced into 
the tube carrying the saline solution to the vein. 

There are no reactions. Usually no attempt is 
made to keep the solution at body temperature 
as it enters the vein. Farquharson, however, 
recommends an ingenious and simple apparatus 
which accomplishes this. 

Selection of the Vein .—The reviewer has usually 
employed the internal saphenous vein at the ankle. 

A small cannula is introduced after exposure of 
the vein through a small incision. The foot is 
loosely attached to the end of the bed by a clove 
hitch. Farquharson recommends the cephalic vein 
in the middle third of the radial side of the forearm. 

As this vein lies midway between the wist and elbow-joint there is no need 
for a splint to restrain movements, which is always irksome to the patient. 
The arm lies alongside the body, loosely anchored to the sheet by a strip of 
bandage (Fig, 52). 

Needle or Cannula ?—In more than half the cases it will not be found necessary 
to expose the vein. In such cases a transfusion needle can be inserted, and in 
most instances a transfusion can be continued by this method for twenty-four 
to thirty-six hours. When a prolonged infusion is contemplated or where the 
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veins are small and difficult to identify it is better to tie in a cannula. A small 
piece of adhesive strapping placed over a glass connection near the cannula 
and a light dressing usually will secure fixation. 

“Description of the Apparatus .*—The apparatus is depicted in Fig. 53. A 
rather larger reservoir than that usually described has been employed. This 
consists of a glass flask, of 20-oz. capacity, -which is preferably of 4 Pvrex 5 or 
other variety of heat-resisting glass. This is connected to a glass dropping 
tube, by a short length of rubber tubing, on which a screw clip is placed. The 
heat is thereafter applied to the fluid by allowing it to pass through a glass 
U-tube, which is placed in a Thermos flask of hot water. The glass U-tube 
may be of the simplest pattern, or it may have a double 
bend, as shown in the diagram. The two limbs of the 
U-tube are carried through a rubber cork fitting the flask, 
or preferably, as illustrated, it is of advantage to have 
separate glass tubes passing through the cork, these being 
connected with the U-tube by short lengths of rubber 
tubing. This greatly diminishes the risk of breaking 
the U-tube in manipulation. One of the tubes passing 
through the cork is straight; this is con¬ 
nected to the dropping tube by rubber 
tubing of convenient length. The oilier, 
which is bent to a right angle for con¬ 
venience, is for the attachment of rubber 
tubing leading to the vein. This length of 
tubing should be as short as possible, in 
order to minimize the heat loss between 
the flask and the vein. 

“The cannula or needle is not attached 
directly to this tubing, but intermediate 
glass and rubber connections are added. 


Fig. 53.--Diagram of apparatus. 
A, Lubber cork and, filter funnel, with 
plug of sterile wool; g, ►Steriliaable 
glass flask, out pint, capacity; C. Screw 
dip; D, Glass dropping" tube; e 
Thermos flask ; F, Lubber curl:; q 
G lass Ik, line with double bend ; h 
G lass connection ; J, ‘ liccord * fitting 
and needle. 




Fi'J. AlUrnutivi! fittings [nr use with 
needle nr cannula. (Figs. 5t’-51 by kind 
ptritiimon of Utn 'Edinburgh Pntimt Journal \) 


The glass connection serves a double pur¬ 
pose. A small piece of adhesive piaster, 
placed across it, will ensure the complete 
fixation of the needle or cannula in relation 
to the vein. Secondly, where a needle is used, its satisfactory insertion into 
the vein is noted by observing blood-staining of the clear fluid in the <dass 
tube. Alternative fittings for needle or cannula are included in the apparatus, 
and are shown diagrammatically in Fig. 54. 

“ Temperature of the Fluid.— The reservoir is filled up with cold saline solution 
as often as is necessary (i.e., about every four hours at the ‘ normal ’ rate of 
flow). The heat is only applied as the fluid approaches the vein, bv the U-tube 
and Thermos flask already described. The temperature of the fluid as it enters 
the vein is dependent, not only on the temperature of the water in the flask 
but also on the rate at which it is flowing. At the rate usually advised for the 


* The a PP«™tus has been made up for the author by Arch. Young & Son, Ltd., Forrest Bead, Edinburgh. 
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4 drip’ method (i.e., not exceeding one drop per second), we have found that, 
to ensure the fluid entering the vein at approximately body heat, the temperature 
of the fluid in the Thermos flask should be between about 15G C F. and boiling- 
point, these variations depending of course upon the length of tubing between 
the flask and the vein. Accordingly, as the water in the Thermos flask cools 
fairly rapidly, it is our practice to ask the nurse to refill the flask with boiling 
water every two to two and a half hours. At the beginning of each period, 
the temperature of the fluid entering the vein will be slightly above body heat, 
and at the end, slightly below. These variations are made necessary by the 
simplicity of the apparatus, and cannot be regarded as of any importance, 
the main point being that the chill is taken off the saline, and any danger of 
reaction following the absorption of cold fluid is avoided.” 

Shock.—R. R. Balbridge, 2 discussing the infusion treatment of shock, states 
that if the purpose is to restore blood volume or tissue fluid there is little logic 
in the use of hypertonic solutions. Their effect, due to high osmotic pressure, 
is to produce a temporary hydrsemia at the expense of tissue fluids. Hypertonic 
solutions are sometimes logically employed when the object is to restore a 
substance which has become depleted or to reduce an oedema of some part, 
notably the brain. Balbridge’s paper teems with common sense. He concludes 
by calling attention to the importance of dehydration as a factor in secondary 
shock and recommends the administration of physiological salt solution in 
large volume. The danger of overburdening the heart or producing pulmonary 
oedema and of increasing haemorrhage by the intravenous administration of 
large quantities of fluid has been exaggerated. 

Post- operative Pulmonary Complications.—H. H. Turnbull 3 deals with 
this subject. He thinks the sitting position with the patient fixed and not 
moving from side to side favours atelectasis. The exaggerated Fowler position 
certainly favours both atelectasis and thrombosis in large veins. The patient 
should be encouraged to breathe deeply at intervals and should be placed first 
on one side and then on the other at intervals during the day. If atelectasis 
actually occurs, the best treatment is bronchoscopy in skilled hands. The 
patient should be placed on the sound side ; this will sometimes suffice to aerate 
the collapsed pulmonary area. The position may not be tolerated for long, 
but it should be tried from time to time during the day and combined with 
other measures such as the inhalation of carbon dioxide. This is administered 
for live minutes at a time three or four times daily. It is better to use a strong 
mixture (30 per cent). Support of the lower ribs by the nurse’s hands and a 
hypodermic of morphia assist the patient in his respiratory endeavours. 

(See also .Pulmonary Embolism.) 

Post- operative Gangrene of the Skin.—This condition occasionally arises 
from haemolytic streptococcus infection, and is sometimes seen apart from any 
operation or trauma. After operation the causative organism is usually the 
Staphylococcus aureus .. The condition has been referred to as progressive 
gangrenous infection of the skin and subcutaneous tissues following operation 
(Medical Annual, 1930, p. 243). There is a mild virulence and persistent 
spread even involving the cartilages of the ribs and sternum. The organism 
is rebellious to any form of treatment, but the process may be stopped by 
circumscribing the area by incision and packing the new wound with 1 per cent 
formalin changed under anaesthesia each day. Usually progressive gangrene 
of the skin follows appendix operations of a septic nature. As a substitute 
for the formalin application mentioned above a gutter may be cut with the 
actual cautery well beyond the affected area, or an electro-cautery knife may 
be used to excise the serpiginous edge of the process (Medical Annual, 1932, 
p. 195). 
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Steward Wallace 3 4 5 6 discusses the subject. He mentions a case of a remarkable 
and rare post-operative condition of a slowly progressive gangrenous infection 
of the skin and subcutaneous tissues. The gangrene followed upon the drainage 
of an empyema. After eight months the infection had spread from the occiput 
to the iliac crest beliind and the whole abdominal surface was involved in 
front (Plates LX, LX I, and Fig. 55). There was a fatal termination. The 
following is his summary :— 

1. A case of a rare complication suitably called 4 ’ progressive post-operative 
gangrene of the skin ” is described. The importance of using a definite nomen¬ 
clature to facilitate recognition and reference is emphasized. 

2. Only one other ease has been recorded in England, but 37 cases have been 
collected from the foreign literature and reviewed. Their similarity justifies 
grouping them together as an entity. 




of lesion at death (thirty-second wuek). 


3. •'The rarity of the condition is shown by an analysis of all eases of post¬ 
operative gangrene of the abdominal and chest wall occurring in the London 
Hospital from 1003-33. One case only may be an example of “■ progressive 
post-operative gangrene of the skin ”, but the evidence available is too scanty 
to include it in the series. 

4. The most characteristic features are : Its occurrence usually after drainage 
of an appendix abscess or empyema ; the slow but steadily progressive spread ; 
the involvement of superficial tissues only ; the raised, cedematous, undermined, 
and exquisitely tender edges ; the relatively healthy base of red granulation 
tissue ; the healing of the original sinus ; the extensive area involved unless 
cheeked; and its failure to respond to any non-operative thereapeutic measures. 

5. Treatment consists of early recognition and excision of the entire lesion, 
or* if first seen in the later stages, of excision of the advancing edges with the 
cautery. The results are immediate and gratifying, 

6. Bacteriological experiments suggest that it is due to the synergistic activity 
of a symbiosis of a micro-aerophilic streptococcus present in the pleural or 
peritoneal exudate and a non-specific staphylococcus introduced from without. 
Tension sutures appear to play a part in the establishment of the infection. 



PLATE LX 


PROGRESSIVE POST-OPERATIVE GANGRENE OF SKIN 


(A. 31. S'L'KWART-\V.\LLA<'HJ 



Lesion on the lifty-ninMi day after operation: antero-lateral view. 


Platt's LX, LX1 by kind permission of the ‘British Journal of Surgery* 
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PROGRESSIVE POST-OPERATIVE GANGRENE OF SKIN- 


(A.. M. Stewart-Wallace) 


Lesion on the llfty-muth day after oi»erution 
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Cutaneous hypersensitivity (similar to the Arthus phenomenon) may be an 
important etiological factor. 

7. The condition is little known in tliis country. Failure to recognize it may 
lead to failure to carry out the only effective treatment, with consequent death 
of the patient or months or even years of pain and suffering. 

References.— l Mdin . Med. Jour. 1934, xli, Sept., 530 ; -Ann. of Surg. 1934, Aug,, 
266 ; * Austral. and N.Z. Jour. Hung. 1935, Jan., 246 ; *Brit. Jour. Surg. 1935, April, 642. 

PREGNANCY. (See aUo Heart Disease—Heart Disease in Pregnancy ; 
Renal Diseases—Pregnancy Toxaemia and Nephritis ; Sex Hor¬ 
mones—Pregnancy Tests ; Thyroid Surgery—Hyperthyroidism in 
Pregnancy ; Tuberculosis, Pulmonary —Pregnancy and Tuber- 

CULOSJS.) 

PREGNANCY AND DIABETES. 

Beckwith Whitehouse, M.S ., F.R.C.S ., F.C.O.G . 

The influence of pregnancy upon diabetes and vice versa has recently been 
studied by D. W. Kramer 1 from clinical material in his own experience and 
the records of 238 cases in the literature. The author states that although 
the effect of pregnancy upon a diabetic varies considerably in different patients, 
and that actual improvement may be shown in some cases, it is important to 
note that the maternal death-rate is comparatively high. In 288 pregnancies 
there -were 8 deaths, a figure winch corresponds to a rate of 33'6 per J0O0 
total births. If the deaths which occur within one to three years after birth 
are also included, the high figure of 79 per 1000 births is obtained. The risk 
to the child is also considerable, 1 labour in 5 resulting in a still-birth, contrasted 
with a rate of I in 25 in non-diabetics. These increased risks are partly the 
result of over-development upon the part of the child, which in diabetic 
patients is not unusual. This naturally tends to make labour more prolonged 
and difficult and to increase the liability to trauma. Another factor in the 
causation of still-births is acidosis. This is probably more common in the 
diabetic pregnant patient than is commonly supposed. Kramer observes 
that it may exist with few or no symptoms and probably explains some cases 
of coma which occur with no apparent cause. An interesting fact associated 
with diabetic pregnancy is the increased tendency to hydramnios. The author 
quotes E. Skipper,- who found an incidence of this complication of 27 per 
cent. Since the use of insulin these figures have been reduced to 11 per cent. 

In the management of diabetes and pregnancy co-operation between the 
patient and her physician is imperative. Strict adherence to diet is essential 
and frequent observations of the urine and blood must be made. Whilst 
the diet should be ample for the maternal needs, it is important to bear in 
mind the tendency to over-development of the foetus. During the later 
months of pregnancy the patient should be advised to enter hospital or nursing 
home for a few days periodically so that acidosis may be studied, the dosage 
of insulin standardized, and the danger of coma minimized as far as possible. 
Labour should only be induced in the presence of coma or in an attempt to 
deliver a live child when there is the risk of complication from over-size, or 
a previous history of still-births. Natural delivery is preferable if possible, and 
spinal or gas anaesthesia should be used. Caesarean section is only indicated 
in the presence of any complications likely to necessitate much manipulation 
per vias natumles. 

During the puerperium careful observation of the blood-sugar must be 
maintained, and the insulin dosage regulated accordingly. Hypoglyeaemic 
shock and coma are always possible developments, and without proper blood 



Pregnancy and Diabetes 


860 


MEDICAL ANNUAL 


studies it may be difficult to differentiate between the two. With the onset of 
lactation, the blood-sugar may drop and the dose of insulin must be promptly 
diminished. On the question a's to whether a diabetic mother should nurse 
her child, Kramer observes that he does not see any danger if the mother's 
condition permits, but he qualifies this statement by noting that he “ thinks it 
will be to her advantage if the responsibility of breast-feeding can be obviated.” 

Summarizing the whole position, the author considers that the outlook for 
a mild or moderately severe diabetic patient who becomes pregnant is fairly 
good, provided she observes the rules. With the severe diabetic, however, 
the margin of safety is too narrow. The patient may go through the period 
of gestation without mishap, but the danger of acidosis and coma is always 
present. Further, the diminished chances of the patient producing a living 
child should not be overlooked by the physician, when his advice is sought 
upon the question of a prospective pregnancy. 

References.— x Amer. Jour. Obst. and Gynecol. 1935, xxx, July, 68 ; - Quart. Jour. 
Med. 1933, ii, 360. 

PRIAPISM, PERSISTENT. {See Penis, Surgery of.) 

PROSTATE, SURGERY OF. Hamilton Bailey, F.R.C.S. 

The Treatment of Chronic Prostatitis.—O. Grant 1 advocates treating 
chronic prostatitis by a novel method. The type of case in which Ms form 
of treatment is applicable is that of the chronic stage after the acute infection 
has subsided. It is immaterial whether the infecting organism is the colon 
bacillus, staphylococcus, or gonococcus. First of all, under local anaesthesia, 
vasotomy is performed, and 1 per cent mercurochrome is injected into both 
seminal vesicles. In addition, the interior of the prostate is filled with the 
same solution by puncturing the prostatic capsule via the perineum. For the 
latter gas anaesthesia is necessary. Before the puncture the bladder is filled, 
so as to depress the prostate towards the perineum. With the patient in the 
lithotomy position, the needle is guided by the left index finger in the rectum 
and the prostatic capsule is entered. Moving the point of the needle hither and 
thither, 5 to 10 c.c. of 1 per cent mercurochrome are injected into the prostate, 
considerable pressure being required to force the fluid into the gland. The 
prostate is then massaged by the finger in the rectum so as to disseminate the 
mercurochrome. Then the bladder is emptied. Grant says : “ The procedure 
requires some practice and a little skill, and the immediate results are not always 
brilliant, but the injection accomplishes its purpose of deterring or destroying 
the infecting organism, and the usual course of the disease is much shortened.” 

Prostatic Calculi.—Prostatic calculi are not infrequent. They are divided 
into two classes—endogenous and exogenous. The endogenous variety are 
formed within the prostate itself and are much more frequent. The exogenous 
are the result of a calculus from the upper urinary tract becoming lodged in 
the prostatic urethra and there abiding and increasing in size. The " endo¬ 
genous variety are again divided into two classes, those associated with benign 
hypertrophy of the prostate and those which are not. The latter are nearly 
twice as common as the former. It is commonly believed that many prostatic 
calculi arise from the corpora amylaeea. H. II. Young 2 lias -been unable to 
demonstrate amyloid in the nuclei of stones examined. The stones are com¬ 
posed mainly of calcium oxalate and phosphate which cast an excellent X-ray 
shadow. 

Etiology. —A previous history of gonorrhoea was obtainable in 45 per cent 
of cases. Young believes that infection of the prostate is the principal cause 
of these stones. 
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Symptomatology. —Stones in the prostate may be present for many years 
without giving rise to symptoms. In younger subjects the symptoms are often 
those of a urethral stricture, and occasionally the passage of a sound and a 
metallic '■click 5 in the prostatic urethra calls attention to the true nature of the 
case. In older subjects the symptoms are often those of enlargement of the 
prostate. The hard nodules which are the calculi have many times been mis¬ 
taken for inoperable carcinoma of the prostate when a rectal examination has 
been made. Sexual powers are impaired very little by the presence of prostatic 
calculi. 

X-rays are the means of confirming the diagnosis absolutely. In order to 
get a good picture of the stones it is necessary to have the prostatic shadows 
unobscured by the pelvic bones. The patient should lie on the X-ray couch 
with Ms feet dropped down and resting upon a low stool. A firm pillow is 
placed beneath the small of the back, and the correct tilt of the pelvis can be 
enhanced further by a pillow beneath the shoulders. The shadow's east by 
prostatic calculi tend to assume the form of a horseshoe or ring. 

Treatment. —If the stones are causing symptoms they must he removed. 
This can be accomplished in a variety of ways. In some cases it is possible to 
preserve the prostate. 

Enlargement of the Prostate.—It has long been thought that senile 
enlargement of the prostate will one day be controlled by endocrine therapy. 
This hope has not yet been fulfilled, but there has been some suggestive experi¬ 
mental work. H. Burrows 3 found the administration of oestrin to male mice 
resulted in prostatic enlargement, particularly the utrieulus masculinus. That 
oestrin can produce prostatic enlargement in the human subject is indicated 
by the fact that the prostate of the male infant is enlarged considerably at 
birth, and later diminishes in size when removed from the influence of maternal 
oestrin, which is produced in large amounts during pregnancy. The question 
of prevention and cure of the enlarged prostate would seem, therefore, to 
involve finding the origin of the oestrogenic compound in the male and then 
evolving a method for its neutralization. 

A. S. Parkes and S. Zuckerman 4 believe that prostatic enlargement is associated 
with a male hormone deficiency, and that male hormone therapy is indicated. 
They injected ten immature male monkeys and one baboon for periods of six 
to twenty-eight days with an oil solution of oestrone. This brought about a 
diminution in the number of prostatic follicles and an increase in the amount 
of fibroinuseular stroma. 

Prostatectomy..-W. A. Page 5 describes the late Professor Andrew 

Fullerton’s technique of prostatectomy, which was very successful. When 
preliminary drainage was necessary an indwelling catheter was used. In only 
1 of 81 cases was a two-stage operation carried out. General anaesthesia was 
employed and the aim of the operation was speed. The prostate was enucleated 
in the usual way and one of Professor Fullerton’s special hags was inserted. 
A large rubber drainage tube was employed in the suprapubic wound. After 
the bag was removed a de Pezzer catheter was inserted, and because the original 
suprapubic incision was very small, this soon gave bladder drainage without 
leakage around the tube. The majority of patients were up on the sixth day. 
Daily bladder washes were performed by inserting the nozzle of a Higginson’s 
syringe into the urethra and allowing the fluid to escape by the de Pezzer 
catheter. In this way sloughs, and other debris, were driven out. The solution 
used was 1-1000 silver nitrate. The de Pezzer catheter was kept in the bladder 
until the wash had been quite clear for three or four days. When the de Pezzer 
catheter was removed the urethral catheter was inserted once more, after which 
the suprapubic wound healed rapidly. 
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For bad-risk cases J. D. Barney and S. B. Kelly 6 extol the two-stage operation 
of prostatectomy. They find that the mortality of apparently hopeless cases 
of prostatic obstruction can be kept to a low figure by careful and prolonged 
drainage. By prolonged drainage they mean several months, and cite cases in 
which drainage had been maintained for twelve months or more. In the mean¬ 
time, the patient had been able to return home and in many cases resume 
employment. Prostatectomy has been made safer by the simple expedient 
of not being in a hurry. While these authors do not under-estimate the great 
value of laboratory findings, they emphasize the necessity of exercising clinical 
judgement in making the final estimate as to the fitness of the patient to 
undergo the second operation. Suprapubic drainage when properly executed, 
and with a suitable tube, preferably a mushroom-ended catheter, _ean be 
comfortable. Bilateral vasectomy is a most important procedure in the 
prevention of needless and sometimes fatal orchitis in old and enfeebled patients. 

The Harms Operation. —S. H. Harris 7 writes further details of his now 
well-known operation of prostatectomy with closure of the bladder. He uses 
a transverse abdominal incision through the skin and fat one inch above the 
level of the symphysis pubis. He draws attention to the importance of 
commencing enucleation of the prostate by breaking through the mucosa 
intra-urethrally, and thus preserving the verumontanum. A modification of 
his original practice is the introduction of the principal sutures which recon¬ 
stitute the prostatie bed higher up than formerly. The boomerang needle 
is introduced at the level of the interureteric bar. 

After-treatment. —At the termination of the operation, before the patient 
leaves the table, a few syringefnls of 1-3000 silver nitrate combined with 4 per 
cent citrate of soda are run backwards and forwards through the catheter to 
remove clots. The catheter is then connected up to a sterile glass bottle. 
During the first twenty-four hours the bladder is irrigated with not more than 
one ounce of the aforementioned solution on two, three, or four occasions. 
After the first twenty-four hours the sodium citrate is omitted from the solution. 
Irrigation beyond the amount necessary to ensure that the catheter is not 
blocked is deprecated, and after the first few days irrigations are stopped 
altogether. 

Prevesical Prostatectomy. — L. C. Jacobs and E. J. Casper 8 describe yet 
another method of performing prostatectomy. The organ is enucleated 
through the prevesical space. The bladder is distended and the usual supra¬ 
pubic incision made. The extraperitoneal space between the bladder and the 
pubis is opened up. By mobilizing the bladder the fibrous coat and the pubo¬ 
prostatic ligament are encountered. The bladder is emptied and a straight 
sound is passed. Through a longitudinal incision the sheath of the prostate 
is opened, and the prostate is enucleated. Often the prostate can lie removed 
without opening the urethra. The prostatie sheath is sutured and the prevesical 
space drained. 

The Conservative Treatment of (Early) Prostatie Enlargement.—At 
the thirty-third French Congress of Urology the subject of treatment of 
hypertrophy of the prostate by means other than prostatectomy was discussed. 
E. Papin 9 (Paris) and O. Pasteau 10 (Lyons) both regard treatment by X rays 
as practically valueless. They also deny emphatically that ligature of the 
vasa (the so-called Steinach operation) has any effect on prostatie hypertrophy. 
The majority of the French surgeons appeared not to be over-enthusiastic 
about trans-urethral resection. 

M. Huhner 11 says the mere fact that the prostate gland, as felt per rectum, 
is enlarged distinctly is not, in itself, an indication for operation ; neither is 
the fact that the patient has to arise several times at night to urinate, nor that 
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a small amount of residual urine is present. Some of these patients can be 
kept comfortable for a considerable time, perhaps for years, by conservative 
treatment. The patient presents himself with a full bladder every fifth day 
and the prostate is massaged per rectum very gently; this is followed by an 
instillation of weak silver nitrate solution. If improvement sets in, perhaps 
only one or two treatments per year are necessary. 

Transurethral Resection.—H. Williams 12 uses a method of transurethral 
resection devised by himself. The principle will be clear by a reference to 
Fig. 56. The diathermy current is applied to the obstructing prostate by way 
of the urethral instrument and the excision of prostatic tissue is observed 



Fig. OG,—II. "Williams’s method of diathermy excision of obstructing prostatic tissue. The 
cystosoope should have been shown as entering the bladder nearer the pubic symphysis and 
in a vertical direction. (By kind permission of the * British Medical Journal.') 


through the suprapubic eystoscope. A review" of 29 cases five years after this 
operation showed that 50 per cent were relieved completely, and a further 22-2 
per cent had partial relief. 

R. W. Doyle and G. Y. Feggetter 13 investigated 156 cases of transurethral 
resection performed at All Saints’ Hospital. They find that the best results 
followed operations for middle-lobe enlargements and fibrous bladder-neck con¬ 
tractions. The full benefits of the operation are not experienced until three 
months after the resection. 

J. S. Joly 14 has examined eight specimens of the prostate removed from 
patients who had previously undergone resection. The interval varied from 
one to three years. Careful examination showed that the glandular tissue 
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behind the urethra was absent or considerably reduced in amount, but the 
lateral lobes were typical of benign hypertrophy, both macroscopically and 
microscopically. 

N. G. Alcock 15 considers that infection is more common following trans¬ 
urethral resection than following prostatectomy. Also, lie points out that 
following resection many patients show a distressing frequency of urination 
which continues for weeks or months, but in the majority of them it disappears 
eventually. 

C. A. Pannett 16 remarks that it is probable that the risk of transurethral 
resection for simple adenomata is not materially less than prostatectomy. 

G. J. Thompson and E. N. Cook 17 treat chronic prostatitis and prostatic 
calculi by transurethral diathermy. In the case of prostatitis the infected 
diverticula are drained by making adequate openings by means of electro-coagu¬ 
lation. When calculi are present in these pockets after electro-coagulation the 
mouths of the pockets are large enough to allow the stones to escape* 

Median-bar Obstruction.—S. H. Harris 18 has applied his principles of 
prostatectomy to median-bar obstruction. The operation may be regarded 
as a companion to Harris’s operation of suprapubic prostatectomy with closure. 
After lateral sutures have been placed with the boomerang needle a wedge of 
median bar is excised. When hiemostasis is complete retrigonization is carried 
out in the same manner as in Harris’s prostatectomy, ail raw surfaces being 
obliterated ( Plate LXII ). The author has carried out the operation 83 
times without mortality and without recurrence of the obstruction. 

Carcinoma of the Prostate.—E. R. Mintz and G. G. Smith 19 have studied 
the necropsy findings in 100 cases of carcinoma of the prostate. Local extension 
of the growth into the bladder had occurred in 50 per cent. The seminal 
vesicles were involved in nearly 60 per cent. Invasion of the rectum is com¬ 
paratively rare. Metastases in the lung and the liver were fairly common. 
Osseous metastases were recorded in only 21 of the 100 cases, the vertebrae, 
pelvic bones, and ribs heading the list. 

Treatment.— Treatment of carcinoma of the prostate is exceedingly unsatis¬ 
factory. Radium in the hands of most surgeons has only added to the misery 
of the patient. Transurethral resection has been advocated widely as a pallia¬ 
tive measure, but, as H. T. Mursell 20 points out, the partial removal of a 
malignant growth in any part of the body sometimes accelerates the growth, 
and the prostate is no exception. The only cure for carcinoma of the prostate 
is radical removal of the organ, which includes the prostatic capsule. H, II, 
Young 21 has had a large measure of success with this operation. In view of 
the hopelessness of all other methods of treatment it would appear that his 
teaching should be accepted more widely. 

References.— l Jour. of Urol. 11)35, xxxiii, 631; "Ibid. 1034, xxxii, 6(H); 5 A mcr. 
Jour. Cancer , 1935, xxiii, 400 ; 1 Lancet , 1935, i, 925 ; Med. Jour. 1935, i, 578 ; 

& New Eng. Jour. Med. 1934, eexi, 1127 ; 7 Austral . and N.Z. Jour. Burg. 1935, iv, 226 ; 
& UroL and Cutan. Rev. 1933, xxvii, 729 ; 9 Presse mid . 1933, xli. JG'U) ; 10 Ibid. 1691 ; 
ll Mcd. Record , 1934, cxl, 177 ; “Brit. Med . Jour. 1934, ii, 549 ; “Ibid. 1935, i, 147 ; 
“Lancet , 1934, i, 48 ; l5 Jour. Amer. Med . Assoc, 1935, civ, 734 ; 18 Lancet, 1934, i, 91 X ; 
17 Jour. Amer. Med. Assoc. 1935, civ, S05 ; 1 & Brit. Jour. Stirg. 1935, xxiii, 45 ; “New 
Eng. Jour . Med. 1934, ccxi, 479 ; "South African Med. Jour. 1935, ix ; 21 Amer. Jour. 
Surg. 1935, xxviii, 32. 

PSYCHOLOGICAL TREATMENT AMD ITS RESULTS, 

II. Devine, M.D ., F.ILC.P. 

Psycho - analysis in America.-—L. Kessel and H. T. Hyman 1 have written 
an article giving a review of the psychotherapeutic results obtained by 
competent and complete analysis of 38 patients. The number quoted is 
small, but when it is realized that each ease takes an average period of sixteen 
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months, working for three to live days a week, and that a corresponding 
economic factor is involved, it becomes evident that large numbers cannot 
be collected within any reasonable time. These eases were submitted by the 
writers, who were themselves general physicians, to analysts approved bv 
the New York Psycho-analytic Society. Patients suffering from definite 
psychoses were not benefited by treatment. Patients suffering from behaviour 
problems and maladjustments, from simple neuroses and psychoneuroses, 
or from visceral symptoms of a functional nature, were treated with varying 
success. Of the 88 cases submitted, results were classified as bad in 1G : of 
these, 7 were psyehotics and the rest maladjustments of various sorts. Four 
results were classified as good, with qualifications. In these the patients 
became symptom-free, but the authors consider that the results might be 
attributed to sexual satisfaction as much as to the analysis. Since this sexual 
satisfaction was experienced outside marriage the beneficial nature of the cure, 
from the standpoint of society, may be called in question, although, as is 
pointed out in the editorial comment, improvement of marital relations is a 
more frequent outcome of analysis than is divorce. Thirteen cases are classified 
us satisfactory specific results. Five of these were cured, and in the opinion 
of the authors this could not have been brought about by any other method. 
Five showed improvement though the cure was not complete, and in 3 instances 
of behaviour problems the analyst succeeded in producing the desired result 
without the conclusion of a formal analysis. It is interesting to note that the 
live cured patients were all of the intellectual class and all under 80. 

The authors sum up the limitations of psycho-analysis as follows: (1) At 
the present time its practice is sharply limited to a small group of adequately 
trained physicians who cannot possibly handle more than a numerically trifling 
number of patients annually. (2) The more severe mental illnesses such as 
psychoses and drag addiction, in which the need for treatment is greatest, have 
least expectation of assistance. It is possible and even probable that the less 
severe varieties of mental illness are amenable to methods less complex and 
less expensive than complete analysis. (3) Further, those who can benefit 
from this method of therapy apparently require to be under 40 years of age, 
of a high standard of intellect, and economically well endowed. 

Psycho-analysis at the Berlin Psycho-analytic Institute.—I. Hendrick 2 
has embodied in his book, Facts and Theories of Psycho-analysis , a report 
of the therapeutic results of treatment at the Berlin Psycho-analytic Institute 
over a ten-year period. 1 Cured ’ is defined in the psycho-analytic sense of 
an essential personality-change resulting from a fundamental redistribution 
of instinctual energy formerly exploited by the neurosis, and as far as 
possible the cure is checked by post-therapeutic follow-ups. ‘Much im¬ 
proved ’ denotes an essential and worth-while change, but with considerable 
evidence of neurosis persisting ; most of these would he ‘ cured ’ by a short 
second period of analysis. Symptomatic cures resulting, not from a funda¬ 
mental change in the personality dynamics, but from the temporary effects 
of the therapeutic relationship on the symptoms, are classified as ‘improved \ 
Oases in which the analysis was 4 interrupted ’ are chiefly those doubtful ones 
where a short trial was made, and terminated by a negative recommendation 
as 4 incurable ’ by the analyst. The compiler calls attention to the fact that these 
results are somewhat less satisfactory than those of private practice, for the 
following reasons : First, nearly half of the treatments were given by students 
undertaking their first analyses, though their failures were much reduced by 
the instruction and careful clinical supervision obtained at the Institute. 
Secondly, a larger number of cases involved novel problems than in private 
practice. Thirdly, economic and other practical considerations more often 



I able 1. ~- Coukelation of Diagnosis, Duration of Tkeatment, and Result, 
Bolvulinic* of tiik Berlin Psycho-analytic Institute (3 920-9). 
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lead to premature termination of treatment; for example, the practical neces¬ 
sity of patients from other cities returning home, and the imminent need of 
many of the patients to leave Berlin to earn a livelihood. 

Table I on the previous page is an abbreviation of the reports compiled 
by Dr. Otto Feniehel. 

"Psychotherapy at the Maudsley Hospital.—YV. Lindesay Neustatter 5 
summarizes the results obtained in the treatment of 50 patients at the 
Maudsley Hospital during 1983. Tlieir ages ranged from 17 to 48, and 12 
of them were women ; they were referred to him from the out-patient 
department by other members of the staff, and were seen for half an hour 
at a time. The maximum number of interviews was three per week ; the 
minimum cannot be fixed, but some of the patients were seen only once 
every two or three weeks. 

Unfortunately there is no objective standard by which a 4 cure ’ can he 
measured. Ability to return to work is one criterion accepted by the Maudsley 
Hospital for the use of the term 4 recovered but as many of his patients remained 
at work during their treatment, it cannot be applied here. The cases have 
therefore been classed as ‘improved’ and ‘unimproved’, the former group 
being subdivided as follows : 4 slight ’—this merely implies that the patient 
felt somewhat more comfortable than he did to begin with—his symptoms 
were either less intense, or attacks were somewhat less frequent; ‘ moderate ’— 
the patient’s symptoms siiowed a satisfactory diminution in intensity or 
frequency, but nevertheless had not disappeared ; 4 considerable ’—complete 

or almost complete disappearance of symptoms. The terms are not satisfactory, 
depending as they do on a mixture of the physician’s observations and the 
patient’s own assessment of his feelings. In functional disorders, however, 
the patient’s comfort and ability to carry on are so far linked with subjective 
conditions that liis feelings may be allowed relatively greater weight. 

The four types of treatment used may be described as follows :— 

Medicine and Reassurance .-—The nature of the symptoms was explained to 
the patient. He was told that other people had similar ones, that there was 
no danger (especially of insanity), and that he would recover. The medicine 
given depended on the conditions present ; usually pot. brom. was employed, 
though occasionally a placebo such as mist. gent. c. sod. was prescribed. If 
there was any organic disorder this was treated appropriately, but not during 
analytic treatment. It was found inadvisable for the psychologist to act as 
the general medical attendant, and the patient’s own doctor was enlisted to 
deal with such problems. 

Suggestion. —Here the patient was made to lie down, and* a slightly hypnoidal 
state was induced. Suggestions of recovery were made, both general and 
specific for the symptoms. 

Psychological Talks. —The patient was seen once or twice a week. His 
history was gone into, and his symptoms reviewed, and explained in the light 
of their apparent etiology. 

Analytic. —The patient was made to lie down. Free association, with or 
without the use of dream material, was employed. The transference was 
analysed. The patient was never seen less than twice a week, and usually 
three times. Treatment extended over some months, though never above 
nine and rarely longer than six. Sessions lasted half an hour. 

The following summary is presented :— 

1. Results in Different Types of Cases.— -Fifty cases of functional nervous 
disorders were treated during the year. Of these, 31 improved, 2 got 
worse, and the others remained unchanged. The results may be grouped 
as follows :— 
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Anxiety states improved 

Depressives improved 

Obsessional^ improved 

Mysteries improved 

Frigidity improved 

Schizophrenics failed to improve 

Behaviour problem improved considerably 


10 out of 24 
9 „ 11 

i ,, :t 

4 „ 0 

1 
4 
1 


2. Methods Employed .—Improvement was noted in 7 out of 16 cases treated 
analytically, in 12 out of 25 treated by psychological talks, in 11 out of 16 
treated by reassurance and medicine, and in 2 out of 2 treated by suggestion. 

3. Prognosis .— (a) The severity of the attack appeared to bear no relation 
to response to treatment, (b) Domestic, financial, and business worries 
seemed to play no significant part in determining the outcome of the treatment 
of a neurotic condition not specifically caused by one of these factors, (c) Sex 
life was unsatisfactory in 50 per cent of cases who failed to improve, compared 
with 14 per cent of those who did. Worry over masturbation was often 
present, (d) Obsessional, hypochondriacal, egotistical, and somatic features 
make the prognosis worse. 

Conclusion .—From the small number of cases investigated it appears that 
psychotherapy is of value, since approximately two-thirds of the cases improved. 
There is no evidence to show' that any one method of treatment was predomi¬ 
nantly successful over the others, but each has its successes. At present the 
choice must be a matter for individual judgement and predilection. Never¬ 
theless, the results of investigating prognosis in relation to character give some 
indication of the type of person most likely to respond to treatment, and give 
some guidance about the advisability of spending much or little time on a 
given patient. 

Psychotherapy at the Tavistock Clinic.—-M. C. Duff and M. Garrod 4 write 
on the after-results of psychotherapy in 500 adult cases. The attention of the 
medical profession has, during recent years, been increasingly directed towards 
psychotherapy, but the claims for this method of treatment are sometimes 
criticized on the ground that they are too often based on successes in individual 
eases. Since the foundation of the Institute of Medical Psychology in 1920 
at the Tavistock Clinic, the number of patients treated there each year has 
steadily increased. It has therefore been possible to collect from the Institute's 
records a considerable volume of material by which the effectiveness of psycho¬ 
therapy as a remedial measure may be judged. 

The results of psychotherapy cannot fairly be judged by the patient’s condi¬ 
tion at the termination of treatment. He may then appear very much 
improved and his symptoms may have completely disappeared, but he has 
still to prove his capacity to withstand without further breakdown the stresses 
that life will Inevitably bring. Only time can show whether treatment has 
given him this capacity. Further, a serious criticism made of psychotherapy 
is that, although benefit may be apparent, the improvement is really due to 
the patient’s reliance and dependence on the physician, and is not likely to be 
lasting. In fact, it has been suggested that psyehoneurotic symptoms indicate 
an inherent personality defect which cannot be ‘cured. \ These criticisms can 
only be conclusively answered by collecting on a large scale information con¬ 
cerning the remote, as well as the immediate, results of psychotherapy. In 
this paper a step is made towards the provision of such information. 

With these considerations in mind the writers have followed up as a routine 
all patients discharged from treatment at the Institute since 1930. This 
follow-up covers a period of three years after discharge, and during this time 
at least three reports on the patient’s condition have been collected. The 
information Is usually obtained by letter from the patient himself or from his 










medical annual 


360 


Psychological Treatment 


private doctor. In some cases, however, a return visit is made to the physician 
who treated him at the Institute, and in others a social worker calls at his home. 
Whenever possible information from several of these sources is considered. 
If the patient himself, his relatives and friends, or the Institute physician give 
continuously favourable reports, it is fair to judge the result of treatment as. 
successful. 

Assessment of Results .—At the termination of treatment a summary of the 
case is made by the physician, and on his judgement the patient is placed in 
one or other of four groups, under the heading 4 condition on discharge \ At 
the end of the follow-up period the case may either remain in the same category 
or may be promoted or degraded according to the reports received. 

The four headings used for statistical purposes are : (1) ‘Much improved ’—• 
The patients are free from symptoms; leading normal lives, and usefully 
employed; they are able to meet difficulties with self-confidence and courage 
and without relapse into neurosis. (2) ‘ Improved ’—Reports indicate that 
the patients have been much benefited by treatment; they have become 
self-supporting members of the community and are able to withstand the 
ordinary stresses of every-day life, but are liable to show some return of symptoms 
if they have to meet a particularly difficult situation such as family bereavement 
or unemployment. Under such stresses they do not relapse into a ‘break¬ 
down but may need to return to the Institute for one or a few interviews to 
assist their readjustment. (3) ‘Slightly improved ’—Those who have benefited 
to some extent from treatment, but have never become free from all symptoms 
and are liable to break down again under strain. (4) ‘Not improved’. 

Statistical Material. —The group of 500 adult patients covered by these 
statistics were treated at the Institute between October, 1928, and the end of 
1931. Cases have been taken consecutively from the records, omitting only 
those whose follow-up has not extended for three years after discharge. During 
this period 710 adult patients were discharged from treatment and 210 of these 
were lost sight of, so that it has been possible to follow up 70*4 per cent. 

Patients who disappear from observation before the end of the follow-up 
period form a difficult and disappointing factor in recording results. Some 
were untraceable owing to unnotified change of address, and others, although 
written to at least twice, failed to reply. It might seem that patients who had 
received little or no benefit from their treatment would he more likely to lose 
touch with the Institute than those who had done well, but careful consideration 
of the summaries of the untraceable cases does not confirm this supposition. 
They do not belong preponderantly to any one group as regards either diagnosis 
or result of treatment as assessed on discharge, and a’number of them reported 
favourably for one or two years before ceasing to reply. In this connection 
it is perhaps worth mentioning that unimproved neurotic patients are often 
only too willing to take the opportunity of pouring out an account of their 
persistent symptoms, and of expressing their dissatisfaction with an institution 
that has failed to help them, whereas those who are freed from symptoms are 
sometimes glad to bury the past and lose touch. The point in question is, 
however, of great importance, for if unimproved patients do preponderate 
among those who disappear from the follow-up record, the 500 cases upon 
which these statistics are based are not strictly unselected, and the results 
will appear to be unduly favourable. The following figures are therefore given 
to show the results of treatment in the untraceable cases, as estimated by the 
physician at the time of discharge :— 

Per cent Per cent 

Much improved 18*1 Slightly improved .. 25*7 

Improved .. .. 40*0 Not improved .. 16*2 

24 



Table II. Rkstjj/ts of Treatment on Bischakgk and aftkii Tiikkk Ykaks (Tavistock Clinic). 
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The term 4 Believed ’ is used throughout the tables to signify the two groups ‘ Much Improved ’ and 4 Improved * considered together. 
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These figures do not differ materially from the comparable figures which 
apply to the 500 eases in which the follow-up has beers complete (Table II). The 
vitiation of results by untraceablc patients thus appears to be less serious than 
might at first be thought. 

The conclusion to be drawn from Table II is that, as a result of psycho¬ 
therapy, more than half of the 500 eases can be judged relieved three years 
after their discharge from treatment. Considering the complexity of the 
illnesses in question, and the severe disablement frequently present, this is 
by no means unsatisfactory ; 05-0 per cent of the 500 patients are considered 
relieved on discharge, and after three years the number has dropped to 55 per 
cent, so that 10 0 per cent have relapsed during the follow-up period. 

The justifiability of considering together the two groups 6 much improved 1 
and 1 improved 5 under the term 1 relieved 5 is based on the fact that during 
the three years after discharge a great deal of interchange takes place between 
these two groups, but only a negligible number of eases are promoted to them 
from the 4 slightly improved ’ and 4 not improved ’ groups. It is therefore clear 
that roughly the same individuals form the 4 relieved ’ group, both cm discharge 
and after three years. The number in the 4 much improved* group actually 
rises during the follow-up period from 22-8 per cent to 28 per cent. After three 
years 5-3 per cent of k improved’ cases are promoted into the 4 much improved* 
category, and 0*5 per cent of 4 improved 1 eases relapse into the two lower 
categories. These changes account for the apparently large fall, from 42-8 per 
cent to 27 per cent, in the figures for 4 improved ’ cases. The number in the 
4 slightly improved’ group falls from 17*4 per cent to 5*2 per cent. This is 
almost entirely due to relapse, only a negligible number of these cases being 
promoted to the higher categories as a result of follow-up reports. 

References .— 11 Jour. Amer. Med. Assoc. 1933, ci, Nov. 18, 1012 ; -Kegan Paul, 
Trench, Trubnor & Co, Ltd., 1934 ; 3 Lancet , 1935, i, April 0, 796 ; *Brit. Med. Jour. 
1935, ii, July 13, 54. 

PULMONARY EMBOLISM. Sir W. 1. dc C. Wheeler , FJi.C.S.I. 

This calamity comes like a thief in the night and resembles the riddle of the 
sphinx. IT. E. Robertson 1 gives a picturesque account of this tragedy. The 
usual age of the patient is thirty years or older. The weight is likely to be 
more than the average. The operation is abdominal, and the more serene 
the events during and following the operation, the more likelihood there is of 
venous thrombosis and embolism. There are no major complications such as 
peritonitis or pneumonia. Convalescence is peculiarly uneventful. Suddenly, 
almost always out of a clear sky, there is a strange restlessness, rapidly ensuing 
shock with substernal distress, air-hunger, and collapse—and death usually 
in two to fifteen minutes. Robertson might have mentioned the almost 
invariable desire to go to stool and the asking for the bed-pan. Thrombus 
formation is not always due to infection or injury to the vessel wall; it is simply 
stasis or stagnation of blood in particular situations. The maximal effect of 
this stasis is found during the rigid quietude of a patient after operation in the 
first week ; the fatality occurs in the second week. If infection occurs giving 
rise to a rapid pulse and increased respiratory rate, the accident rarely happens. 
In Graves’ disease operation is never complicated by embolism ; the rapid heart 
is the factor of safety. The veins of the pelvis and the legs, usually the left, 
are the common sites of thrombosis. 

Obviously the prophylaxis should be in the direction of movements of the 
patients from the time of operation. They should be directed to move freely 
in the bed, to practise the taking of deep inspirations, to get up and sit in a 
chair, etc., at the earliest possible moment, and if possible have massage. 
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Thyroid extract, as recommended by Walters some years ago, in 2-gr. doses 
daily, may have a good effect by raising the pulse-rate. 

The reviewer has had no case of fatal pulmonary embolism since active and 
passive movements were adopted as a routine post-operative procedure whenever 
possible. The patients were allowed up (in uncomplicated cases) within a week 
of operation. Beep inspirations and expirations, brought about in recent years 
by the administration of carbon dioxide gas before the patient leaves the 
operation table, are encouraged so long as the patient remains in bed. The 
flow of blood from the pelvis and extremities is due principally to negative 
thoracic pressure during respiration combined with the muscular contractions 
of the lower limbs. 

H. A. Gamble 2 recommends two practical measures for the prevention of 
pulmonary embolus. First is the employment of carbon dioxide and oxygen 
post-operatively, which was originally instituted as a preventive of post-operative 
pneumonia, but which we have come to believe serves an equally useful 
purpose as a measure for preventing the occurrence of phlebitis and pulmonary 
embolism, by the forcing of deep respiration at a period when all vital functions 
are at a low level. After the first twenty-four hours’ employment of carbon 
dioxide and oxygen, routine deep breathing exercises are substituted. Secondly, 
an equally if not more important measure in promoting the flow of venous 
blood in the lower extremities is the maintenance of the muscle tone and 
contraction of the muscles of the legs. This is accomplished by the systematic 
daily use, beginning the first day post-operatively, of a device consisting of two 
bicycle pedals mounted upon a broad base which can be placed conveniently 
in the bed for exercising the lower limbs. 

References.— l Amer. Jour. Surg. 1934, Oct., 15; 2 Ibid . 1935, xxviii, April, 93. 

PYELITIS. {Sec also Kidney ; Ureter; Urinary Therapeutics.) 

Ivor J. Davies , M.D ., F.RM.'P* 

Do M. Lyon 1 (Edinburgh) opened a discussion on B. coli infection at the 
Annual Meeting of the British Medical Association in 1984. Such infections 
are often mild and are perhaps rather lightly regarded for this reason. They 
may, however, be prolonged and produce chronic invalidism and even septi¬ 
caemia. Energetic and early treatment is essential, and this contribution gives 
a good account of etiology and treatment. Constipation must be corrected 
_ and drastic purgatives must be avoided. Diarrhoea and other lesions of the 
bowel should be attended to. The so-called intestinal antiseptics arc probably 
of little assistance, and calomel in non-purgative doses is probably as useful 
a drug as any, and sulphur may also be of service. High colon lavage may 
be employed, and an attempt be made to alter the intestinal flora, by implanting 
B, acidophilus and by giving lactose. Whole-wheat bread, uncooked starches-— 
such as oatmeal—and sour meal preparations have been proposed for the same 
purpose. Almost all writers agree that milk should be avoided during the 
acute stages of renal infections, and meat is usually restricted. Butter and 
eggs are also usually restricted. Autogenous vaccines may be helpful. In 
acute cases the patient must be kept in bed, and large quantities of fluid should 
be given, together with alkalis, and, perhaps, an antispasmodic, such as 
hyoscyamus. Barley water, fruit juices, and glucose drinks should be given 
up to S or 4 pints a day. The alkalis most commonly employed are potassium 
citrate and sodium bicarbonate up to 150 or even 300 gr. of each in the twenty- 
four hours. One or more doses may also be given during the night. These 
salts should be continued for several days after the temperature becomes 
normal, but they are apt to cause depression if kept up too long. When satis¬ 
factory administration of alkalis has not been successful in relieving the 
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condition, the effect of acidifying the urine should be tried. Alternate periods 
of 7 to 10 clays on alkali, and then on acid, may prove more successful than 
the continued use of either. The production of an acid urine is a necessary 
preliminary to the use of hexamine. Acid sodium phosphate is usually 
employed for this purpose. Byes of the pyridine series have recently been 
employed as urinary antiseptics, and can be used without regard to the 
reaction of the urine. Euflavine is probably the best of the group, the urine 
being made alkaline with sodium bicarbonate. The ketogenic diet Is unap¬ 
petizing and even nauseating, and it is difficult to get patients to co-operate 
thoroughly for any length of time. It is unlikely that this method of treatment 
will he much used except in the most resistant cases. 

Cuthbert Dukes 2 (London) discussed the conditions predisposing to B. coli 
infection after post-operative retention of urine following the operation of 
excision of the rectum. Such infections are much commoner in women, and 
the risk increases steadily with advancing years in both sexes. The patient’s 
general state of health is an important factor in the incidence of urinary 
infection after post-operative retention. Early cases are thus in a much better 
state of health at the time of operation than late cases. These factors predis¬ 
pose to infection because of their influence on the functional activity of the 
bladder, and exemplify a principle, familiar in urinary pathology, that urinary 
infections are often dependent on defective function of the urinary organs. 

T. P. Sharkey and H. F. Root 3 (Boston) made a clinical and pathological 
study of the incidence of urinary tract infection in 196 diabetic cases ; 18 per 
cent revealed at autopsy evidence of urinary tract infection, which could be 
divided into three main groups : hsematogenous, ascending, and unknown. 
Seventy per cent of the cases fell into the hrematogenous group, in which infection 
of the urinary tract was secondary to infection elsewhere in the body. Ascend¬ 
ing infection was secondary to obstructive lesions in the urinary tract. In a 
small group of patients in whom severe renal infection was present, it was 
impossible to ascertain the etiological factors. Such cases are apt to be latent, 
as urinary symptoms are frequently absent. Catheterization is sometimes 
responsible for the development of urinary tract infection. The tendency of 
the urinary tract infection in diabetic patients to recurrence and chronicity 
is common. The occurrence of unexplained fever in diabetic patients should 
prompt an investigation of the possibility or urinary tract infection. 

References.— l Brit. Med . Jour. 1934, ii, Sept. 8, 454; Mhid, 458; *Jour. Amer. 
Med. As$o<\ 1985, civ, June 22, 2231, 

PYLORIC STENOSIS, CONGENITAL. John Fraser, Ch.M., F.R.C.S.Ed. 

There are some who believe that the incidence of this disease is increasing. 
Certain statistics collected by C. Raminstedt 1 by means of questionnaires sent 
out to a number of German clinics indicate an increase of cases from 1824 in 
the period 1919-28 to 2482 in the period 1929-33, but it is possible that a 
certain percentage of what appears to he a remarkable increase is attributable 
to more accurate diagnosis. If it is true that the incidence of the disease is 
increasing, a most interesting problem is opened up, and many questions would 
come under consideration. Is it in any way attributable to maternal influences, 
and is it possible that the stress and demands of modem civilization are exerted 
through the mother upon the autonomic nervous system of her offspring ? 

The pathology of the local error is now fully recognized ; it appears to consist 
in a hypertrophy of both the circular and the longitudinal muscular fibres of 
the pyloric portion of the stomach up to but not including the circular fibres 
of the pyloric sphincter. We are therefore not in agreement with the descrip¬ 
tion' which W. E. M. Wardill 2 gives, that “the essential abnormality consists 
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of an immense increase of the circular musculature of the pylorus and pyloric 
canal The exact distribution of the muscular hypertrophy has recently 
been worked out. with great accuracy by J. Douglas , 3 and he has shown that 
without exception the circular fibres of the true sphincter remain unaffected. 
The exact factor which induces the hypertrophy remains obscure, but the 
knowledge which we possess seems to indicate that an undue degree of sym¬ 
pathetic control is the real error. The sympathetic innervation is concerned 
with the filling of a hollow muscular organ, and the filling process is achieved 
by a relaxation of the smooth muscle of the wall and a contraction of the 
non-striped muscle of the sphincter ; the parasympathetic distribution, on 
the other hand, the emptying mechanism, acts in relation to the contraction 
of the smooth muscle of the wall and coincident relaxation of the sphincters. 
When congenital hypertrophy of the pylorus results the sympathetic or filling 
Influence outweighs the parasympathetic or emptying impulse, and the efforts 
of the latter to adjust the balance result in hypertrophy of the muscular tissue. 
Such is the conception which the consensus of opinion accepts at the present 
time, and the appreciation brings congenital stenosis of the pylorus into fine 
with such conditions as Hirschsprung's disease and congenital hypertrophy 
of the urinary bladder. A powerful argument in support of the above explana¬ 
tion is found in the benefit which has resulted in Hirschsprung’s disease after 
extirpation of the sympathetic^ as achieved by the operation of ganglioncctomy. 

The treatment of congenital stenosis of the pylorus is passing to a large 
extent into the hands of the surgeon. There arc some clinicians, however, 
such as Ibrahim, who continue to employ medical means throughout. His 
investigation of cases reported a 6 per cent mortality in 81 cases treated in 
the period 1929-33, but in this country operation is regarded as offering the 
best prospects of improvement within the shortest period of time. 

The mortality associated with operation has recently been the subject of 
discussion, and in the Medical Annual, 1935 (p. 34G), reference was made 
to the striking difference which there is in the statistics as reported from 
various centres. It is therefore interesting to record the figures which 
Rammstedt gives. The results he mentions arc not limited to his own clinics ; 
they were obtained by questionnaires submitted to a number of pediatric 
centres in Germany, and they have the additional value of affording comparison 
between the statistics of 1929 and 1933. A summary of the results is as 
follows. While the number of operations showed a relatively small increase 
from 27 to 30 per cent, the total number of deaths decreased from 18 to 10*7 
per cent; but the real interest of Rammstedt’s figures is concerned with what 
lias sometimes been called the ‘Diisseldorf experiment’, the gist of which was 
that prior to 11128 92 cases were treated by purely conservative means with 
a mortality of 18*8 per cent, while since 1928 110 cases have been dealt with 
surgically, and, as we read the record, no discrimination has been exercised ; 
the group has been regarded as a series, and each case in this series has been 
submitted to operation after suitable preparation ; the mortality was 3*0 per 
cent. 

It seems that this must be regarded as a most significant record, and on the 
face of it the superiority of surgical treatment seems to be established, and 
it only remains for those whose operation results are less satisfactory to do 
what they can to reach the high standard Rammstedt has achieved. Tins 
author insists upon the importance of careful pre-operative treatment, and 
the points he mentions are infusion of glucose and sodium chloride, gastric 
lavage with sodium chloride or tea, and the prevention of chill. He criticizes 
local anaesthesia as being inadequate and apt to induce increased shock, and 
he uses ether anaesthesia for preference, but in the presence of lung infection 
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he does not hesitate to employ chloroform. It is remarkable that he makes 
no mention of gas-and-oxygen amesthesia. The details of post-operative care 
are left to the physician. 

WardilF gives an interesting account of his experiences in 100 cases. He 
advises operation on all eases within twenty-four to forty-eight hours of the 
establishment of the diagnosis, with the exception of those who have attained 
the age of twelve weeks or more, for the reason that a child surviving to this 
age has a prospect of w spontaneous recovery’. He stresses the importance of 
maintaining breast-feeding if this is at all possible, and we are in full agreement 
with the importance of this recommendation. A further point brought out 
by him which is not always appreciated is the liability of these children to 
die from septicaemia incurred in the hospital ward, and frequently without 
any evidence of the avenue by which the infection has entered. Ward ill's 
mortality figure in 12d eases was 23-5 per cent. 

In a series of 50 cases treated by operation Kehl and Thoinarm 4 record 
a death-rate of 4 per cent, and they make the statement that, they see no 
reason why operative mortality should not he eliminated entirely if sufficient 
attention is paid to the details of pre-operative and post-operative care. If 
these figures are to he relied upon (and there appears to he no reason to 
doubt their accuracy) we must acknowledge that British statistics reveal a less 
satisfactory state of affairs. Edinburgh statistics 5 reported a mortality of 
24-8 per cent, while the Newcastle figures to which allusion has already been 
made show a mortality of 23*5 per cent. On the other hand, Hipsley and Tn.it,® 
in a letter to the British Medical Journal, announced a 4 per cent mortality 
in 120 cases. And yet it is difficult to isolate the factor which would explain 
the discrepancy ; there appears to be no outstanding difference in technique, 
the pre-operative and post-operative procedure appears to be very similar, 
and ultimately one is driven to the conclusion that early diagnosis and the 
adoption of operation as soon as the diagnosis has been made must play some 
part in explaining the satisfactory results which certain centres appear to 
obtain. 

Rkkurencrs. — l Erc)ehn. d. (, ■hir . 1334, xxvii, f>4; * Newcastle JMed. Jour. 1035, x v, April, 
83; 3 JV1.I). Thesis, University of Edinburgh, 3 035, July; ‘ x Zentralb, f. Ohir. 1935, Jxii, 
April 27, 003 ; \Brit. Med . Jour. .1034, i, June 30, 1154'; "Ibid. Nov. 3. 

RADIOTHERAPY. (See. Cancer, Radiotherapy of ; X-ray and Radium 

Therapy ; Etc., Etc.) 

RECTUM, CANCER OF. (See also Cancer, Radiotherapy" of; Colon. 

Surgery of.) J. P. Lockhart-Alummery , FJtXLS. 

Operative Treatment of Cancer of the Rectum.—A number of papers 
have appeared during the year on this subject, notably by Fred Rankin, 1 
W. B. Gabriel, 52 F. Voeleke, 3 and T. S. Raiford. 4 There still seems to be consider¬ 
able divergence of procedure among surgeons as regards the method employed 
for excising the rectum, some preferring a high excision involving the opening 
of the abdomen and the perineum at the same time, while others prefer to 
remove the rectum by the perineal or sacral route when possible. A general 
study of the mortality figures and recurrence rates appears to show that in 
growths involving the rectum only, the best results are obtained by a sacral 
or perineal excision with previous colostomy. There is practically universal 
agreement on the advisability of planning the operation as a two-stage rather 
than as a single-stage procedure, and at the first stage doing a colostomy or 
decompression operation only. This appears to render the subsequent opera¬ 
tion of removal very much safer, the truth being that in practically all cases 
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of cancer of the rectum, whether high or low, there is a certain degree of obstruc¬ 
tion always present, which seriously militates against a satisfactory result if 
the operation is performed in one stage. 

There is a considerable difference in practice as regards the time allowed to 
elapse between the colostomy and the excision, some surgeons preferring to 
wait only a week, whilst others wait two to three weeks. There can be no 
absolute rule, and it depends largely upon the type of patient and his general 
condition. It is always better to leave a long interval unless the surgeon is 
quite satisfied that the patient’s general condition cannot be further improved. 
There is a general agreement that a preliminary decompression operation is of 
the greatest value in lowering the general mortality from these operations. 

Several surgeons prefer to perform the operation with an electric coagulation 
knife, and claim advantages for this procedure. It is a little difficult to say 
what advantages can be obtained in the ordinary straightforward case, where 
the surgeon is able to keep well clear of all cancerous tissue, since there cannot 
then be any fear of the implantation of cancer cells into the healthy tissues, 
and healing must inevitably be slower after electric coagulation than where 
the knife is used. Although a drier field of operation is obtainable and less 
time is spent over tying vessels, the risk of secondary hjemorrhage is increased 
where electric coagulation is used. In those cases where the growth is very 
extensive, and the operation is undertaken as a forlorn hope, or merely with 
the object of alleviating the patient’s symptoms rather than completely 
eradicating the disease, diathermy or the coagulation knife is better, as it is 
almost, impossible to avoid going through cancerous tissue. (M. Thorck. 5 ) 

Frank C. Yeomans 6 gives a reasoned review of all the present methods of 
treating cancer of the rectum by operation. He gives the following methods 
as being carried out by surgeons at the present day : (1) One-stage abdomino¬ 
perineal operation; (2) Two-stage abdomino-perineal operation; (3) Two- 
stage perineal excision ; (4) Posterior resection ; (5) Perineal amputation. 

It is his opinion that the two-stage perineal excision for tumours of the rectum 
proper justly merits the popularity accorded it, especially by British surgeons. 
At the first stage the abdomen is explored and a loop colostomy established. 
About two weeks later, during which time the distal segment has been irrigated 
and the general condition of the patient improved, the distal segment is removed 
through the perineum at a safe distance above the tumour and the proximal 
end inverted by a double row of sutures. 

Radium Treatment of Cancer of the Rectum and Anus.—Considerable 
difference of opinion is expressed with regard to the value of radium and 
X rays, either before or after operation. The Mayo Clinic use a combination 
of operation, radium, and rays, but do not appear to have reached any standard 
method. 

A discussion on this subject took place at the Royal Society of Medicine, 7 
Sir Charles Gordon-Watson in opening the discussion gave the following indica¬ 
tions for the employment of radium in treating cancer of the rectum : (I) In 
operable cases when operation is resolutely refused; (2) In selected inoperable 
eases when the growth is not too large and access is reasonably easy ; (3) In 
selected cases to insert radon seeds at the time of the colostomy into the region 
of the retro-rectal glands prior to excision ; (4) In cases of limited perineal 
recurrence. He quoted a number of cases where patients treated by radium 
had survived long periods up to seven years. Dr. Cl. Regaud, of Paris, stated 
he had abandoned the use of radium for cancer of the rectum except in a few 
carefully selected cases where biopsy appeared to show a radio-sensitive form 
of tumour. He advocated the use of radium in the treatment of epithelioma 
of the anus, associated with radical operation upon the inguinal glands. 
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J. P. Lockhart-Mummery and Stanford Cade agreed that radium should be used 
in selected cases of cancer of the rectum and that with improved technique 
good results are obtainable. 

James Duffy 8 discusses the value of radiation in the treatment of rectal 
cancer. He concludes that for external irradiation—that is, radiation applied 
through the intact skin — -better results are obtained by radium applied in 
applicators than by the use of X-ray tubes. He finds the greatest objection 
is the large number of visits that it is necessary for the patient to make to 
the clinic, especially as many of the patients are in a poor and debilitated state 
of health. Like other authorities, he mentions a few very good results, where 
large inoperable tumours have disappeared for periods as long as four years ; 
but the statistics of all cases leave much to be desired. 

G. E. Binkley 0 discusses the treatment of carcinoma of the rectum by the 
implantation of radon seeds. A large proportion of the cases treated were 
inoperable from a surgical point of view. The technique employed is to use 
external irradiation with radium previous to implantation of the seeds. These 
are generally implanted through a proctoscope, the upper area being first of 
all implanted with seeds in rows 1 cm. apart. The instrument is then partially 
withdrawn and another row of seeds inserted in the same manner, this procedure 
being repeated until the whole tumour is uniformly implanted. The seeds 
used are 4 to 5 mm. long, 0-75 mm. in diameter with a three-tenths thickness 
of gold, and equal to H to 3 millieuries each. lie considers that treatment 
with radon seeds is diiefly valuable as a palliative method of holding the growth 
in check rather than as an actual cure. lie rightly points out the danger of 
producing considerable reaction, which may be difficult to overcome, and 
warns against over-dosage. He considers that much of the adverse opinion 
towards radiation therapy in rectal cancer has been created by tlie intensive 
treatment of unsuitable cases. The best results are often obtained by repeating 
the procedure after a reasonable interval, either once or twice. He still con¬ 
siders that operative removal is the most suitable method of treatment where 
available and where the patient’s physique is sufficiently satisfactory, but 
when the patient is a bad risk he believes that radium is the best method of 
treating even operable cases. A review of his cases shows ‘24 patients prior 
to 1033 who are clinically free from cancer. Out of 238 cases treated between 
1920 and 1030, only 9 lived over three years, and 1 for four years ; about half 
the cases showed marked palliation of symptoms. 

Referisnuks.— l Proc. Roy. Soc. Med. 1934, xxvii, Oefc., 1721 ; 2 Lancet , 1934, ii, July 
14, 09 ; a 58 Tag, d, deut. (fat. f. (Jhir. Berlin, 1934 ; *Ann. of Surg, 1930, csi, April, 1042 ; 
*Med. Record, 1934, ex I, Aug 15, 173; 9 Ann. of Surg. 1935, cii, July, 08 ; U*roc. Boy, 
Soe. Med. 3 935, xxviii, July, 1253 ; 8 /lnn. of Surg. 1935, cii, July, 77 ; 9 Ibid. 72. 

RECTUM, SURGERY OF, MISCELLANEOUS. (See also Anal ; 

Haemorrhoids.) J . P. Lockhart-Mummery, F . E . C . S . 

The Relationship between Adenomata and Cancer of the Large Bowel. 
—J. P. Lockhart-Mummery 1 has traced the history of 50 cases of simple 
adenomata of the rectum over a period of years. Most of the cases have been 
examined sigmoidoscopically at regular intervals after the original tumour 
had been removed. Out of a total of 50 cases there were 25 in which another 
tumour developed in some other part of the bowel, and 12 where a malignant 
tumour subsequently occurred. In 13 cases other adenomata developed more 
than once in different sites. Thus one patient had no fewer than 8 adenomata 
in different parts of the rectum during 15 years, while another had 6 in 14 years. 
One had 7 adenomata in 6 years and another 9 in 8 years. Some adenomata 
grow to a very large size without ever becoming malignant, while some quite 
small tumours become malignant early. These eases seem to prove that an 
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adenoma of the rectum or colon is not an innocent tumour in any sense, and 
that in fact adenomata are merely a stage in the development of malignant 
tumours and should be so treated. 

J. C. Mottram 2 describes the results of a study of the rate of growth of tar 
warts in mice, and postulates the possibility that the growth-rate decides the 
question of innocency or malignancy. Where the growth-rate is slow the 
tissues are able to set up a protective reaction against the process, blit when 
the growth-rate is fast this protective reaction breaks down and invasion of 
the other tissues takes place. 

From a practical point of view local removal of the tumour would appear 
to be sufficient, if the patient is watched at four-monthly intervals during the 
next five to ten years so that any fresh tumours can he removed at once before 
they have an opportunity of becoming malignant. But unless the patient is 
kept under observation in this way, the development of other tumours is most 
likely to occur unobserved. The frequency of such a happening appears to be 
about 50 per cent, and considerable danger exists of malignancy supervening. 

The Operative Treatment of Stricture of the Rectum.—-J. P. Lockhart- 
Mummerv and O. V. Lloyd-Davies 3 divide stricture of the rectum into two 
variations: diaphragm strictures and tunnel strictures (Platen LX 111 , LX IV). 



Fig. 57.—Diagram showing steps of the operation or dealing with stricture of the rectum, 


They advise that the former should be treated by internal proctotomy. The 
stricture is nicked in several places posteriorly and laterally, and then dilated 
up to the required size with metal dilators. The rectum is then thoroughly 
washed out with a suitable antiseptic and half a tube of vaseline is squeezed 
into the bowel. A large vulcanite tube, of the size of the largest dilator, is 
then inserted and kept in place for forty-eight hours. After this the stricture 
is kept dilated at intervals for six months. This method is quite satisfactory 
for strictures below the peritoneal reflection. The authors point out the danger 
of attempting to deal with high-lying strictures in this way, and that resection 
or direct surgery is much safer. 




PLATE IX JII 





FIBROUS STRICTURE OF THE RECTUM 


Drawing <>i ii s|k‘<miik*u ol mmms sU’ielure ol I hi- tv*<;lurn in I,lie Royal ( olleye o 
Museum, showing dense fibrosis of i.lje jierireelal tissues. 


Plates LX I/I, LX 1 1' by kind junnissii 
‘ British Journal of Xuryery ’ 
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FIBROUS STRICTURE OF THE RECTUM—continued 


(J. 1\ LOOKIIAIIT-^IUMMMIIY arid O. V. LLOriJ-DAVlES) 



Photograph of a specimen of librous stricture of the rectum. Tin* patient was a 
woman a^nd U>. The striotured portion of the 1 rectum \v;is resected and tin; rectum 
restored after a temporary colostomy. She has remained well since. 
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The tunnel type of stricture cannot be dealt with by internal proctotomy 
or dilatation, and hitherto this type has been treated by excising the rectum or 
doing a resection after a temporary colostomy. Failing this, the establishment 
of a, permanent colostomy was the only possible procedure. The authors 
describe a, new method of dealing with these tunnel strictures which has the 
advantage of being easier and safer than a resection, and in suitable eases gives 
a better result. After a preliminary colostomy and getting all the ulceration 
cleared up, the operation is performed as follows : An incision is made from 
the base of the coccyx to the posterior margin of the anus. The coccyx is 
removed and the post-rectal fascia divided. The rectum is then freely mobil¬ 
ized by stripping it from the pelvic wall on each side and drawing it up into 
the wound. A longitudinal incision is then made through the whole of the 
structured area into the rectum, the incision extending into healthy bowel both 
above and below the narrowed portion. The wound in the rectum is now sown 
up in the opposite direction (transversely) with Independent stitches and covered 
with a second row of Lembert sutures, the fascia being stitched over the junc¬ 
tion, and a, large drainage tube is inserted well above the wound in the rectum 
and left in for several days (Fig. 57). In the ease reported the wound healed 
well, and four months later the colostomy was closed intraperitoneally. A year 
afterwards the patient’s rectum showed a normal lumen. 

Pre-operative Treatment in Operations upon the Colon and Rectum. - 
0. F. Dixon and James T. Priestley 4 stress the following points. The patient 
should be blood-grouped so that a transfusion can if necessary be performed 
quickly, and should be kept in bed from three to live days prior to operation 
so as to have complete rest and allow careful preparation. A high carbohydrate 
diet is recommended with a view to storing up the carbohydrates for the period 
immediately after the operation. Stress is also laid on the importance of seeing 
the patient is not dehydrated, and that there is a generous supply of fluids, 
A vaccine of streptococci and B. coli should be injected three days before opera¬ 
tion as a routine. Warm enemas are given daily two days before operation, 
or a physiological salt solution. The authors also stress the importance of 
performing the operation in stages whenever possible rather than trying to 
do everything at one operation. The extreme danger of operating on patients 
who have not been previously decompressed is insisted upon. They look upon 
temporary eiceostomy as a life-saving procedure in most eases of colon resection, 
and in all eases where there is acute obstruction. 

These are the general views of most surgeons at the present time. There 
can be no doubt that a great, improvement in the results of colon surgery has 
resulted from planning the operation in stages, so as to avoid doing any exten¬ 
sive or dangerous procedure upon an obstructed or partially obstructed patient, 
and in paying great attention to the careful preparation of the patient prior 
to operation. Many such patients show evidence of being short of chlorides, 
and when this is so chloride solution should be run into the veins continuously 
until all evidence of chloride deficiency has disappeared. The chloride solution 
should be run into the veins slowly for twenty-four hours or more until the 
urine, when tested with silver nitrate, shows a good heavy cloud of precipitate. 
This is often a life-saving method in bad cases. 

Diothane in Rectal Anaesthesia.—F. C. Smith 5 discusses the use of diothane 
as a local anaesthetic in operations upon the rectum and neighbourhood. He 
states that this drug, which is a derivative of phenyl urethane, is relatively 
stable to heat and will stand sterilization. It must be kept in alkali-free 
containers, and it cannot be put into ordinary glass vessels ; special ones of pytex 
glass must be used, or the solution prepared freshly on each occasion. He 
finds that diothane is three times as active as procaine and has about the same 
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toxicity in suitable dosage. It is very slowly diffusible in the tissues and 
should be injected ten minutes to a quarter of an hour before the full effect 
is obtained. It gives a very satisfactory anaesthesia, and owing to its slow 
diffusibility rate it can be injected at some little distance from the anal nerve 
areas. He advises the use of diothane for obtaining local anaesthesia for rectal 
operations, and also to put into the operative field after operations in order 
to prevent after-pain. 

References. — 1 Lancet, 1935, i. May 18, 1149 ; *Amer. Jour. Cancer , 1934, xxii, 801 ; 
z Brit. Jour. Surg. 1935, xxiii, July, 19 ; * Surg . Gynecol, and Obst., 1933, lvii, Aug. 206 ; 
*Wed, Record. 1935, cxli, June 19, 581. 

RELAPSING FEVER. Sir Leonard Rogers , M.D., F.R.C.P., F.R.S, 

Relapsing fever is reported by A. Sachs 1 to be. more common in Chitral than 
was- previously thought to be the case, for fifty cases have occurred in 1932 
and 1983, many of which appear to have been contracted on the journey up 
from the Punjab. The S. recurreniis has been identified in some of the cases, 
which ran a typical course of that infection with at least one relapse in 04 per 
cent, while others had five and six pyrexial attacks. No death occurred among 
106 cases in all, and the incubation period is believed to have varied between 
six and fifteen days. Lice do not appear to have been the usual carrier of 
the infection, as 84 of 102 cases were stated to be free from lice ; the tick, 
A. pcrsicas , is met with in this region ; but all attempts to transmit the disease 
by either insect have so far failed, and it is believed that both the louse and 
tick types are present. 

J. Cunningham and A. G. L. Fraser 2 .report on the serology of relapsing fever 
in human beings. They conclude that the types of Sp. carteri of louse-borne 
relapsing fever of North and South India are identical and belong to Types 
A and B. The Persian tick-borne variety also occurs on the North-west 
Frontier of India, and the louse-borne cases of that area belong to Type C. 

References. — x Jour. R.A.M.C. , 1934, Ixiii, Oct., 217 ; -Ind. Jour. Med. Research , 
1935, xxii, April, 595. 

' RENAL DISEASES. (See also Kidney.) H. Letheby Tidy, MAX, F.R.C.P. 

Renal Efficiency Tests.—Tests for renal function may be divided into two 
groups : (1) Those which estimate the power of the kidney to concentrate 
the urine ; and (2) Those which measure its power to eliminate the renal 
excretory products. 

In the first group falls particularly the specific gravity, A kidney near the 
point of failure secretes a urine throughout the twenty-four hours with a specific 
gravity of approximately 1012, but observations of the specific gravity cannot 
be used to give a quantitative measure of the degree of partial inellieiency. 
Of all tests at present available, it is generally agreed that van $ fyke's clearance 
test, and its modifications, give the most reliable quantitative measure of renal 
efficiency. Many of the investigations now being published accept the clearance 
test as the standard and compare other methods with it. 

H. O. Mosenthal and M. Bruger 1 (New York) have carried out a further study 
of the ratio of urea nitrogen to the non-protein nitrogen of the blood as an index 
of the amount of effective renal tissue. It has long been known that the ratio 
falls as renal deficiency develops, and the test has the advantage that it may 
be carried out on one specimen of blood and does not require prolonged 
observation of the patient or collection of urine. They use the formula :— 

100 X urea nitrogen 
non-protein nitrogen 

The resulting figure is referred to as the 4 urea ratio’. In a series of 200 normal 
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persons 70 per cent of the ratios were between 00 and 40, while in only one 
was it lower than 20, and in only two was it higher than 40. They consider 
urea ratios of 44 or less as normal. They estimated the urea ratio in various 
tvpes of nephritis and compared the results with those obtained by van Slyke’s 
area-clearance test. They draw the following conclusion from this comparison : 

(1) With maximal impairment of renal function the index is 80 or higher; 

(2) With improvement in renal function there is a drop in the ratio and with 
progressive impairment of function there is a rise in the ratio ; (8) The deter¬ 
mination of the urea ratio at intervals measures progressive changes in renal 
deficiency and affords a reliable index of renal function. The authors refer 
to the fact that the non-protein nitrogen may vary considerably as the result 
of alterations in diet, but they do not consider that this affects the results of 
their conclusions. [Some of the tables, however, suggest that alterations in 
diet may produce considerable changes in the urea ratio.—H. L. T.] 

E. M. MacKay and D. A. Rytand 2 (San Francisco) have produced a further 
study of the phenolsulphonephthalein test of renal function with a careful 
examination of its value as compared with the Addis modification of van 
Slyke’s urea-clearance test. They collect the samples of urine at intervals 
of one and two hours after the intravenous injection of the dye. From a 
statistical analysis of the results they draw the conclusion that the phcnol- 
sulphonephthalein tost is superior to the urea-clearance test as a measure of 
the amount of functioning renal tissue. [This test has been largely used 
in America since its introduction by Rowntree and Geraghty in 1910. It 
has the advantage that the dye is injected intravenously and thus reaches 
the blood-stream instantaneously. Further, the percentage of excretion of 
phenolphthalein is compared with a normal base line of zero, as the dye is not 
a normal constituent of urine. The test, however, has been considered to be 
somewhat unreliable. A comparison with van Slyke’s test was referred to in 
the Medical Annual of 1935 (p. 352).—H. L. T.] 

E. J. Stieglitz and A. A. Knight 3 (Chicago) present a preliminary report on 
sodium ferrocyanide as a clinical test of glomerular efficiency. They claim that 
the ferrocyanide salts have the unique characteristic that they are excreted 
solely by the glomeruli. This claim is based on the work of Marshall showing 
that ferrocyanide is not eliminated in the renal secretion of aglomerular fish, 
and the demonstration by Gersh and Stieglitz that in mammals ferrocyanide 
salts are eliminated by the glomeruli. The test is performed by the intravenous 
injection of sodium ferrocyanide. Sterilization is difficult as the substance is 
decomposed by heat, but it is claimed that no evidence of any toxicity has 
been observed. The amount excreted is measured by titration with a quanti¬ 
tative copper sulphate solution. The method of the test follows the lines of 
the phenolsulphonephthalein test. The results are recorded in a certain number 
of cases of nephritis and are compared with the phenolsulphonephthalein test. 
It is claimed that ferrocyanide is more accurate and sensitive and records 
deficiencies of renal secretion in cases of hypertensive arterial disease in which 
there is little change in the phenolsulphonephthalein elimination; 

J. W. Macy 4 (Rochester, Minn.) has investigated the inorganic sulphate 
clearance in renal diseases. The previous work of Hay man and Johnston has 
shown that the concentration of inorganic sulphate in the blood is often elevated 
before the urea. The author estimated the inorganic sulphate in the serum 
and in the urine on the same lines as the urea-clearance test. His main con¬ 
clusions are as follows : (1) When a person is following a regimen of fasting the 
excretion of inorganic sulphate is fairly constant throughout the day, whereas 
when he is receiving a normal diet there is considerable variation. (2) Inorganic 
sulphate is concentrated less in the urine than is either urea or creatinine, and 
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the clearance of sulphate tends to maintain a more constant level than that of 
either of the other two substances. (8) With definite renal insufficiency the 
sulphate clearance is reduced in a great majority of instances, although in some 
eases it is normal when other tests indicate impaired substance. (4) The 
sulphate clearance in six cases was normal in the presence of an elevated value 
for serum sulphate. The explanation of this is not clear. (5) In certain eases 
of definite or suspected renal disease the sulphate clearance indicated impaired 
renal function when all of the other tests gave figures within normal limits. 

Nephrosis.—R. B. Hawes and E. C. Vardy 5 (Singapore) publish an important 
study of nephrosis under the title, bt Some Observations on the Etiology and 
Effect of Alkalis on the Nephrotic Syndrome.” Nephrosis is common among 
the poorer classes of the Asiatic population in Singapore, in whom poor food 4 
unbalanced diet, and even semi-starvation are usually present. The authors 
consider that nephrosis is not connected with ankylostomiasis or malaria and 
is easily distinguished from beri-beri and starvation oedema. Their work is a con¬ 
tinuation of that of others on the effects of alkalis and alkaline diet in nephritis 
and nephrosis, but these authors find that the alkaline mixture of sodium 
and potassium salts is often ineffective, and uniform results were obtained 
only with potassium salts alone. No toxic symptoms were observed except- 
in those eases which showed red blood-cells in the urine and which were classified 
as nephroso-nephritis, and in these headaches and increasing blood-pressure 
might result. The patients were placed on a basic alkaline diet and were given 
potassium bicarbonate and potassium citrate, 30 gr. of each, at such intervals 
as rendered the urine alkaline within forty-eight hours. They found that 
three beneficial results emerged : (I) Diminution of the oedema ; (2) Lowering 
of the hypercholesterolemia ; (3) Some control of the albumin output in the 
urine. These results were obtained while the patients were on the alkaline 
treatment, and relapsed when treatment was changed to an acid diet or sodium 
salts were given instead of or together with potassium salts. With regard 
to the albumin, the tables show that the patients on admission were uniformly 
passing large amounts of albumin, and that on the alkaline diet these amounts 
greatly diminished and sometimes almost entirely disappeared. The authors 
note that the albumin passed is very variable in amount and it might be absent 
one day and on the next day be definitely present. They also noted that in 
spite of all treatment certain cases gradually drifted into a nephroso-ncphritic 
or even a nephritic syndrome. These difficulties would naturally be expected, 
and in spite of them the results of these authors demand careful consideration. 

D. M. Lyon and D. M. Dunlop® (Edinburgh) publish the life-histories together 
with various analyses of two patients exhibiting the nephrotic syndrome. Both 
of these patients exhibited at the beginning of their illness, and for many months 
afterwards, all the criteria of true nephrosis, and both eventually died with 
small contracted kidneys and with all the clinical, biochemical, and pathological 
signs associated with the unernia of chronic nephritis. 

J. H. Barach and D. Martin Boyd 7 (Pittsburgh) record two cases of nephrosis 
treated with acacia. They claim that intravenous injection of acacia raises 
the colloidal osmotic pressure of the blood plasma towards the normal and 
thus leads to diminution of oedema. They use a 30 per cent solution of acacia 
with 4*5 per cent sodium chloride solution. This acacia solution is diluted 
with normal saline to a total volume of 500 c.c. and injected slowly. They 
treated two eases of chronic lipoid nephrosis, one a young woman aged 20 years, 
and the other a boy aged 4 years. Neither patient showed evidences of improve¬ 
ment until acacia was given intravenously. One case received eleven injections, 
totalling 295 grm. of acacia, the other required only one injection to start the 
diuresis and bring about a clinical recovery. In both patients there was a 
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■striking diuresis following the acacia injection. [It must be noted that other 
observers have seen serious reactions following injections of acacia.—II. L. T.] 

Nephritis.—F. D. Murphy, J. Grill, and G. F. Moxon 8 (Milwaukee) publish 
a study of 04 eases of acute diffuse glomerular nephritis which had been under 
observation in hospital between the years 1024 and 1934. The general lines 
of their investigations are similar to those of other previous workers, but 
constitute a valuable contribution. They pay special attention to the now 
generally accepted importance of a septic focus as the cause of the acute attack, 
and further they accept the view that chronic glomerular nephritis is the sequel 
of an acute attack which may be of such mildness as to be overlooked. Of 
their 04 cases they find recovery in 50 per cent, death in 28 per cent, and chronic 
nephritis in approximately 22 per cent. [They do not distinguish between acute 
diffuse glomerular nephritis and acute focal glomerular nephritis or essential 
hjematuria. Many authorities wall agree with them in this view.—H. L. T.] 
In their series scarlet fever is of little importance, but they attribute great 
importance to lesser infections of the upper air-passages, particularly the 
common cold. They attribute 10 per cent of the cases to attacks of pneumonia, 
and stress this as a factor in the development of chronic nephritis. They 
emphasize the occurrence of a silent stage during which symptoms are unobserv¬ 
able but which slowly drifts into a progressive chronic nephritis. As a test of 
this stage they consider that the urea-clearance test and the sedimentation 
rate are of importance. A rapid sedimentation rate is a warning signal that 
the renal lesion is active and progressive, but a single determination may lead 
to false impressions. 

The Relation of Septic Foci to Nephritis .—The connection between certain 
renal lesions and infection of the tonsils and upper respiratory passages is now 
universally accepted, and many statistics are in existence showing the frequency 
of such infections in series of cases of nephritis. But there is surprisingly 
little information available as to the frequency of renal damage in series of 
cases of tonsillitis and similar infection. 

O. L. V. S. do Wessclow, H. K. Goadby, and I). C. L. Derry 9 (London) have 
investigated the renal manifestations in a series of 854 cases of tonsillitis seen 
at St. Thomas’s Hospital between July, 1982, and July, 1988, The patients 
were seen usually on the third day of the disease, and the urine was examined 
on the fourth, eleventh, and eighteenth days of the infection. Cultures of the 
throat were taken, and in those eases in which the plate showed an almost pure 
culture of haemolytic streptococci the ease was classified as indicating a haemo¬ 
lytic streptococcal infection. Of these 854 patients, 224 were ten years of 
age or under, 101 were 11 to 20 years of age, and 29 were above 20 years of age. 
At the first examination 87 per cent showed albumin, and in 51 (14*4 per cent) 
more than a faint trace was present. From the urinary changes it is probable 
that focal nephritis was present in 10 per cent. Of these 85 cases, albuminuria 
was still present in 7 only at the last examination. No correlation could be 
found between a predominance of haemolytic streptococci in the throat swab 
and this early urinary lesion, the percentage of positive cultures in this group 
being almost the same as for the whole series of 854 patients. In 57 other 
cases albuminuria was first found at the third or fourth attendance, viz., 16 
per cent. In 22 of these patients (6*2 per cent) more than a trace of albumin 
was present. In 8 cases evidence of diffuse glomerulo-nephritis was found, and 
of these 2 cleared rapidly under observation. Of the remaining 19 cases of late 
albuminuria, 10 are known to have cleared subsequently. In these cases of 
late albuminuria the percentage of heavy haemolytic streptococcal infection 
somewhat, though not greatly, above that of the whole series. No correlation 
could be found between the incidence of albuminuria in the summer or winter. 
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Alkalosis and Nephritis.— In view of the large doses of alkalis which are now 
frequently given in nephritis, it is of some interest to consider the condition 
of the kidneys under modern alkaline treatment for peptic ulcer. E„ 11. Berger 
and M. W. Binger 10 (Rochester, Minn.) have studied the condition of the kidneys 
in 7 cases of alkalosis arising in the treatment of peptic ulcers at the Mayo 
Clinic. Evidence of impaired renal function was found in 5 cases after the 
alkalosis had been rectified. 

Pregnancy Toxaemia and Nephritis. —J. L. McKelvey and H. E. MacMahon 11 
(Baltimore) present observations on the lesions in the vascular system of 
patients who have been injured by pregnancy toxaemia, and who have eventually 
died with chronic nephritis. They believe that the sequence, toxaemia of preg¬ 
nancy, chronic nephritis, and ultimate early death, occurs with striking fre¬ 
quency, a conclusion which is at variance with many other observers. The 
material is based on that obtained at autopsy on patients who have died in the 
obstetrical wards of Johns Hopkins Hospital. The material is thus practically 
confined to women who become pregnant again after a pregnancy toxaemia, 
and is thus only a sample of the after-history of pregnancy toxaemia. The 
authors consequently present no statistics, the value of the investigation 
depending on the pathological observations. They divide the material into 
two groups. First a group in which a pregnancy toxaemia had occurred, 
hypertension had persisted post partum, and after a varying period of time 
uraemia had ensued. In every case the hypertension had preceded the last 
pregnancy and had existed for from two to seven years before death. All 
cases in this group were found to present the characteristic lesion of malignant 
nephro-sclerosis as described by Volhard and Fahr. The second group consists 
of patients who died during or immediately following a pregnancy complicated 
by a non-convulsive toxaemia and in whom no history of previous hypertension 
was obtained. In this group the kidneys showed changes of t ubulo - nephrosis, 
and in no case the characteristic lesion of malignant nephro-sclerosis. 

Essential Bsematuria.—D. W. Wilbur and J. T. Priestley 12 (Rochester, 
Minn.) have studied 100 cases diagnosed as essential hiematuria in the Mayo 
Clinic. They give no clear description of what cases they include in this title, 
and no biochemical data are given. Of the 100 eases, 74 per cent were males, 
and the average age was 45 years. In 78 per cent of cases there was definite 
evidence of dental or tonsillar infection, while in a control group of 250 cases 
there was evidence of tonsillar or dental infection in 57 per cent. The authors 
consider that there is evidence that sepsis is an important factor. In 10 cases 
the kidneys were removed surgically, all the subjects being upwards of 00 years 
of age. No clinical history of these cases is given. It is stated that the 
glomeruli appeared essentially normal. Of the 10 cases, bleeding occurred 
subsequently from the opposite kidney in 2. 

Refurencs.— l Ardi. of Internal Med., 1985, Iv, March, 411 ; ‘Abid. Jan,, 131 ; 
Vow. Amcr. Med. Assoc. 1934, oiii, Dec. 8, 1760; *Arch. of Internal Med. 1934, liv, 
Sept., 389; h Quart. Jour. Med. 1935, n.s. Iv, Jan. I ; MJdin. Med. Jour. 1935, xlii, 
Feb., 08; 7 A,mer. Jour. Med. Sei. 1934, cxc, 536; H Arch. of Internal Med. 1934, liv, 
Oct., 483 ; Writ. Med. Jour. 1935, May 25, 1065; 10 Jour. Amer. Med. Assoc, 1935* 
civ, April 20, 1383 ; n Surg. Gynecol, and Obst. 1935, lx, Jan. 1 ; 12 Ann. of Sura. 1935, 
ci, Jan., 647. 

RESUSCITATION, Ivor J. Davies , M.D., F.R.C.P. 

Yandell Henderson 1 (New Haven, Conn.) writes a practical article on resusci¬ 
tation. The forms and degrees of asphyxia are detailed and the methods of 
artificial respiration and inhalational apparatus are evaluated. The tilting 
board rocking method of artificial respiration, developed by Eve 2 in England 
and Cornish® in California, deserves mention. The Drinker apparatus was 
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described in the Medical Annual, 1938, p. 343. The revival of intratracheal 
insufflation for clinical use is a valuable contribution to the art of resuscitation. 
For brief complete asphyxia, involving failure of breathing, the principal 
measure of resuscitation is artilieial respiration reinforced by inhalation of 
carbon dioxide and oxygen. For prolonged asphyxia, inducing coma with 
depression of breathing, the principal measure of resuscitation is inhalation 
of carbon dioxide and oxygen, initiated, when needed, by artificial respira¬ 
tion. Artificial respiration apparatus of the laboratory type should be 
available in the operating-room. Rut such apparatus is not suitable for 
general use by laymen. Outside the operating-room and the hospital, reliance 
should be placed on inhalators and the Schafer prone pressure method of 
artificial respiration. The value of carbon dioxide as a respiratory stimulant 
has been fully described in previous volumes of this publication. Henderson’s 
authoritative contribution should be read in extenso . A full bibliography 
of this important subject is appended. 

References.—V ow. Amcr. Med. Assoc. 1934, ciii, Sepfc. 15, 834 ; 2 Lancet , 1932, 
ii, 995, and 1933, ii, 740 ; *Time, 1934, xxiii, March 20, 49. 

RETINA: EMBOUSH OF CENTRAL ARTERY. 

Sir Stewart Duke-Elder , M.H., F.B.C.S . 

Embolism of the central retinal artery is a calamity as dramatic in its effects 
as it is difficult to relieve ; and not the least important consideration in such 
cases is the time factor, for, unless a renewal of the circulation is possible in 
the matter of hours, permanent blindness is the inevitable result. The usual 
method of attempting to treat the condition is by a paracentesis, in the hope 
that the sudden drop of intra-ocular pressure may cause a vasodilatation and 
thus allow the embolus to pass along at any rate to a small vessel; or alter¬ 
natively to administer amyl nitrite with the same end in view. Unfortunately 
the size of the retinal artery renders it relatively immune from these therapeutic 



Fig. 58.™-IPandus showing area of pallor (shaded) when first observed. 

Fig. 59.—Diagram showing movements of embolus in right inferior temporal branch of 
retinal artery. See text. 

attacks. IT. Campbell Orr and J. H. Young 1 report a case wherein signal 
success followed the subconjunctival injection of acetylcholine . The patient 
noted a sudden visual failure twelve hours before he reported to hospital, and 
examination showed a blocking of the right inferior temporal branch of the 
retinal artery (Fig. 58), Acetylcholine (B.D.H.), 8 min., was injected sub- 
conjunctivally—4 min. in the lower temporal quadrant and 4 min. in the 
lower basal quadrant, as far back as the equator of the globe. The patient was 
thereafter under constant observation for four and a half hours (7 p.m. till 
11.30 p.m.). Ten minutes after his primary injection (7.10 p.m.) the ocular 
vessels, conjunctival and retinal, were greatly enlarged (about three times their 
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original size), while the retinal and choroidal veins became engorged. The 
area of pallor became well delineated. 

At 7.30 p.m. the whitish exudate was becoming absorbed. At 8 p.m. the 
embolism moved into the arterial branch B (Fig. 59), while the branch A Oiled 
up with blood. At 8.30 p.m. (one and a half hours later) the embolism started 
to move down artery B, there being a distinct junction between the red 
advancing column of blood and the purplish-black embolus. The column of 
blood was convex at its advancing edge. The whitish exudate was much less, 
the arterial function now being evident. At 9.30 p.m. the whitish exudate had 
completely disappeared, and the embolus had reached the next arterial junction 
on the artery B. The fundal pallor was definitely receding, and started from 
the more peripheral borders bounding the horizontal and the vertical margins 
of the area, so that the macula lutea was freed from arterial strangulation. 



Fig. Go.—Pori met ur charts. Top Ioft--G.no p.m., Doc. 17, HUM. Top right p.m. the 
same evening. Bottom left—0.80 a.m.. Dee. 18, HUM. Bottom right-”,fan. 4, HUi5. 

(Figs 58-00 by kind permission of the * British Medical Journal ’) 

Acetylcholine, 5 min., was again injected. This time the patient complained 
of extreme fullness of the globe ( 4 as if it was bruised’), but said that he could 
see people distinctly. At 10.30 p.m. (three and a half hours later) the embolus 
was still fixed at the arterial junction of artery B. The pallor was receding 
very slowly. The acuity of vision had risen to 6/6, while only a small portion 
of the upper and inner field was missing. It was thus obvious that his central 
vision had been saved, even though he might not have a full peripheral field. 
At 11*30 p.m. the embolism remained fixed in the same position. 

Investigation was suspended until 9.30 a.m. the next day, when the entire 
retinal system appeared normal, and although there was still pallor present 
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this was limited to an area along the course of this vessel. The retinal vessels 
were still dilated, while the ocular conjunctiva was (edematous, The visual 
acuity was now 0/d, and the field of vision showed a defect in the upper inner 
quadrant smaller than that shown before the injection of the previous day, 
and not interfering with central vision. The accompanying charts {'Fig. 00) 
show the progressive increase in the field of vision. For the next few days 
the pallor of the affected area of the fundus persisted, but visual acuity was 
still 0/4 in the right eye. On the fourth day the field of vision was normal. 

Reference.— l Brit. Med . Jour. 1035, i, 1119. 

RETROPHARYNGEAL TUMOURS. F. W. Watkyn-Thomas, FM.C.S. 

L. Natanson 1 reviews our knowledge of the subject up to date. The condition 
is rare. In eighty years 85 cases have been reported, including 3 from the 
author’s clinic in Moscow. By a 4 retropharyngeal tumour ’ is meant a tumour 
which develops in the retropharyngeal space between the pharynx and the 
vertebral column. The space is bounded in front by the pharyngeal fascia, 
behind by the aponeurosis covering the prevertebral muscles, above by the 
basis eranii, below it passes into the posterior mediastinum, laterally it touches 
the neurovascular bundle, from which it is separated by the sheet of fascia 
from the sternormistoid sheath which is attached to the transverse processes. 
The space is filled with loose connective tissue in which lie the retropharyngeal 
lymphatics ; in the fascial boundary the sympathetic is embedded. 

These tumours are more common in women and usually appear in middle 
life or later. The few eases reported in infancy have all been malignant; of 
37 eases reported before 1903, 22 are described as malignant; of 55 cases 
reported since then, only 7 were malignant. This discrepancy is probably 
explained by the suggestion that in the earlier series the neuromas were regarded 
as sarcomatous tumours. In the first series only 2 tumours were described as 
4 myxofibroma with ganglionic cells ’ ; in the second series 17 are recognized 
as having a neurogenic origin. Natanson believes that the neuromatous 
tumours are the predominant retropharyngeal neoplasms, and that they arise 
from the ganglion cells or the trunk of the cervical sympathetic. They are thus 
analogous with the isolated tumours of the cervical sympathetic which arise 
behind the angle of the jaw under the sterno mastoid ; 10 such cases have been 
described. In some eases there seems to be a connection between these tumours 
and the neurofibromatosis of Recklinghausen. The idea of cervical sympa¬ 
thetic involvement is supported by the fact that the tumours are sometimes 
associated with Horner’s syndrome, myosis and enophthalmos. 

From a study of the literature and his personal experience, Natanson draws 
these conclusions: (1) Retropharyngeal tumours are generally innocent. In 
infants they are always malignant. (2) Usually the tumours are of neurogenic 
origin (neuromas, ganglionomas, and neurofibromas), arising from the cervical 
sympathetic. Next in frequency are the lipomas. Tumours of thyroid origin 
are rare. (3) Probably retropharyngeal tumours of the neurogenic type are 
a solitary manifestation of Recklinghausen’s disease. (4) Retropharyngeal 
tumours are often associated with sympathetic symptoms, especially the Claude 
Bernard -Horner syndrome, either partial or complete. The signs should always 
be sought in any doubtful case. (5) X-rays are useful to establish the diagnosis 
and the situation of the growth. (6) Retropharyngeal tumours are apt to 
extend. For this reason it is well to operate ; it is easier, also, to operate before 
the tumour has grown to a large size. (7) The t rans-buccal route is only 
advisable when the tumour is in the mesopharynx, and there is no suspicion 
of goitre. (8) In all other cases the best approach is externally by a lateral 
pharyngotorny. With good illumination and proper arrangement of the 
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patient’s head it is hardly ever necessary to resect the lower jaw. (9) As 
retropharyngeal tumours are nearly always innocent, it is useless to treat them 
with radium or X rays. This only makes later removal more difficult. It is 
only the malignant growths which are benefited by irradiation. 

Reference. — x Pev. de Laryngol . 1935, lvi, 51. 

RHEUMATIC DISORDERS, CHRONIC. 

A . H. Douthwaite , M.D., F.R.C.P. 

Bacteriology. —G. J. Griffiths 1 reports the results of investigation of anti- 
hsemoiysm titres in various forms of rheumatism. This work is based on the 
fact previously indicated by Todd that after infection with haemolytic strepto¬ 
cocci the antihaemolysin titre of the serum increases considerably. This 
always happens, furthermore, after an attack of acute rheumatism. Griffiths 
shows that rheumatoid arthritis, infective arthritis, and spondylitis ankylo- 
poietiea give markedly high readings, whereas osteo-arthritis and spondylitis 
osteo-arthritica give only a few readings above normal. These facts are 
suggestive evidence of the part played by haemolytic streptococci in the pro¬ 
duction of rheumatoid arthritis and of the etiological relationship which is 
suspected to exist between this disease and acute rheumatism. 

C. W. Wainwright 2 has investigated the claim of Cecil, Nicholls, and Stain shy 
(1929) to have isolated an atypical haemolytic streptococcus from the blood¬ 
stream and joints of over two-thirds of rheumatoid patients. He was unable 
to confirm their findings. Thus 94 blood cultures in 91 cases of rheumatoid 
arthritis yielded a Sir. mridans in 1 case, diphtheroids in 4 cases, staphylococci 
in 4 cases, and Gram-positive bacilli in 3 cases. Fourteen joint cultures were 
negative. The sera of 90 per cent of cases, however, were found to possess 
agglutinins for haemolytic streptococci. All cases of rheumatoid arthritis gave 
positive skin reactions to one or more strains of streptococci, and 21 of 28 cases 
of this disease improved following intravenous injections of streptococcus 
vaccine prepared from the strain to which the skin was most sensitive. 

Influence of Diet in Development of Chronic Arthritis.—F. C. Hall and 
W. K. Myers, 3 studying the life dietary habits of 75 patients with chronic 
arthritis, controlled by 30 patients without joint symptoms, conclude that 
dietary irregularities, whether in the direction of excess, deficiency, or lack 
of balance, cannot be shown to be directly related to the development of hyper¬ 
trophic or rheumatoid arthritis. It is interesting to note, however, that 59 per 
cent of patients with hypertrophic arthritis had an excess of calories in their 
diet for years. This compares with 43 per cent of the control group, A much 
greater difference is encountered between patients with rheumatoid arthritis 
and the controls. Of the former, 20 per cent had subsisted on diets of inade¬ 
quate caloric content, as compared with 3 per cent of the control group. 

Relationship of Endocrine Disease to Chronic Arthritis.—-Yearly the 
literature abounds with hypotheses of an association of endocrine disease and 
rheumato d arthritis, but as yet the various theories are quite unsupported 
by fact. Clinically it has long been recognized that osteo-arthritis is prone 
to develop in the post-menopausal woman who is putting on weight. Improve¬ 
ment from thyroid medication is in such instances quite common. R. T. Monroe 4 
has made a careful study of thyroid activity in osteo-arthritis and rheumatoid 
arthritis, and found that there was no association between the latter and hyper- 
or hypo-thyroidism. On the other hand, osteo-arthritis occurred in 32*6 per 
cent of 98 patients with myxoedema. This observation fully confirms the 
general impression referred to above. 

Gold Treatment of Rheumatoid Arthritis.-—J. Forestier 8 has introduced 
treatment by means of gold injections for rheumatoid arthritis, infectious 
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arthritis (gonococcal and others), and the attenuated conditions of tuberculous 
arthritis. He claims good results also in cases of ankylosing spondylitis. 
Allochrysine, myocrisin, and oleo-solganol B are the preparations which have 
been extensively employed. Injections are given intramuscularly once a week 
in doses of 0-1 to 0*2 grin. The total amount for one scries should not exceed 
2 grm. Intervals of two months arc allowed between each course, which is 
repeated as a rule from four to six times. Forestier claims that in view of the 
beneficial treatment of tuberculosis by gold, it is rational to use this metal for 
other infectious diseases. It is questionable whether this can he established 
as logic, and the opinion is probably biased by a view still held on the Continent 
that rheumatoid arthritis is etiologically connected with tuberculosis. Be 
that as it may, many favourable results have been reported, of which the 
reviewer has seen an appreciable number. It appears to him, however, that 
the treatment is by no means specific. The most favourable effects seem to 
arise in conjunction with focal reactions, e.g., pain and increased swelling of 
the joints. This is in every way comparable with the improvement which 
often follows the use of ammonium iodoxybenzoate (arthrytin), which is cer¬ 
tainly not a specific. Sometimes severe general reactions are produced by 
gold injections, the commonest being a widespread eczema, fever, diarrhoea, and 
albuminuria. Owing to great individual variations of susceptibility to heavy 
metals, it is important to keep the patient under strict observation during the 
course lest severe or even fatal complications arise. Heavy metals are cumu¬ 
lative in action, and it is thus possible to observe violent general reactions at 
the completion of the course. For this eventuality, sodium thiosulphate has 
been recommended in 10-c.c. doses of 10 per cent solution intravenously. The 
injection should be repeated on alternate days for four to six doses. S. J. 
HartfaU and H. G, Garland 6 are of the opinion, however, that this preparation 
is useless in relieving symptoms of gold poisoning. The same authors report 
very favourably on the results of treating 100 cases of rheumatoid arthritis 
with preparations of gold. Ten cases were apparently cured and 56 showed 
marked improvement. It is noteworthy in this connection that painful 
exacerbations in the joints occurred in 47 cases and general toxic reactions 
were produced in 45 of their patients. 

H. S. Pemberton 7 reports on 100 eases treated with gold and observed over 
a period of two years. Adjuvant treatment was standardized. Twelve were 
cured, 88 much improved, 38 improved, and 12 remained the same. 

Clearly the treatment is of value, and its employment, in spite of risks, 
justified, 

Scapulo-humeral Peri-arthritis.-~-G. Chaumet, 8 in a timely article, draws 
attention to a rheumatic manifestation which he terms “ la p£ri-arthrite 
scapulo-humCrale ”, The picture is fairly constant. Pain is felt in the shoulder- 
joint, or in the upper part of the limb, and is associated with wasting of the 
surrounding muscles, especially the deltoid. Shoulder movements are painful 
and usually restricted. Not uncommonly there is associated pain which may 
appear to arise from radiculitis, plexitis, or peripheral neuritis. 

The reviewer has seen many such cases, the majority being in men over 
the age of forty. Two types of history are common. The first tells of an 
acute attack of muscular rheumatism with stiff neck. This subsides in a week 
or two, but persistent and increasing pain is left in the shoulder of one side, 
and the joint movement becomes more and more restricted. The pain is at 
times agonizing even in the absence of attempted movement. Sleep is more 
and more disturbed, until the general health suffers severely.The;, other and fl ; ; 
less Common history is that of a fall on the shoulder. After 
mg and discomfort have passed away residual discomfort persists in moderate 
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degree for a few weeks, and then the pain increases steadily though it seldom 
reaches the severity of that experienced in the first type. In neither case is 
it usual to see any radiographic abnormality. In both instances adhesions 
form between the various constituents of the soft peri-articular tissues. In 
particular, the rheumatic cases appear to involve the subacromial bursa, the 
long head of the biceps, and the tendon of the infraspinatus. 

Chaumet favours treatment by radiant heat, diathermy , and gentle mani¬ 
pulations. In obstinate cases he claims to obtain good results by the application 
of X rays thrice weekly. 

The reviewer’s experience of physiotherapy for peri-arthritis of the shoulder 
has not been favourable. When little or no movement is obtainable in the 
shoulder-joint, the quickest and most efficacious method of dealing with the 
trouble is to manipulate under evipan amesthesia. The loud reports which 
occur from rupture of the adhesions are indicative of the density of the scar 
tissue and of the futility of less vigorous methods of treatment. There is 
always much post-manipulative pain in these cases and morphine must be given 
freely for a day or two. The arm should be splinted in abduction and massage 
applied to the muscles about the joint twice daily. Active exercises starting 
within twenty-four hours of the manipulation are essential for the achievement 
of cure. The final disappearance of pain, muscular wasting, and limitation 
of movement is very striking. Complete recovery is the rule. 

Spinal Arthritis.—An interesting summary of modern views of the patho¬ 
geny of spondylitis is presented by J. L. Miller. 9 The term 6 osteo-arthrosis ’ 
is used for the condition usually known as osteo-arthritis, for it is claimed to 
be essentially degenerative in character. Schmerl’s observations on 4253 
macerated spines show that the age incidence for the presence of osteophytes 
is the same for both sexes. None were found in the first two decades ; in the 
third they were present in 10-7 per cent; in the fourth they featured in 
36 per cent; in the fifth, 78 per cent; in the sixth decade they were present 
in 93 per cent. These figures are of importance and should act as a warning 
against placing too much stress on radiographic findings of osteo-arthrosis in an 
attempt to explain obscure symptoms. The disease starts as a degeneration 
of the intervertebral disc. 

Spondylitis ankylopoietica is the other form of spinal arthritis, and is 
regarded by many as a spinal form of rheumatoid arthritis. The disease starts 
in the small articulations and is clearly inflammatory in type. A peculiar 
and unexplained feature is that it occurs almost exclusively in males, whereas 
peripheral rheumatoid arthritis has a marked predilection for females. 

Gonococcal Arthritis.—P. S. Hench, C. II. Slocumb, and W. C. Popp 10 
have studied the effect of therapeutic hyperpyrexia on gonorrhoeal arthritis 
and rheumatoid arthritis. Whether diathermy, radiothermy, hot baths, or 
cabinets are used, the resultant hyperthermia is characterized by the same 
physiological effects. The most important are : (1) Bacteriolysis of gonococci 
at a temperature of 106° to 107° F. ; (2) Blood-flow—pulse-rate rises to 130 
to 150 per minute ; (3) Blood-pressure—initial rise, subsequent fall; (4) Super¬ 
ficial capillary flow increased ; (5) Leucocyte count—initial fall, subsequent 
rise to 15,000 ; (6) Blood chlorides—marked drop ; (7) Gastric juice—loss of 
chlorides ; (8) Basal metabolic rate increased 7 per cent per degree of fever. 
Effects (1), (2), (4), (5), and (8) are probably beneficial to the arthritic. 
Bacteriolysis S is of special value in gonococcal arthritis, which may be cured 
by repeated hyperthermal baths in more than half the cases. Other forms 
of arthritis derive only temporary benefit, if any. Confirmation of this point 
is supplied by C. L. Short and W. Bauer, 11 who deprecate hyperthermia for 
rheumatoid arthritis. 
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The excessive loss of chlorides from the body is due to sweating, and may 
lead to disappearance of free hydrochloric acid from the gastric juice. The 
blood chlorides may fall 50 mgrin. or more per 100 c.c. Exhaustion, nausea, 
and cramp arise from this effect, which may he counteracted by the exhibition 
per os of large quantities of 0*0 per cent saline. The authors use for choice 
the Kettering hypertherm cabinet through which humified air is forced and 
heated electrically. 

Gonococcal Complement-fixation Test. —W. K. Myers and C. S. Keefer 12 have 
investigated the value of this test in 43 patients with proved gonococcal arthritis 
(gonococci recovered from synovial fluid) and 60 patients with other types of 
arthritis. A positive reaction was encountered in 86 per cent of the cases 
of gonococcal arthritis and in only 2 of the controls. The reaction of blood 
serum and synovial fluid is almost always identical. 

Referenc.es. — x Lancet, 1934, ii, Aug. 4, 251 ; z Jour. Amer. Med. Assoc. 1934, ciii, 
Nov. 3, 1357; s Arch. of Internal Med. 1935, Iv, March, 403; A New Eng. Jour. Med. 1935, 
ccxii, Juno 6, 1074 ; 5 Lancet, 1934, ii, Sopt. 22, 640 ; Hhid. 1935, July 6, S ; Ubid. i, 
May 4, 1037 ; H Presse mod. 1934, xlii, Doc. 22, 2053 ; ^Arch, of Internal Med. 1934, Iiv 
Aug., 161 ; w Jour. Amer. Med. Assoc. 1935, civ, May 1.8, 1779 ; 11 Ibid. June 15, 2165 
l2 New Eng. Jour. Med. 1934, ccxi, July 19, 101. 


Ivor J. Davies , M.D ., F.R.C.P. 

Physiotherapy.—W. Bierman and E. H. Fishberg 1 (New York) have studied 
some of the physiological changes during hyperpyrexia induced by physical 
means. They quote a pertinent remark of William II. Welch, 2 who wrote : 
“ Enlightened physicians have held the opinion that fever is a process which 
aids in the elimination or destruction of injurious substances which gain access 
to the body. The doctrine of evolution indicates that a process which character¬ 
izes the reaction of all warm-blooded animals against the invasion of harmful 
substances has not been developed to so wide an extent and is not retained 
with such pertinacity without subserving some useful purpose.” The authors’ 
observations have been made of some changes occurring in the body as a result 
of the elevation of its temperature by physical means. These observations 
included changes in the skin surface temperature, relationship between the 
mouth and rectal temperatures, velocity of blood-flow, pulse-rate, blood-pressure, 
blood volume, blood viscosity, respiratory excursions, number of white blood- 
cells, erythrocytic sedimentation rate, chemistry of the sweat, blood, urine, 
and gastric contents, and the serological reactions of the blood. 

F. W, Bishop, E. Lehman, and S. L. Warren 3 (Rochester, N.Y.) studied 
a comparison of the three electrical methods of producing hyperthermia— 
diathermy, radiothemiy, radiant energy. They found that while any of the 
electrical methods proposed can be made to work efficiently and safely in 
artificial hyperthermia, the radiant energy (infra-red) method described seems 
to be the most convenient and economical method in their experience. There 
does not appear to be any difference in the clinical effects and results from the 
various methods used. All these methods rely on the circulation of the blood 
for the redistribution of heat in the body from the site of application of the 
energy. 

W. J. Turrell 4 (London) opened a discussion on short-wave diathermy at the 
Royal Society of Medicine. The theoretical aspect was explained at length 
and he expressed a firm belief that the advent of short-wave therapy opens 
up a field of great possibilities hitherto totally unexplored. The treatment 
has been found of extreme value in cases of infective arthritis as well as of 
chronic fibrositis in patients with low temperatures, low red-cell counts, and 
high sedimentation rates. R. S. Woods voiced a warning against the employ¬ 
ment of this potentially dangerous physical agent by unqualified persons. 
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Kerr Russell pleaded that interest should be taken in what he considered one 
of the most important methods of treatment which had yet become available 
in the whole range of physical medicine. The treatment was just at its begin¬ 
ning, important developments would inevitably take place, and If the profession 
neglected this extremely valuable method, it would undoubtedly be exploited 
by the quack. 

F. P. Lowry 5 (Newton Hospital, U.S.A.) presents the physical and clinical facts 
of phototherapy in an impartial and practical form and his contribution can be 
well recommended to those practising physical therapy. It is evident that each 
source of phototherapy has its own limited and particular field of usefulness. 

References.— 1 Jour . Amer. Med. Assoc . 1934, ciii, Nov. 3, 1354 ; 2 Med . News, 
1888, Hi, 365, 393, 539, 565 ; 3 Joui\ Amer. Med. Assoc. 1935, civ, March 16, 910 ; *Proc. 
Roy. Soc. Med. 1935, xxviii, Jan., 301 ; 6 New Eng. Jour. Med. 1934, coxi, July 20, 171. 


RHEUMATIC INFECTION IN CHILDREN. 

Reginald Miller , M.D., F.R.C.P. 

Bacteriological Causation.—In last year’s Medical Annual (p. 369) the 
connection between haemolytic streptococcal infections and juvenile rheumatism 
was discussed at some length. B. Sehlesinger, A. G. Signy, and W. W. Payne 1 
have returned to this subject and have published further studies in which they 
have been able to demonstrate streptococcal precipitins in the blood of rheumatic 
patients following acute streptococcal sore throats. The tests for these are 
more frequently and strongly positive in rheumatic patients, usually between 
the tenth and thirtieth day following the infection, but are not confined to them, 
as tonsillitis may set up the same sequence of events in non-rheumatic patients. 
They conclude that 44 the tissues at that time ” (i.e., after the latent period) 
44 appear to be particularly vulnerable and it is possible that this allows some 
as yet undiscovered cause of rheumatism to enter the body ; or perhaps this 
state of increased susceptibility permits an already present but latent causal 
agent to enter into a state of activity. It is conceivable that a virus may be 
the answer to the problem.” 

A week later the first two authors with C. R. Amies 2 published the results 
of an attempt to obtain evidence in favour of the virus hypothesis as a factor 
in the causation of acute rheumatism. They summarize their results as 
follows :— 

1. The deposits obtained by high-speed centrifugation of pericardial fluid 
from cases of acute rheumatic pericarditis contain particles which morphologically 
resemble virus elementary bodies. Similar bodies have been found in the deposit 
obtained from one pleural exudate in association with rheumatic pneumonia. 

2. Relatively pure suspensions of these bodies in formal saline have been 
prepared. These suspensions are specifically agglutinated by the sera of 
patients who are suffering from, and successfully resisting, an acute rheumatic 
infection. The sera of patients in whom the infection is quiescent fail as a rule 
to agglutinate these suspensions. Completely negative reactions were also 
obtained with the serum of normal persons and of patients suffering from various 
non-rheumatic infections. 

3. On the evidence above summarized it is suggested that the bodies found 
in pericardial exudates represent the actual infective agent of acute rheumatism. 

4. The importance of streptococcal infection as a factor in the etiology of 
the disease is recognized. It is suggested that the lowered resistance produced 
by such infections enables the virus to enter the body or, if the virus is already 
lying latent in the tissues, allows it to assume active characters. 

The authors’ paper contains a note on the photomicrography of the virus 
by J. E. Barnard. 
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This Interesting result of their investigations is put forward by the authors 
very tentatively and nothing like duality is claimed for their conclusions. It 
is interesting to note that the role played by the hiemolytie streptococcus is 
regarded as merely a contributing factor in the production of an acute rheumatic 
attack, which was the line taken by the reviewer in the Medical Annual of 
last year (p. 370), where 'he wrote : “ Although, therefore, it may be taken 
as proved that the hiemolytie streptococcus can set up rheumatism, especially 
in epidemic form, it does not follow that all attacks of rheumatism are set up 
by it, still less that rheumatism is due to a blood-stream infection by a haemolytic 
type of streptococcus or is itself a directly communicable disease.” If it is 
accepted that the hiemolytie streptococcal infection is merely the trigger 
which fires off the rheumatic attack, it is easier to suppose that it might activate 
a non-hiemolytic streptococcus than a virus. After all, the non-haemolytic 
streptococcus is a closely associated micro-organism, is known to be a constant 
inhabitant of the alimentary tract, and has been frequently recovered from 
rheumatic lesions. Such a sequence of events would be in line with what is 
already known. Further evidence in support of the virus factor will be awaited 
with interest. [One point in its favour which the authors might have legiti¬ 
mately advanced concerns the histopathology of rheumatism. The peculiar 
tissue changes seen in this disease are unlike known reactions to streptococcal 
infections, whereas I am told that they show no little similarity to the 
lesions found in virus infections.—R.M.] 

Tropical Rheumatism,—Amongst tile minor questions in the problem 
of the causation of rheumatism has been its world distribution. The late 
J. Tertius Clarke, 3 in support of his view that acute rheumatism was a rat-borne 
infection, emphasized the extreme infrequency of the disease in tropical 
districts. P. Kutumbiah* contradicts this and reports on 50 eases of juvenile 
rheumatism from Vizagapatam, a tropical city in South India. The type of 
case he records does not differ much from the sort with which we are familiar 
in England. There is not, perhaps, very much importance in this particular 
point, for it is well recognized that juvenile rheumatism is overwhelmingly 
a disease of temperate climes. Nor does its occurrence in tropical countries 
necessarily minimize the importance of the effect of damp and cold in the 
production of juvenile rheumatism in England. If, as most people agree, the 
occurrence of rheumatism is closely connected with tonsillar infection, it may 
well be that among the predisposing factors in one climate are damp and cold 
and in tropical climates heat and dust. 

RnoitMNCHS.— 1 '■Lancet, 1035, i, 1000; 2 Ibid 1145; Vow. Trop. Med, and Hyg, 
1030, xxxiii, 249; Mnd, Jour ♦ Vediat,, 1935, ii, 215. 

RINGWORM, (See Skin, Fungous Infection of.) 

ROSACEA, A, M. JL Gray, MM,, FM.CM, FM.CJS. 

Rosacea (or acne rosacea as it used to be called) has for long been thought 
to be associated with disturbance of the digestive function, and a considerable 
number of observations have been made in rosacea cases by means of fractional 
test-meals. W. H. Brown (1925) and S. Eastwood (1928) have published series 
of cases. Their researches tended to show a tendency to hypochlorhydria in 
rosacea cases as compared with normal controls. W. H. Brown, M. S. Smith, 
and A. I). MeLaehlan 1 have added another 150 observations to Brown’s original 
50 and have also investigated 216 cases of other dermatoses. Their 

results do not show any marked variation from Brown’s or Eastwood’s pre¬ 
viously recorded results. They find, however, that achlorhydria and extreme 
hypochlorhydria is lower in the rosacea group than in other dermatoses, 28 
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per cent as compared with 35 per cent. The results of these tests have led 
the authors to conclude that marked subacidity is not a feature peculiar to 
rosacea as was originally thought. The findings, however, do not detract 
from the well established fact that strict dietetic treatment in combination 
with large doses of HC1 brings about marked improvement in rosacea. 

S. Shone and F. P. B. Whitweil 2 have investigated 40 cases of this disease, 
and have come to the conclusion that the gastric acidity is practically within 
normal limits, as demonstrated both by the ordinary fractional test-meal and 
by the histamine test-meal. They think the rosaceous refiex is induced by an 
increase of tension in the stomach wall. This increase of tension may be due 
to one or more of the following factors : (1) Delay in emptying; (2) Feeble 
peristalsis ; (3) An easily distensible stomach due to hypotonia ; (4) Over¬ 
rapid peristalsis ; and (5) Gastric spasm. The action of hydrochloric acid, 
alkalis, and carminatives in rosacea is to give slow, deep, unflurried gastric 
peristalsis and good muscular tone. The gastric tension is thereby relieved, the 
indigestion disappears, and the vasomotor reflex of rosaceous flushing depending 
on the tension is inhibited. The gastric neurosis is due to many causes, amongst 
them being adverse psychological influences, poor general muscular tone, and 
reflex effects from disturbance in an abdominal viseus. In a few cases the 
reflex may be from a lesion in the gastric mucosa itself, such as gastritis or an 
ulcer. 

References .— x Brit. Jour . Dermatol, and Syph. 1935, xlvii. May, 181 ; Lancet, 1934, 
ii, July 7, 11. 


SALIVARY FISTULiE. Sir W. I . de C. Wheeler, F.R.C.SJ. 

U. V. Portmann 1 points out that fistulas of the submaxillary and sublingual 
glands do not require any treatment as a rule. In obstinate cases the glands 
can be removed. He recommends treatment by radiation to suppress secretion, 
which thus obviates the necessity for operation. It is the parotid flstulae 
which are particularly obstinate, and but few of them close spontaneously. 
Two types of fistulse are encountered : the first is caused by opening Stenson’s 
duct, and the second are sinus tracts originating in the glandular substance. 
They are usually due to accidental lacerations or surgical incisions ; occasionally 
they form as a result of salivary calculi. Portmann deals with the many opera¬ 
tions designed for the closure of such fistula and the causes of failure. Roentgen 
therapy is recommended. The secretory activity of the salivary glands is 
suppressed by this method and brings about a cessation of drainage in parotid 
fistula. The function of the gland may be resumed in about four months, 
but meantime the fistula has closed. High voltage doses are necessary (180 
or more kv.) and heavy filtration (not less than 0-5 mm. copper). The method 
of applying radiation is not important if the dose is large enough. A slight 
erythema reaction should appear in about three weeks and subside in another 
month. Epilation occurs, but the hair will return in about four months. 
Reference.— ^Ann. of Surg. 1935, May, 1175. 


SAND-FLY FEVER. 


(See Phlebotomus Fever.) 


SCALENUS ANTICUS SYNDROME. SirW. I. de C. Wheeler, F.R.C S I 
Under tins heading A. Ochsner, M. Gage, and M. De Bakey* draw attention 
to signs and symptoms arising from pressure on the brachial plexus and sub¬ 
clavian artery by the scalenus anticus muscle. The syndrome is well known, 
but in former years search was made for a cervical rib, and in its absence pressure 
against a normal first rib was suspected. Recent literature would suggest 
that whatever the actual cause of the pressure on the nerve-trunks and artery 
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division of the scalenus muscle promotes a cure. Adson drew attention to 
the beneficial effects of release of the scalenus from its attachment to the first 
rib in 1927 (Medical Annual, 1928, p. 400). 

Sternocleidomastoid m 


n 


SuDciavian a ana v 1 natysma m. 

Fig. 61.—Exposure of soaleuus nntieiiR muscle prior io its resection, Chronic nerve Jins 
been mobilized from anterior surface of muscle and is retracted medially by means of a retractor. 
Omohyoid muscle is retracted laterally by retractor in upper and left hand corner of wound. 
Transverse cervical artery and vein have been limited, exposing scalenus notions in region of 
its attachment to first rib. As shown in illustration, subclavian artery and brachial plexus are 
pinched in angle between thickened scalenus anticus muscle and first, rib. 



Fig. 02.—-Relative positions of structures following resection of scalenus anticus muscle. 
Attachment of scalenus anticus muscle and first rib has disappeared into depths of wound, due to 
release of tension produced by contraction of muscle. Subclavian artery and brachial plexus 
resume their normal positions. {Figs. 61, 62 by kind permission of the ‘ American Journal of 
Surgery ’.) 

The lesion is usually found in women on the right side. Pain in the shoulder, 
radiating from the supraclavicular region down the arm and involving the 
ulnar and flexor surfaces of the forearm, is common. The pain may reach 
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the side of the neck and ear. The severity of the pain is very variable. 
Pressure elicits tenderness over the scalenus muscle in the supraclavicular 
region and usually produces pain down the ulnar side of the arm. Depression 
of the shoulder increases the pain. The writers of the article believe that the 
diagnosis is simple if the condition is borne in mind. It may be confused with 
such conditions as cervical rib, subacromial bursitis, supraspinatus tendon 
rupture, eervicodorsai sympatheticaIgia, Raynaud’s disease, and brachial 
neuritis. The clinical picture in eases of cervical rib is identical. Cervicodorsai 
sympatheticalgia resembles the scalenus anticus syndrome very closely, but 
is completely relieved by novocain block of the cervicodorsai sympathetic 
ganglia. Raynaud’s disease is usually bilateral. 

Excellent results follow division of the scalene muscle. Inter alia the first 
rib falls to a lower level when released from the muscular attachment, and 
this in turn relieves the pressure on the brachial plexus and subclavian artery, 
Ochsncr, Gage, and De Bakey describe the technique of operation as follows. 
[With ordinary precautions the operation is never difficult; most surgeons 
are familiar with the anatomy of the subclavian artery and brachial plexus. 
The phrenic nerve requires attention.—W. I. de C. W.] A transverse incision 
is made above the clavicle with its mid-point over the posterior border of the 
sternomastoid. After division of the superficial tissues the posterior border 
of the sternomastoid muscle is defined. The muscle is retracted and if necessary 
partially divided. In the depth of the wound the attachment of the scalenus 
to the first rib can be defined with the finger. The transverse cervical artery 
may require ligature. The omohyoid is retracted laterally. The phrenic nerve 
is identified coming from above downwards and crossing the muscle. The 
subclavian artery and brachial plexus are carefully separated from the deep 
surface of the muscle and a curved spatula or retractor is passed round the 
deep surface of the latter to protect the artery. The muscle is divided near 
its attachment, cutting a few fibres at a time. Ochsner and his collaborators 
recommend resection of a portion of the muscle. (Figs. 61, 62.) 

Reference. — 1 Amer. Jour. Surg. 1935, June, 669. 

SCARLET FEVER. J. D. Rolleston , M.D., F.R.C.P. 

Epidemiology.—J. Milder, 1 who records his observations on 8000 cases of 
scarlet fever admitted to the Hdpital Trousseau, Paris, between 1024 and 1088 
inclusive, illustrates the rarity of the disease in infancy by the fact that only 
5 cases in this series occurred in the first year of life as compared with 60 in 
the second and 288 in the third year. The maximum was reached at the age 
of 6 with 833 cases. From 7 to 8 there was a fall to 302, and after 0 there was 
a sharp decline, until the lowest figure was reached with 8 cases at 15. The 
number of cases admitted during the first six months of the year was almost 
double that of those in the last half. The incidence diminished rapidly during 
the summer, and showed a recrudescence during the last three months of the 
year: 42 (2*9 per cent) of the 3000 cases were fatal. During the first two 
years, when the children were not isolated in separate chambers, 51 out of 544 
cases (10*6 per cent) were fatal, whereas during the last seven years, when 
individual isolation was established, only 61 deaths (0*41 per cent) occurred 
among 2456 cases. Another result of individual isolation was the disappear¬ 
ance of diphtheria from the scarlet fever block. Every child who was found 
to be Schick-positive on admission was immunized by anatoxin. The fatality 
was highest among the youngest children, the chief cause of death being 
bronchopneumonia (26 cases), and then in order of frequency : malignant scarlet 
fever (19 cases), suppurative otitis (17 cases), mastoiditis (6 cases), acute 
meningitis (6 cases), appendicular peritonitis (3 cases), and empyema, cerebral 
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arteritis, erysipelas, and nephritis (1 case each). Isolation of thirty to thirty- 
five days was found sufficient to prevent return cases except in cases com¬ 
plicated by tonsillitis, otitis and suppuration, which had to be isolated until 
complete recovery had taken place. 

Symptoms and Complications. —X S. Anderson 2 states that the relapse 
rates at the Leeds City Hospital for the years 1931, 1932, and 1933 were 3*3, 
4*0, and 4*3 per cent respectively, which are considerably higher than that 
of about 1*0 per cent given by the reviewer in his text-book. He attributes 
these relatively high rates to the present mild type of scarlet fever providing 
insufficient stimulus for the development of immunity. Since October, 1933, 
he has Dick-tested every patient not given scarlet fever antitoxin on admission, 
and in the ease of a positive reaction he has given a course of graduated skin- 
test doses of toxin (500, 2000, 5000, and 20,000 skin-test doses at four-day 
intervals), with the result that only one of the 246 patients so treated had 
a relapse. 

J. Todcsco 3 records a case of three attacks of scarlet fever within four months 
in a boy aged 5 years. Each attack was treated with 10 c.c. of scarlatinal 
antitoxin. The only complication was secondary adenitis in the third attack. 

J. Raulot-Lapointe, 4 who records 25 cases, of which 23 were in primiparse 
and 2 in multipart, states that the frequency of puerperal scarlet fever varies 
with different writers and periods. In the great majority of cases the patients 
are young primiparsc who have had a normal pregnancy and full-term delivery. 
A history of infection can often be obtained. Severe forms, which were frequent 
formerly, are rarely seen nowadays. 

J. M. Faulkner and R. Ollier 5 studied the effect of scarlet fever on the heart 
in 171 cases during and after the acute stage, and in 11 cases obtained abnormal 
electrocardiograms which did not appear before the thirteenth day and consisted 
in prolongation of the P-R interval in 5 cases and flattening or inversion of 
the T wave in 6. A further study of 600 cases of scarlet fever from one to 
three years after the attack showed that 7 had developed heart disease which 
was indistinguishable clinically from rheumatic endocarditis. 

Ferrand, H. Schaeffer, and Martin 6 report a ease of disseminated encephalo¬ 
myelitis which developed on the fourth day of a mild attack of scarlet fever 
in a boy aged 6 years. There was no sign of nephritis. Complete recovery 
took place in one and a half months. 

L. Sabadini, 7 who has collected 20 cases in patients aged from 7 months to 
30 years including a fatal one of his own in a boy aged 14, states that acute 
primary peritonitis is a very rare complication of scarlet fever, and in the 
absence of operation is invariably fatal in two or three days. It is not accom¬ 
panied by lesions of the abdominal organs. It may occur at any stage of the 
disease. 

A. L, Hoync and J. II. Bailey,® who report 282 return cases among 4315 
scarlet fever patients discharged from hospital between May 1, 1932, and 
July 6, 1933, come to the following conclusions : (1) Contrary to the usual 
opinion the patient who had had an uncomplicated attack was as liable to 
give rise to return eases as the patient who had suffered from abnormal dis¬ 
charges during his attack. (2) The adult patient was not a negligible factor 
in the transmission of the disease. (3) The number of return cases bears an 
inverse ratio to the length of the quarantine period, and is not dependent on 
season. (4) The return case of scarlet fever contracted from one of a mild 
type is frequently unusually severe. The converse is also true. (5) The spread 
of scarlet fever cannot be effectively controlled by the methods of quarantine 
in general use, but the morbidity and mortality of scarlet fever, like that of 
diphtheria, can only be satisfactorily reduced by active immunization. 
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F. Ciaotini 0 illustrates the rarity of the coexistence of scarlet fever and enteric 
fever by the following figures. Murchison in his long and extensive experience 
saw only 2 examples, and Caiger had only 8 eases of typhoid among 48,866 
scarlet fever patients. The coexistence of scarlet fever with paratyphoid is 
rarer still, as Ciantini could find only 2 eases in the literature of the last thirty- 
four years. He now reports the following 3 cases which were the only ones 
of the kind which occurred among 9609 scarlet fever patients admitted to the 
A, Bassi Hospital for Contagious Diseases, Milan, during the period 1905-33. 
The first case was that of a boy aged 11 who developed a mild and uncompli¬ 
cated attack of typhoid fever in convalescence from scarlet fever. The second 
case was that of a girl, aged 14, in whom the two diseases were concurrent in 
the acute stage. Uncomplicated recovery also took place in this ease. The 
third case, which occurred in a boy, aged 7, was an example of the coexistence 
of paratyphoid B with scarlet fever. Death from septicaemia ensued after 
a week’s illness. 

A. G. Mitchell, W. C. Nelson, and T. T. Leblanc 10 made a study of the skin 
reaction to tuberculosis in the acute stage of 854 eases of scarlet fever, and found 
that there was a depression of allergy which disappeared during convalescence. 
It follows, therefore, that failure to elicit a skin response to tuberculin during 
the acute stage of scarlet fever cannot he regarded as evidence that the patient 
does not normally give a positive reaction. 

Diagnosis.— G. M. Gasul and P. S. Rhoads, 11 from a study of several hundred 
cases of scarlet fever, came to the following conclusions : (1) The diagnosis of 
scarlet fever cannot depend upon a single Dick test. A persistently positive 
reaction during the whole course of the disease throws considerable doubt on 
the diagnosis of scarlet fever, whereas a positive reaction at an early stage 
followed by a negative reaction confirms the diagnosis of scarlet fever. (2) 
Negative cultures for haemolytic streptococci at the beginning of the disease 
on a properly prepared medium and properly interpreted are strong evidence 
against the correctness of a diagnosis of scarlet fever. A positive culture, 
however, in the presence of other clinical findings of scarlet fever confirms the 
diagnosis. 

S. Friedman 12 found eosinophilia in 46 out of 100 cases of scarlet fever in 
a single count. It was most frequently present in the early stage in mild 
cases, when its incidence ranged from 60 to 70 per cent. As the mild cases are 
often the most difficult to diagnose, Friedman suggests that a high eosinophil 
count is useful for diagnosis. In a subsequent paper Friedman 13 maintains 
that the formation of antitoxin and the presence of free antitoxin in the blood 
constitute the most logical explanation of the eosinophilia. 

Prophylaxis.— W. J. Benson and A. L. K. Rankin, 11 who record the results 
of active immunization of 112 probationer nurses in the Edinburgh City Fever 
Hospital over a period of nine years, come to the following conclusions ; (I) The 
Dick test for all practical purposes is a reliable index of immunity to scarlet 
fever. (2) Active immunization with graded doses of toxin will rapidly and 
effectively protect the majority of susceptible persons against scarlet fever. 
To obtain a lasting immunity at least 80,000 to 100,000 skin-test doses must 
be given in five weekly subcutaneous injections of 500, 2000, 5000, 25,000, 
and 50,000 skin-test doses. Systemic reactions must be expected in 10 per 
cent of those immunized. (3) Scarlet fever and diphtheria prophylactics may 
be safely administered as a combined injection. (4) The nursing staffs of fever 
and children’s hospitals should be actively immunized against scarlet fever, 
(5) As long as the present mild phase of scarlet fever persists, a method entail¬ 
ing not only five injections but also the probability of systemic reactions is 
not practicable for general application in Great Britain, 
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F. H. Fraser and D. T. Fraser 15 state that during the last seven or eight 
years immunization of the nurses undergoing training with five or more doses of 
scarlet fever toxin has been employed systematically in five hospitals in Canada, 
with the result that there has been a diminution in the incidence of scarlet 
fever compared with previous years in which there had been no immunization. 
A similar reduction in the incidence of the disease had occurred in a children’s 
hospital where active and passive immunization had been performed on admis¬ 
sion. In the United States, according to H. S. Gumming, 16 active immuniza¬ 
tion against scarlet fever has been used on only a very limited scale, first because 
five injections are required and are often accompanied by severe reactions, and 
secondly because scarlet fever at present is a mild disease. 

A. Ismail 17 states that in Turkey, where there had been a decided rise in 
the incidence of scarlet fever since 1920, inoculation with five doses of poly¬ 
valent scarlatinal toxin had caused a considerable drop in the frequency of the 
disease and reduced the amount of Dick-positive cases from 62*4 to 16*7 per 
cent. 

In a comparison of the protective power of commercial scarlet fever anti¬ 
toxin and convalescent scarlet fever serum, P. S. Rhoads and B. M. Gasul 18 
found that there were cases in which the usual dose of convalescent serum 
failed to protect susceptible individuals, whereas scarlet fever antitoxin always 
afforded complete protection. Moreover, convalescent serum cost much more 
per antitoxic unit than commercial antitoxin. 

Treatment. —P. F. Lucchesi and J. E. Bowman 19 record their observations 
on 5377 patients with scarlet fever admitted to the Philadelphia Hospital for 
Contagious Diseases during the years 1927, 1928, and 1929, of whom 3045 
were treated with antitoxin , while 2332 served as controls. Comparison of the 
two groups of cases with one another showed a slight decrease in the number 
of febrile days in the mild and moderate cases and a substantial reduction in 
the severe cases treated with antitoxin. The incidence of complications was 
definitely less in the serum-treated cases in comparison with those not so 
treated. Serum reactions occurred in 36 per cent of the cases treated with 
antitoxin, being lower (34*5 per cent) in cases treated with ephedrine and calcium 
than in those not so treated (38*8 per cent). 

E. Friedman, A. L. Essermann, and M. H. Black 20 recommend five, and if 
necessary six or seven, nasal instillations of scarlatinal toxin as a clean and 
painless method of active immunization and free from serious local and consti¬ 
tutional effects. In two groups of children aged from 3 to 17 years, so treated, 
the method was completely successful in 60 and 71 per cent respectively, and 
partial immunity was conferred in a considerable percentage of the rest. In 
children under three years of age a total of 115,000 skin-test doses should be 
given and in those over three 202,000. 

G. P. Hunt 21 made comparative observations on 273 cases of scarlet fever 
in which tonsillectomy and adenoidectomy were performed at various stages of 
the disease, with 285 cases which had no operation, and came to the conclusion 
that in suitable cases these operations were safe and logical procedures, and 
that the earlier they were performed the less likely were complications to occur 
and the shorter the duration of the contagious period. 

References. — l These de Paris , 1934, No. 810 ; 2 Arch, of Dis. Child . 1934, ix, 373 ; 
z Lancet, 1935, i, 548 ; *Th$se de Paris, 1934, No. 504 ; s Amer. Jour. Med. Sci. 1935, 
clxxxix, 352 ; 6 Paris med. 1935, i, 245 ; 7 Presse med. 1935, xliii, 605 j 8 Jour. Amer. 
Med. Assoc. 1934, ciii, 1051 ; z Riv. di din. Ped. 1934, xxxii, 1367 ; 1Q Amer. Jour. Dis. 
Child. 1935, xlix, 695 ; u Ibid. 603 ; ™Ibid. 933 ; ™Ibid. 1256 ; ^Lancet 1 934, % 1357 ; 

Off. internat. d'Hyg. publ. 1934, xxvi, 1958 ; iz lbid. 1980 ; 17 Ibid. 1982 ; 18 Jour. 
Amer. Med. Assoc. 1934, cii, 2005 ; ™Ibid. cui, 1049 ; *°Jour. of Pediat. 1934, v, 504 ; 
il Netv Eng. Jour . Med, 1935, ccxii, 665. 
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SCHISTOSOMIASIS* Sir Leonard Rogers, MJ). , F.R.C.P., F.R.S. 

Etiology. —At the suggestion of C. C. Chesfcerman an anomalous form of 
schistosomiasis found in the Stanleyville district of the Belgian Congo has 
been investigated by A. C. Fisher 1 with interesting results. Cases of intestinal 
schistosomiasis attributed to S. haematobium had been reported from Central 
West Africa in areas where the inhabitants commonly defecate into the water 
of streams, and as human autopsies were not obtainable material from experi¬ 
mentally infected mice and one sheep was studied minutely, and a full descrip¬ 
tion of the adult worms is recorded, which does not reveal any morphological 
■ characters by which they can be distinguished from human S. haematobium or 
S. bovis of animals. The ova, however, show a size intermediate between 
those of the last-mentioned species, although in shape they may resemble 
either forms, but the spine of the new species, named S. intercalatum , is well 
developed and may reach a length of 20 p, which serves to distinguish the 
ova from those ot S. haematobium , while the new ova never reach the large 
dimensions of S. bovis and S. mattheii ones. It is therefore concluded that 
the Stanleyville schistosome is a new variety intermediate in position between 
S. haematobium and S. bovis. No animals were found to be naturally infected 
by S. intercalatum , but infected mice may show the ova in their feces within 
41 days, and the adult worms were evenly distributed throughout their portal 
system, and no gravid female was found apart from a male. The new species 
has been found along a stretch of about 100 miles of the Congo river. The 
intermediate host is Physopsis africana , 2 to 3 per cent of which were found 
to be giving off human cercarfe in June and July, but attempts to infect these 
snails experimentally failed. 

Clinically the human infections were mild, for 50 per cent of school-children, 
not complaining of any disability and without fever or any urticarial or erythe¬ 
matous reactions, were infected, so the parasite is a benign form or there is 
inherited tolerance to it. The splenic index was not affected nor were lung 
symptoms more frequent in the infected children. Of 43 hospital patients 
showing signs of infection, 23 complained of dysentery and 14 of abdominal 
pain, and only 6 showed liver enlargement and none had marked anaemia. The 
sputum and urine were always free from ova. Sigmoidoscopical examination 
may show petechial patches or a granular appearance of the mucous membrane. 
After the age of 20 to 30 no infections were found and any infected adults are 
free from symptoms. Tartar emetic was effective in the treatment, but acri- 
flavine w r as found to kill cercarfe and miracidia in dilutions at which tartar 
emetic was quite inert, and acriflavine proved more effective in a trial of 40 
cases in total doses of 0-02 grm. per kilo in children up to 20 kilo, 0*015 grm. 
from 20 to 30 kilo, and 0*01 grm. per kilo body weight in adults, with a total 
maximum of 0*7 grm. A 2 per cent aqueous solution in live equal daily doses 
orally was given in the morning two hours before the first meal following a brisk 
purgative each night. Only degenerate ova were found in 43 of the 49 cases 
after the five-day course. A | per cent solution of the cheaper proflavine was 
also successful in the same quantities within five days in 7 cases. In 17 cases 
ova reappeared after one to three months in the stools. 

In Mauritius A. R. D. Adams 3 has studied urinary bilharzial disease, and 
he found Bullinus (Pyrgophijsa) forskali to be the intermediate host of the 
human parasite, for in an artificial canal their exposure to the attacks of 
the cercarise was followed by the development of sporocysts in them. 

A very full account is recorded by R. M. Gordon, T. H. Davey, and H. 
Peaston 3 of experiments using bred snails on the life-cycle and transmission 
of both S. mansoni and S. haematobium in Sierra Leone, in different villages 
of which each species was met with alone, probably owing to their recent 
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infection. S. mansoni was found to be most common among adult women, and 
their cercariae were only found to develop in P. pfeifferi, while S. haematobium 
only developed in P, globosa. Laboratory animals were infected by exposure 
to cercariae obtained from the affected snails, and adult worms thus obtained 
in pure species are minutely described and presented the same characters in 
both human and animal hosts. The morphology of the cercarite, studied with 
selective staining for the anterior cephalic glands, also failed to reveal any 
points of difference. The life cycle and habits of the snails are also described, 
and both were found more commonly in contaminated native bathing pools. 
The optimum temperature for the development of the parasites in the snail 
hosts was investigated in special tanks, and it was found to be 32° to 33° C. 
for both species, but the development of S. haematobium is slower and more 
influenced by variations of temperature than is S. mansoni. 

Clinical. —The disputed question of the bilharzial appendix is discussed 
by H. Barsoum, 4 who found the ova in the tissues of this part of the bowel 
in 28 per cent of all autopsies, but in only 19 per cent of inflamed appendices ; 
so he concludes that the ova are not' a cause of appendicitis, which is rare 
among the highly infected people of Egypt. 

Treatment. —In view of the claim of A. C. Fisher (see Medical Annual, 
1935, p. 377) that acrijlamne , or tri/pajlavine , orally cured the mild special form 
of schistosome infections of the Belgian Congo, M. Khalil and M. Salah 5 tested 
this drug given orally in solution and in capsules and intravenously, and also 
diamino-methyl acridine and atebrin orally, against S. haematobium and S. 
mansoni infections, with entirely negative results. F. G. Caws to a* 3 reports 
negative results from the use of neostam in a case of bilharzial disease. In 
another paper 7 he concludes tartar emetic is the only reliable drug in this disease 
except emetine , which is a cardiac depressant in the required course. 

References. — 1 Trans. Boy. Soc, Trop. Med. and Hyg. 1934, xxviii, Nov. 27, 277 ; 
% Ann. Trop. Med. and Parasitol. 1934, xxviii, July 12, 195 ; Ubid. Oct. 19, 802 ; A Jour. 
Trop. Med . and Hyg. 1934, xxxvii, Dec. 15, 387 ; 5 Lancet, 1934, ii. Oct. 20, 865 ; R Jour. 
Trop. Med. and Hyg. 1934, xxxvii, Oct. 15, 316 ; 7 Ibid. Dec. 15, 385. 

SCHOOL MEDICAL SERVICE. 

J. E. A. Underwood, B.Sc., M.B ., B.S., D.PM . 

Historical Retrospect. 

The School Medical Service of this country owes its inception to the general 
recognition that there were children who, on account of subnormal physique 
or specific defect, were unable to profit by the education in the ordinary schools 
provided by the State. Attention was first of all focused on children with very 
marked defects such as blindness and deafness. Schools for blind and deaf 
children had been established by voluntary effort as early as the eighteenth 
century, though it was not until 1898, twenty-three years after the passing of 
the Elementary Education Act in 1870, which provided for compulsory elemen¬ 
tary education for all children, that the State laid the duty on Education 
Authorities of making provision for blind and deaf children, either by establishing 
special schools of their own or by sending them to certified schools established 
by voluntary bodies, A similar power as regards mentally and physically 
defective children and epileptic children was given by the Elementary Educa¬ 
tion (Defective and Epileptic Children) Act of 1899, and this power was converted 
into a duty by the Acts of 1914 and 1918. It is interesting to note that in the 
Act of 1899 statutory powers in connection with school administration-—namely, 
the duty of ascertaining whether or not a child is defective or epileptic—were 
for the first time given to a medical officer. 

26 . 
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Meanwhile towards the end of the nineteenth century it was realized that, 
quite apart from those children who, on account of extreme and irremediable 
defects, needed some form of special education, a large proportion of children in 
the ordinary schools were prevented from obtaining full benefit from the educa¬ 
tion provided therein by reason of physical weakness or defect, which for the 
most part could be remedied. Active interest in the physical welfare of children 
was being displayed in many parts of the country, and in 1890 a Medical Officer 
was appointed by the London School Board, an example to be followed by 
Bradford in 1898. The results of investigations aroused a widespread interest 
not only in the question of school hygiene, but in the wider question of the 
national health and the standard of national physique, which was recognized 
to be dependent in large measure upon the health and physical condition of 
the children in the state schools. This wider question formed the subject of 
a report issued in 1904 by the Inter-departmental Committee on Physical 
Deterioration, winch recommended the establishment of a universal system 
of medical inspection for school children, and the provision of arrangements 
for the feeding of school children where necessary. This report and others 
produced abundant evidence of the physical needs of ailing and underfed school 
children and of the need for a general system of medical inspection, with the 
possibility of remedial measures. The way was now clear for legislation. In 
1900 the Education (Provision of Meals) Act gave power to Local Education 
Authorities to provide meals for school children, while in 1907 the Education 
(Administrative Provision) Act required the Local Education Authorities to 
provide for the systematic medical inspection of all children attending Public 
Elementary Schools, and empowered them to make arrangements for attending 
to the health and physical condition of such children. 

The immediate purpose of this legislation was to render the ailing child or 
the child suffering from specific defects fit to receive education, but it is evident 
that a wider view of the School Medical Service as an agency for the physical 
and social improvement of the nation was present in the minds of those responsible 
for the administration of the service. Circular 576, issued by the Board of 
Education on Nov. 22, 1907, defined the scope and object of the new legislature : 
u it is founded on a recognition of the close connection which exists between 
the physical and mental condition of the children and the whole process of 
education. It recognizes the importance of a satisfactory environment, physical 
and educational, and by bringing into greater prominence the effect of environ¬ 
ment upon the personality of the individual ciiild, seeks to secure ultimately 
for every child, normal or defective, conditions of life compatible with the full 
and effective development of its organic functions, its special senses and its 
mental powers which constitutes a true education,” 

Before the end of 1908 School Medical Officers had been appointed in 807 of 
the 828 Education Areas then existing. At first medical work was devoted in 
the main to taking stock ol the position. School Medical Inspection had 
revealed an enormous amount of physical disability due to defective eyesight, 
decayed teeth,. abnormal conditions of the nose and throat, uncleanliness, 
subnormal nutrition, and a number of so-called ‘minor ailments’. The tendency 
m the earlier stages was to emphasize the need of obtaining treatment through 
the voluntary hospitals, voluntary organizations, and general practitioner 
service. Parents were advised, as indeed they are at the present time, to 
obtain treatment for their children from their private doctors. It became 
increasingly evident, however, that owing to lack of facilities for treatment, or 
inability on the part of the parent to afford the services of private practitioners* 
many children failed to receive the necessary attention. The Authorities,' 
found it necessary, therefore, to formulate schemes of treatment for certain 
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defects, and to establish School Clinics where such treatment could be carried 
out. Tills power to provide medical treatment became an obligation under 
the Education Act, 1918. 

Since then progress has been steady and consistent, and to-day each of the 
816 Local Education Authorities in England and Wales has a School Medical 
Service under which medical inspection of school cMidren and the treatment 
of certain conditions and defects is carried out. 

The School Medical Service of To-day. 

1. Staff and Organization—The School Medical Service is usually con¬ 
trolled by a Sub-committee of the Education Committee. The administrative 
head of the Service is the School Medical Officer. He is usually also the 
Medical Officer of Health of the area, an arrangement which ensures the co¬ 
ordination of the School Medical work with that of the Public Health 
Authority, and one which is advocated by both government departments con¬ 
cerned—namely, the Board of Education and Ministry of Health. On the 
staff of the School Medical Officers are a number of Assistant School Medical 
Officers, who may be also Assistant Medical Officers of Health. Acting both 
in an advisory and executive capacity to the School Medical Service are certain 
specialists who may include dentists, ophthalmic surgeons, aural surgeons, 
and orthopaedic surgeons. To assist the medical officers is a nursing staff, the 
members of which may combine the duties of school nurse with those of health 
visitor under the Public Health Authority. Finally, for correspondence and 
records a clerical staff is employed. 

2. Medical Inspection.—The basis of school medical work is founded on 
a system of medical inspection of individual children. This system provides 
that all children of certain specified age groups—namely, entrants, usually 
aged 5, children aged 8, and children aged 12 in the elementary schools—are 
examined by a School Medical Officer. The examination takes place in the 
school. It includes an examination of the respiratory, circulatory, nervous, 
digestive, and muscular systems, and the special senses. In addition to the 
inspection of children of specified age groups, known as ‘routine’ inspections, 
the medical officers carry out a large number of special examinations of children 
selected by them, or referred to them by teachers, parents, or school nurses, 
and of re-examination of children referred as a result of these routine or special 
inspections. The number of ‘routine’ examinations in the year amounts to 
approximately 80 per cent, and the 4 routine ’ and special examinations together 
amount to approximately 60 per cent of children in average attendance at 
the elementary schools. The majority of education authorities winch are 
responsible for secondary education have extended the system of medical 
inspection to secondary school pupils. 

Parents are encouraged to be present at the medical examination of their 
children. They can then be advised concerning the maintenance of the child’s 
health, and be informed of any specific defects which need treatment. The 
school nurse or, in certain areas, the Care Committee worker ‘follows up’ children 
in need of treatment by visits to the home and advises the parents concerning 
the different agencies from which treatment can be obtained. These home visits 
are made periodically until the condition is remedied. In the first instance 
parents are advised to consult their private medical attendant, but should they 
be unable to follow this advice, then the arrangements for treatment made by 
the&ocal Education Authority "are utilized. 

2. '.Schemes for Medical Treatment.'—The nucleus of a, scheme for medical 
treatment is a School Clinic, which is often in the same building as the medical 
services under the Public Health Authority, e.g., the Maternity and Child 
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Welfare Service. In all large towns there is a central clinic for various forms of 
treatment, but in sparsely populated areas the problem of making treatment 
facilities available is difficult. In some rural areas treatment of certain defects, 
e.g M minor ailments and dental disease, is carried out in the schools themselves. 
Certain branches of the work, e.g., the operative treatment of tonsils and , 
adenoids, demand resources which are usually only found in hospitals, and such 
forms of treatment are provided by arrangements made between education 
authorities and voluntary hospitals or hospitals under the control of local 
authorities, e.g., municipal hospitals. 

The schemes formulated by most authorities include facilities for the treat¬ 
ment of minor ailments, dental disease, defective vision and eye disease, 
diseases of the ear, nose, and throat, and orthopaedic defects. The treatment 
of acute illnesses, such as pneumonia and appendicitis, is regarded by the 
Board of Education as falling within the province of the private medical 
practitioner and the hospitals, and is not included in Authorities’ schemes of 
treatment. 

a. Treatment of Minor Ailments. —Under the term ‘minor ailments’ are 
included diseases of the skin and ringworm, external eye diseases, and minor 
injuries such as abrasions and cuts. Treatment prescribed by the medical officer 
is carried out by the school nurses in the clinic or occasionally in the schools. 
Many authorities make special arrangements for the treatment of ringworm 
of the scalp by X rays, which is usually carried out at a hospital under a 
radiologist. 

The function of the Minor Ailment Clinic is, however, not merely to treat 
the diseases enumerated above. To it are referred all children found at routine 
inspection to be in need of fuller examination than can be given in the school, 
and those suspected by parents, teachers, or nurses to be in need of medical 
attention. Such children may be suffering from general or acute diseases, or 
defects such as otorrhoea, defective vision, or eye diseases, which need expert 
attention. They will be examined by the School Medical Officer and referred 
to appropriate special clinics or other agencies for treatment. The Minor Ail¬ 
ment Clinic may, therefore, he looked upon as the clearing-station of the School 
Medical Service. 

b. Dental Inspection and Treatment. —Inspection is carried out in the 
school by dentists, who are either whole-time officers or are engaged part- 
time. Treatment is carried out in the School Clinic, where arrangements for 
the administration of anaesthetics can be made, or, in some rural areas, in the 
schools. A few authorities have entered into arrangements with dental hospitals 
For the treatment of orthodontic defects. 

The aim of the school dental service is to secure that as many children as 
possible should leave school without the loss of permanent teeth, free from 
dental disease, and trained in the care of teeth. To realize this aim every 
child should be examined annually and treatment given where required. 
Although but few Authorities are in a position to do this now, dental work is 
to-day probably the most actively expanding branch of the School Medical 
Service. 

c. Treatment of Diseases of the Eye and Defective Vision.—Under the majority 
of Authorities arrangements are made for specialists to carry out the examina¬ 
tion and treatment of cases referred to them. In others this work is performed 
by School Medical Officers who have had special experience in it. 

A test of visual acuity is applied on the occasion of routine medical inspection 
in the schools. If a child fails at the test, arrangements are made for him to 
attend the clinic, where examination by refraction and by the ophthalmoscope 
is carried out. If glasses are needed, they are prescribed and usually supplied 
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at contract prices under arrangements made by the Education Authority with 
local opticians. Children with defective vision are submitted to periodical 
re-examination at the clinic. 

d. Treatment of Diseases' of Ear , Nose, and Throat .—The majority of Educa¬ 
tion Authorities have schemes for the treatment of chronic tonsillitis and 
adenoids, which for the most part consist of arrangements made for operations 
to be carried out by specialists in local hospitals. The more progressive 
authorities have a properly constituted aural scheme under a specialist, which 
provides for expert examination and advice for all cases of defective hearing 
and diseases of the nose and throat, special forms of treatment such as diastol- 
ization and ionization, and facilities for hospital treatment of cases needing 
major operations, e.g., mastoid disease. Too often, however, work under this 
branch of the School Medical Service is still restricted to the operative treat¬ 
ment of tonsils and adenoids, while conditions such as otorrhoea are relegated 
to the Minor Ailment Clinic. 

e. Ortho pm die Schemes .-—The nucleus of an orthopaedic scheme is an ortho¬ 
pedic hospital which may serve a number of Local Education Authorities. As 
the in-patient treatment of children with certain crippling defects is very 
prolonged, it is essential, both from a therapeutic and educational point of view, 
that facilities lor the education of children while under treatment should be 
provided ; therefore school teachers are included in the staff of an arthopmdic 
hospital. Supplementing the work of the central unit are a number of out¬ 
patient centres, usually located in the School Clinics and in charge of a visiting 
orthopaedic surgeon. At these centres massage, remedial exercises, electrical 
treatment, and general after-care of children who have been discharged from 
the orthopaedic hospital are carried out. In order to secure continuity in hospital 
treatment and after-care it is regarded as essential that the visiting orthopaedic 
surgeon should be on the staff of the parent orthopiedic hospital. 

To assist the orthopaedic surgeon the services of a specially trained nurse 
are required. Her duties are to give massage and other forms of treatment 
prescribed by the visiting surgeon, and generally supervise all cases corning 
under the orthopaedic scheme. In addition it is customary for her to hold 
classes in remedial exercises for children who are suffering from minor ortho¬ 
paedic defects such as flat-feet, round shoulders, or spinal curvature. 

4. The School Nursing Service.—Part of the essential framework of a 
scheme for the inspection and treatment of school children is the school nursing 
service. The duties of school nurses with regard to Hollowing up ’ children found 
at inspection to be in need of medical treatment have already been mentioned. 
An equally important though thankless. duty Is that of ascertaining children 
suffering from conditions of uncleanliness, and, by persuasion or more drastic 
measures such as exclusion from school, bringing about a reform. In most 
areas all children are examined by the school nurse three times a year, while 
individual children found to be in a condition of uneleanliness are re-examined 
at periodical intervals. The improvement in the conditions, as regards cleanli¬ 
ness in clothes, bodies, and heads, of elementary school children which has 
been wrought during the last twenty-five years is a striking testimony to the 
efficient and devoted services rendered by school nurses. 

5, Provision of Meals.—As early as 1906 powers were given to Local Educa¬ 
tion Authorities to provide meals for children who were unable, by reason of 
lack of food, to derive full benefit from the education provided. The arrange¬ 
ments for provision of meals became associated with the School Medical Service 
when this became established. School Medical Officers were expected to refer 
children showing signs of malnutrition for feeding, to advise on the dietary 
given in the Feeding Centres, and to exercise general supervision over the feeding 
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arrangements. The selection of children to attend Feeding Centres was, there¬ 
fore, partly medical, though more generally it was based on the economic 
circumstances of the child. During recent years it has been felt that schemes 
for the provision of meals should be more closely related to the School Medical 
Service, so as to attain more fully the object for which legislation was framed, 
which was not the relief of poverty, for which other services exist, but the 
systematic improvement of the physique and nutrition of school children. 
Considerable attention is now being paid to the assessment of nutrition and the 
early detection of children showing very slight symptoms of subnormal nutrition. 
By means of ‘nutrition surveys’ by the School Medical Officers children with 
subnormal nutrition are discovered and referred for treatment by appropriate 
measures, including the provision of a midday meal, or the administration of 
milk or cod-liver oil and malt. Valuable help in the campaign against sub¬ 
normal nutrition has been afforded by the co-operation between the Milk 
Marketing Board and Local Education Authorities, which has resulted in the 
establishment of Milk Schemes in the majority of areas. Where such schemes 
exist, any child may obtain a ration of milk in the school at a reduced price 
(Jd« per one-third pint), while children selected by the Medical Officer as being 
of subnormal nutrition, and who are not in a position to pay, can obtain it free. 

6. The Special Schools.—One of the main objects of the School Medical 
Service is to render children suffering from various defects fit to profit by educa¬ 
tion in the ordinary schools. There are, however, a few children with severe 
defects who are permanently unfit to receive education in the ordinary schools. 
There are other children who are suffering from remediable defects who are 
temporarily incapacitated from being educated in the ordinary schools, but 
who, under appropriate treatment at a Special School, eg., an Open-air School, 
are rendered fit to take their place in the ordinary school. 

The defects which render children permanently unfit for the ordinary school 
are blindness, deafness, severe mental and physical defects, and epilepsy. 
Special Schools in which special educational technique is practised have been 
established for all these types of children. 

Though schools for blind and deaf children have been established by Educa¬ 
tion Authorities, many are still conducted by voluntary bodies though they 
receive financial support by direct grants from the Board of Education and 
contributions from the Education Authorities who send children to them. 
Broadly speaking, the present provision of Special Schools for the blind and 
deaf is adequate, and in view of the decreasing incidence in blindness and 
deafness, it seems likely to be more than adequate in the future. 

The problem of the mentally defective child has received much attention 
during recent years. There is at present a substantial body of opinion in 
favour of making special provision within the general educational system for 
those mentally defective children who are educable, though there will always 
be a certain number to whom the conditions of a Special School arc necessary. 

The number of children requiring admission to Special Schools for cripples 
has decreased during recent years owing to the decline in surgical tuberculosis, 
the earlier and more efficient treatment of poliomyelitis, and the development 
of orthopaedic work. 

Of the Special Schools meeting the needs of children who are temporarily 
incapacitated from benefiting by education in the ordinary schools, the Open- 
air School is 'the most important. These schools eater mainly for children 
suffering from debility, anaemia, malnutrition, and those ill-defined conditions 
of poor health which may be the precursors of more serious illness such as 
tuberculosis. The majority of Open-air Schools are Day Schools, though a 
certain proportion are residential. Here a modified school curriculum, based 
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largely on practical work, is followed, meals are provided, and a definite period 
is set aside for rest. The majority of children are rendered fit to return to the 
ordinary schools after periods ranging from nine to eighteen months. Other 
types of Special Schools to which children are admitted for limited periods, 
primarily for medical treatment, are Orthopaedic Hospital Schools, Sanatorium 
Schools for children suffering from tuberculosis, and Hospital Schools for children 
suffering from rheumatism and heart disease. 

The duties of the School Medical Service in relation to the Special School 
system are to ascertain the children who, on account of defects, need some 
form of special education, to secure their admission to appropriate schools, 
and, under Authorities which conduct Special Schools of their own, to carry 
out the medical supervision of those schools and the children in them. 

7. The Relationship of the School Medical Service to other Social 
Services.—-So brief a description of the School Medical Service inevitably gives 
a rather narrow and restricted view of its functions and relationships. It is 
necessary, therefore, to emphasize that this service is an integral part of the 
Public Health Service of the country, and that to confer its maximum benefit 
on the individual if, must be. intimately related to activities carried out under 
various Social Services, both public and voluntary. The work of the School 
Medical Service must be co-ordinated with that of the Maternity and Child 
Welfare Service, which is concerned with the health of the child under school 
age. The control of infectious disease in the schools, though primarily a matter 
for the Public Health Authority, cannot be effectively brought about without 
the co-operation of the medical officers and nurses working under the Education 
Authority. The early detection and treatment of tuberculosis in children is 
dependent on the co-operation between School Medical Officers and Tuber¬ 
culosis Officers. The treatment service provided by private practitioners and 
hospitals is a necessary complement to the work carried out by the School 
Medical Service. 

The School Medical Service must also form relationships with certain of the 
non-medical Social Services. For example, School Medical Officers can give 
valuable advice to Juvenile Employment Bureaux or Juvenile Advisory Com¬ 
mittees with regard to the fitness of children for employment. One important 
function of the School Medical Officer in the educational service of the country 
has not yet been mentioned. This can best be described in the words of 
Sir George Newman as : “ To teach and practise personal hygiene in every 
school, so that a habit of hygiene may be contracted by the children and the 
way of physiological life may be followed by each coming generation. 1 * 

Future Developments in the School Medical Service. 

The activities described under the heading, “ The School Medical Services 
of To-day,” are undertaken by most Education Authorities and may be looked 
upon as the minimum requirements of any up-to-date service. Naturally the 
School Medical Services in different areas vary in detail of organization and in 
extent of the development of various treatment schemes. The scattered islands 
round the coast, for example, cannot be expected to have such a fully developed 
service as that of a county on the mainland, nor can facilities for treatment 
be so readily offered to a child in a rural county as in a compact and thickly 
populates county borough. 

The scope of ameliorative work tends constantly to widen, and to conclude 
this storey it might be of interest to mention some of the more impoi^a^t 
recent developments and to suggest the lines along which future progress will 
be made. The problem of the rheumatic child has claimed attention during 
recent years ; many Authorities have established centres for the supervision 
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and treatment of children suffering from this disease as well as for research 
into its nature ; in many areas sueh work is undertaken in co-operation with 
the voluntary hospital; further, special hospital schools where children with 
rheumatism and heart disease can obtain treatment over prolonged periods 
during which education can be continued, have been provided. Progress in 
psychological medicine is represented in the domain of the School Medical 
Service by the establishment of Child Guidance Clinics. Another problem 
presenting both medical and educational aspects is the correction and eradica¬ 
tion of speech defects in children, and many Education Authorities have 
established special classes for stammerers and children afflicted with other 
forms of speech defect. Considerable attention is now being directed to the 
systematic ascertainment of children with slight and^umlateral defects of hear¬ 
ing, which has been facilitated recently by the introduction of the audiometer. 
The more general use of this instrument will tend to focus more attention on 
the treatment of slight and early cases of deafness which, from the point of 
view of cure or arrest of further deterioration of hearing, offers the best chance 
of success. 

Investigations into the many problems connected with school medical work 
will point the way to further progress. By investigation alone will the service 
be maintained in a healthy, progressive, and virile state. That the spirit of 
inquiry is active in this field of preventive medicine is shown by the reports 
on special investigations which appear in the School Medical Officers’ Annual 
Reports, and 'which form the subject of a chapter in the annual reports on ‘The 
Health of the School Child’, published by the Board of Education. 

Statistics for 1934. 

Some statistics connected with the School Medical Service are given below :— 

Number of Education Authorities (England and Wales) 310. 

Number of Children in Average Attendance (1933-4) at Public Elementary Schools ~ 
5,005,963. 

Medical Inspections.— 

Children inspected during 1 934 :— 

.Routine .. .. .. 1,670,442 

Specials .. .. ,. 1,231,003 

Re-inspections . . .. .. 2,000,936 

Children found to require treatment at routino examinations (excluding those 

suffering from tub cleanliness and dental disease) • 289,037 17*30 per cent. 

Dental Inspections .— 

Children inspected by dentists — 3,302,838. 

Children found to require treatment ~ 2,273,508 (18*83 per cent. 

A urses i Inspections (for Uncleanliness). — 

Examinations of children = 16,008,060. 

Individual children found unclean -- 4S2,044. 


Treatment. 



NO. OJ.' L.TC.A.’g 
PROVIDING 

Treatment 

No. Treated under 
L.E.A. arrangements 

Minor ailments 

Dental 

.Defective vision, etc.,. 

Tonsils and adenoids (operative) 
Orthopaedic ., ,. | 

312 

314 

315 

287 

238 

Defects Children 

886,501 — 

1,431,775 

253,707 

57,683 

(Volume of work cannot) 
be shown statistically) 
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SCLERODERMA. A. M. II. Gray , M.D. , FJLCJ\ F.ILC.S. 

J. Sellei 1 distinguishes two different conditions in the syndrome which has 
usually been included under the title "diffuse scleroderma\ 

1. The first, which he calls ‘true scleroderma’, arises in different parts of 
the body, and is an infiltrative process which, sooner or later, forms homo¬ 
geneous patches either circular, ribbon-like, or irregular. The plaques are 
yellowish alabaster-like, or more rarely bluish-brown in colour, hard, and always 
are sharply defined indurations. They are always asymmetrical. Figment 
changes and vitiligo are frequent. The mucous membranes are not affected, 
and there are no subjective symptoms. Healing very rarely occurs spontan¬ 
eously, and in some cases atrophy supervenes, giving rise to white scarred 
areas. Occasionally there is a shining scale-like development. In rare eases 
the underlying muscles become involved in the process. 

The author believes he has found evidence of functional disturbance of the 
pancreas in these eases, as shown by a positive reaction to the atoxyl-lipase 
resistance test. He recommends the following treatment : {a.) Raw pancreas, 
100 to 200 grm. daily, served at breakfast in warm (not liot) bouillon or mixed 
with potato puree, (b) Pancreas ferments in the form of tablets containing 
amylase, lipase, and trypsin (pancrin tablets), to be taken daily on an empty 
stomach, 3 to 4 an hour before breakfast, 2 an hour before dinner, and 2 an 
hour before supper, (<;) Duodenum extracts in tablet form taken together with 
pancrin tablets, (d) Liver extracts in tablets or injections in addition. The 
treatment must be continued for many months. 

2. The second form Sellei names ‘aerosclerosis’, and this arises always on 
the hands (or feet) and on the face at the same time. The changes are always 
strictly symmetrical. Vasomotor symptoms (Raynaud phenomena) and 
subjective symptoms, mainly pain in cold jveather, are present. Shrinkage 
and trophic disturbances are particularly noticeable. On the finger-tips 
ulcerations and starlike scars appear ; the phalanges become sharpened and 
atrophied ; the facial skin taut and rigid ; but in spite of the tautness the skin 
may remain quite soft. The fingers become bent inwards, the phalanges are 
hard to the touch, but this hardness extends only to the two terminal phalanges 
(in this way differing from sclerodactylia, which occurs in true scleroderma 
and extends from the forearm to the back of the hand and thence on to the 
fingers). 

As the disease progresses a mask-like appearance of the face develops; 
the mouth becomes smaller, the lips are narrowed, and the shrinkage causes 
the teeth to protrude ; the mouth can only be opened with difficulty ; eating 
and swallowing require an effort. The mucous membranes of the mouth, 
throat, and (esophagus are occasionally involved. Telangiectases are often 
seen on the face and trunk. The author has frequently found affections of the 
heart and aorta present. The disease is most frequent in females and does 
not attack children. Sellei has failed to find evidence of disturbance of the 
pancreas in these eases, the atoxyl-lipase resistance test being always nega¬ 
tive. He has, however, found patients very sensitive to weak solutions of 
adrenalin. 

The disease remains in the same state for decades ; myosclerosis and atrophy, 
however, never supervene. He attributes the disease to some affection of the 
vegetative nervous system, the direct cause being probably some chemical 
substance or endocrine gland disturbance. 

In treatment, he has obtained the best results with acetylcholine, padutln, 
muscle and skin extracts, histamine ionization, and ointments. Some cases 
have improved after sympathectomy. 

Reference.— x Brit. Jour. Dermatol, and JSyph. 1934, xlvi, Dec., 523, 
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SCURVY, INFANTILE, Reginald Miller, M.B., F.R.aP. 

The Archives of Disease in Childhood , 1 in honour of Sir Thomas Barlow on 
the occasion of his ninetieth birthday, lias published a special number devoted 
to infantile scurvy or 6 Barlow’s disease’. 

History. —G. F. Still, in an interesting article on the history of the disease, 
shows how much had been discovered and forgotten again in the years pre¬ 
ceding Barlow’s description published in 1883. This communication to the 
Medico-Chinirgical Society is re-published in full. It was entitled, u On cases 
described as Acute Rickets, which are probably a combination of Scurvy and 
Rickets, the Scurvy being an essential and the Rickets a variable element ”. 
In this paper the nature of the affection was finally settled by the pathological 
evidence then brought forward, and in 1894, in his Bradshaw Lecture on 
“ Infantile Scurvy and its Relation to Rickets ”, Barlow gave a picture of 
infantile scurvy which left very little to be added by subsequent observers. 
These two papers established the disease, its symptoms, morbid anatomy, and 
treatment, for all time. But W. B. Cheadle was the first to recognize the con¬ 
dition as due to scurvy in infants and children, to regard it as a dietetic deficiency 
disease, and to cure it with orange-juice. His first paper was published in 1878, 
and was entitled, “ Three Cases of Scurvy supervening on Rickets in Young 
Children”. He had had the advantage of seeing much adult scurvy in 
accompanying the expedition which made the North-West Passage by land, 
and he was convinced that scurvy was not due, as the sailors thought, to cold 
or absence of sunshine, but to a deficiency of fresh food. Further, it must 
be remembered that in those days scurvy was not confined in the young to 
infants, but intermediate examples between the adult and infantile cases ■were 
seen in children. F. J. Boynton contributes a charming article on Cheadle 
and his work on scurvy. 

Vitamin C. — S, S. Zilva writes of the gradual recognition of the anti-scorbutic 
vitamin and its ultimate identification with ascorbic acid. The synthetic 
preparation of ascorbic acid which is therapeutically active as an anti-scorbutic 
supplied the final and incontrovertible proof of this identity, as the ascorbic 
acid was synthetically prepared from inactive material. Silva discusses the 
structure and chemical and physical properties of vitamin C. K. 1J. Toverud 
has examined the livers of new-born infants for ascorbic acid, and finds that in 
full-term and premature infants the amount averages 7*01 mgrm. and 6*05 ragmi, 
per 100 grm. of fresh liver substance respectively. He regards the low con¬ 
tent of ascorbic acid at birth as significant for the early development of 
scurvy in infancy. 

P. Rohmer and N. Bezssonoff claim by the use of a test applied to the urine 
to be able to recognize a condition of lowered vitamin C content preceding 
the appearance of any clinical signs or symptoms of scurvy, but manifested by 
wasting, pallor, digestive disturbances, and a tendency to latent infections. 
They admit, however, that scurvy may supervene without any premonitory 
symptoms in an infant apparently in a state of perfect health. By estimating 
the amount of vitamin C excreted in the urine, the authors have come to the 
conclusion that the appearance of scurvy in an infant is not merely due to lack 
of the vitamin in the food, but that the inherent function controlling the 
synthesis of this vitamin has become feeble or disappeared. They conclude 
that vitamins A and D, and probably the vitamin B complex, have a powerful 
action upon the biological synthesis of vitamin C. 

Symptoms. —The manifestations of frank infantile scurvy are well known. 
Appearing nowadays with great regularity during the second half of the first 
year of life, they are largely due to haemorrhage. Bleeding occurs into the 
gums, under the periosteum of the bones, immobilizing the limbs by pain 
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(pseudo-paralysis), behind and round the eyes, into the skin, and also from 
the kidneys. There has for long been some debate as to the reason for the 
generalized tenderness in certain eases of rickets, and it seems now, with the 
methods of diagnosis recently used, that this is not a real symptom, of rickets 
but is definitely of scorbutic origin. Most authorities have taught this for 
many years. 

Another point which has been much argued concerns the association between 
scurvy and amemia. L. G. .Parsons and W. C. Smallwood contribute an 
interesting article on this question. They conclude that anaemia is a charac¬ 
teristic but not an invariable symptom of infantile scurvy, and that it is due 
to a deficiency in vitamin C and is curable by a supply of it in adequate 
quantities. In type the amemia is usually orthochromic and normocytic; 
microcytosis, if present, is slight in degree. They believe that vitamin C is 
required for the maturation of the red cell in all its stages. 

Diagnosis.- - Mention has already been made of the estimation of vitamin C 
in the urine and its use as a sign of developing scurvy. With the disease fully 
developed there is seldom any dillieulty in its recognition, except, as has been 
said in America, that it occurs just rarely enough to permit of its being forgotten. 
A long and beautifully illustrated article is contributed on the recognition 
of scurvy by K. A. Park, II. G. Guild, D. Jackson, and M. Bond. It is chiefly 
concerned with the earliest radiological appearances in scurvy, but the earliest 
recognition of the. disease still rests on the symptoms, particularly on the pain 
and tenderness of the legs. Any infant, say the authors, known not to have 
received anti-scorbutic substances over a period of two months, should he 
suspected of developing scurvy. 

Tn katmknt. .Tlow far it is an advantage to use ascorbic acid rather than 

orange-juice in the cure of scurvy is doubtful, but it has the advantage of 
being standardized and cheap, and it can be given by injection as well as by 
mouth. As regards the amount to be given in scurvy, L. J. Harris and S. N. 
Ray 2 found that on an average human milk contained 0-050 mgrm. per c.c., 
and this gives a daily dose to the infant of 00 to 00 mgrm. of ascorbic acid. 
This has been found to be an effective daily therapeutic dose given orally to 
an infant of 0 months affected with scurvy. 3 On an oral daily dose of 50 mgrm. 
A. D. C, Bell 4 obtained marked improvement in an 8-months-old infant within 
forty-eight hours. 

Rfjgsriqnoes. l Arch. of IHtt. Child, 1935, x, 211 ; 2 Lancet, 1935, i, 71 ; * Ibid. 999 ; 
\lhid. 5*17, 

SEMINAL VESICLES, SURGERY OF. Hamilton Bailey , FM.C.S. 

Calculi In the Seminal Vesicles—Calculi in the seminal vesicles must not 
be confused with calcification in tuberculous vesiculitis. Seminal vesicular 
calculi are comparatively rare ; when they occur the patient is past 40 and 
the stones are invariably small and multiple. 

Infected Seminal Vesicles, These have been called by some American 
authors (notably ItaUleld) ‘male pus tubes*. Honeycombed as the vesicles are 
with blind recesses and possessing an extremely narrow excretory duct, 
persistence of infection within them is most understandable. Massage of 
an infected vesicle may show a normal secretion unless sealed foci are broken 
open. Such infected recesses, says F. Hinman, 1 serve at intervals to feed 
organisms into the lymphatic or blood systems to be carried to other regions, 
such as joints, 

S. I, Movitt 2 says that while gonorrhoea is the predisposing cause of seminal 
vesiculitis, gonococci are rarely present in cases of chronic vesiculitis; they 
have been displaced by other bacteria. These, in order of frequency, are Sta, 
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albns, the diphtheria group, streptococcus, S/a. aureus, and colon bacillus. 
There Is usually a mixture of two or more of these bacteria. 

Chronic purulent inflammation of the seminal vesicles produces backache 
similar to the pain experienced by the fcanale afflicted with chronic salpingitis. 
Not infrequently a chronic seminal vesiculitis obstructs the ureter. Urinary 
symptoms are in evidence. In the acute stage frequent nocturnal emissions, 
particularly if blood-stained, are very suggestive of seminal vesiculitis. The 
key to the diagnosis lies in rectal palpation. 

References .—^Principles and Practice of Urology, 1935, Philadelphia, \V. B. 
Saunders Co. ; 2 Urol. and Cutan. Rev. 1935, xxxix, 564, 

SEPTIC JBM1 A. Ivor J. Davies , M.D., F.R.C.P. 

D. S. Murray 1 (Richmond, Surrey) submitted a report to the Medical Research 
Council of a clinical trial of staphylococcus toxoid. The demonstration of the 
production of highly potent toxins by various strains of staphylococci has 
changed to a large extent the conception of staphylococcal infections, and 
the further observation that the blood serum in human beings and in animals 
often contains measurable amounts of the antitoxin has inevitably suggested 
a new line of attack on these infections. The following are Murray’s more 
important conclusions. The amount of circulating staphylococcal antitoxin 
is not markedly different in the k normal ’ and those with chronic superficial 
lesions, such as furunculosis. The amount of circulating antitoxin can readily 
be increased by the injection of staphylococcus toxoid. The increase in circu¬ 
lating antitoxin is associated with clinical improvement in the majority of 
cases of furunculosis and the other conditions treated in this inquiry. The 
other conditions included intractable cases of blepharitis of many years stand¬ 
ing, and also long-standing cases of acne. The staphylococcus toxoid was 
supplied by the Wellcome Physiological Research Laboratories. 

C. E. Dolman 2 (Toronto) obtained similar favourable clinical results in the 
use of staphylococcus toxoid, and submits a detailed report of a large series of 
severe cases of various types of localized staphylococcal infections. Special 
consideration was given to the significance of staphylococcal infection of the 
throat, nose, and accessory sinuses ; and emphasis was laid upon the prob¬ 
ability that in intractable cases of recurrent boils infection may result from 
auto-inoculation of staphylococci carried in the nose. This investigator also 
reports on the use of staphylococcus antitoxic serum in the treatment of acute 
staphylococcal infections and toxaemias. He refers to recent laboratory work 
on immunization and finds that it clearly supports the main contention of his 
series of papers, that to confer antitoxic immunity upon a patient by passive 
immunization with antitoxic serum, and later by active immunization with 
toxoid, offers the most hopeful and reasonable type of specific treatment at 
present available for acute staphylococcal infections and toxaunias. These 
valuable communications deserve the most careful attention from practitioners, 
as staphylococcal lesions are so common in general practice. 

Le Roy D. Fothergill and R. Lium 3 (Boston) have investigated the value 
of commercial antibacterial streptococcus sera in haemolytic streptococcus infec¬ 
tions. The bactericidal effect of three different commercial haemolytic strepto¬ 
coccus sera was studied for fifteen different strains of the organism. Essentially 
no bactericidal power could be demonstrated with them. 

Professor F. Cadham 4 (Winnipeg) describes a method of treatment of septi¬ 
caemia by inoculation of specific antiserum , combined with transfusion of normal 
human serum . A brief report of 100 cases is submitted ; 85 of the patients 
recovered. Excluding the 5 eases of subacute bacterial endocarditis, all fatal, 
the mortality-rate of the other 95 cases w r as 10*5 per cent. The cases under 
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review covered a period of «S years and wore unselected. The records of the 
patients with septie.emia, from whom a positive blood culture had been 
obtained in his laboratory previous to the time covered by the report, showed 
that the mortality-rate was over IS5 per cent. The antiserum was obtained 
from immunized rabbits. 

Rase wit Mirons.. 1 Lancet, 1935, i, Feb. 9, 303 ; - Oauad, Med. A woe. Jour. 1934, xxx, 

001, xxxi, l, 130 ; 11 A Jew bhi>j. Jour . Med. 1934, ocxi, July 10, 00; 4 J me.r. Jour. Med. 
S>'i. 1934, olxxxviii, Oct., 543. 

SERUM SICKNESS. J. 1). Rolleston, M.D., F.R.C.P. 

Symptoms,—N. Seliiiesser 1 truly remarks that as a rule the complications 
of serum treatment, though frequent, are mild in character and usually take 
the form of urticaria which is localized to the site of injection or more or less 
generalized. There are, however, rare atypical forma (of which the reviewer 
has not seen an example for many years, t hough they are apparently not very 
uncommon in France)* K ueh us orchitis, general enlargement of the lymphatic 
glands, gastro-intestinal symptoms, paralysis and amyotrophy, acute supra¬ 
renal insullicieney and sudden death, acute articular rheumatism, and cardiac 
complications. 

J. G. J. Bataille- has collected 15 cases in patients aged from 10 to 30, illus¬ 
trating the occurrence of paralysis following the use of diphtheria antitoxin. 
The dosage of the serum and the sex and disposition of the patient have no 
etiological importance, (‘hildren, however, appear to he immune. Clinically 
the paralyses are characterized by their onset with violent pain during the course 
of typical serum sickness eight to ten days after the injection, by their favourite 
seat being the root of the upper limb which is innervated by the fifth and sixth 
cervical roots, and by the association of sensori-motor and amyotrophic 
changes. Complete recovery is the rule, but takes place very slowly. The 
diagnosis is based on the history, mode of onset, character of the motor sym¬ 
ptoms, early development of amyotrophy, disturbance of electrical mictions, 
and results of treatment:. The most successful method of treatment is calcium 
or iodine ionization. 

Treatment. «F, Mercier 8 has found a combination of various campho- 
sulphonates with ephedrine or sparteine in intramuscular injections or in the 
form of lozenges useful for the prevention and treatment of serum sickness. 

A. Oleostrutc 4 states that the addition of magnesium hyposulphite. (5 e.e. of 
n 10 per cent solution) to the serum in eases of re-injection rentiers Besrcdku’s 
method of desensitizalion unnecessary. Intramuscular injections of this drug 
are also of value in treatment. 

Hu e Kim no km. 1 These dc Paris, 19.44, No. 4 OH ; «lhld. 1.935, No, II ; n Paris odd. 1934, 
ii, 437 ; *Vhcsr. dr Parts, 1934, No. 743, 

SEX HORMONES. (See a/so Pituitary Body.) 

Sir Walter Lungdon-Rroim, MJF.R.C.P. 

Pregnancy Tests..S. Aschheim 1 regards the Allen-1 )oisy test for pregnancy 

by examination of the blood or urine for (estrogenic substances as quite 
unreliable, while the presence of the gonadotropic hormone in the urine is 
reliable evidence of pregnancy. He regards it as placental in origin though 
chemically resembling that from the anterior pituitary, and in support of this 
view quotes Philipp, who found the implantation of the pituitaries of pregnant 
women without effect cm the sexual maturation of infantile animals, This 
gonadotropic hormone may be demonstrated in large amounts in the urine only 
four or five days after a period is due, if pregnancy is the reason for its non- 
appearance. It disappears within three days from delivery.. The value of 
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the test In the diagnosis of abnormal conditions such as hydatidiform mole 
or chorionepitlielioma lias already been referred to in the article on the 
Pituitaby Body, but Aschfaeini states that it is also of value in the diagnosis 
of teratoma, which will give a positive pregnancy test even in a man. S. L. 
Cohen and others 3 state that during the greater part of pregnancy, over 99 per 
cent of the oestrogenic material in the urine is in the 4 combined 5 ether-soluble 
form which possesses only a low physiological potency. Labour is accompanied 
and may be preceded by a fall in the combined and a rise in the 4 free’ form. 
It is an attractive hypothesis that a factor in the initiation of labour is the 
interference with the normal mechanism of inactivation, since it is known that 
injection of free active oestrin into pregnant animals may lead to abortion. 
R. T. Frank 3 states that the bisexual gonadotropic hormone can be found in 
small amounts in the blood and urine of children; it brings about the trophic 
changes at puberty, after which greater amounts are demonstrable. In the 
healthy adult female a cyclic action of the anterior pituitary is manifested by 
the cyclic blood and urine curve. After impregnation and throughout preg¬ 
nancy there is an increase of 100 to 200 times the amount. At the menopause 
the anterior pituitary cycle ceases, and functional diseases of the female genital 
tract appear to be due to disturbances of that cycle. No equivalent cycle is 
found in the male, though oestrogenic substance is found in him, as is a substance 
apparently identical with the testis hormone in the female. 

Sex Hormone Therapy.—R. T. Frank and others 4 remain sceptical as to 
the value of ovarian endocrine therapy as at present practised. They record 
examples of spontaneous recovery which they consider would account tor the 
majority of the successes currently ascribed to such treatment. C. R. Moore 6 
concludes that the gonad hormones are not gonadal stimulants, nor is the 
product of any specific endocrine gland a stimulating agent tor that gland 
itself. If testis hormone proves to be of value in the clinic it will no doubt 
find its application, especially in prepubertal castrates. For stimulating greater 
hormone production in an individual possessing some testis tissue, gonado¬ 
tropic agents, and not testicular hormone, are indicated. 

We must also clearly distinguish between :— 

1. (Estrogenic Therapy. —E. Novak 6 sums up the present position of oestro¬ 
genic therapy thus: It is of little value in endocrinopathic amenorrhoea, but 
of real though variable value for menopausal symptoms . Treatment of gonor¬ 
rhoeal vulvo-vaginitis in children by injection of this hormone is promising, but 
only further experience can decide as to possible harmful by-effects. Treatment 
for haemophilia by this method is not living up to early expectations. 

2. Corpus Luteum Therapy .—G. W. Corner 7 regards progestin as useful in 
eases of sterility or habitual abortion due to deficiency of the corpus luteum, 
but contra-indicated in sterility of ovarian origin. It probably tends to suppress 
menstruation, so it might be useful in menorrhagia. 1\ M. F. Bishop and 
others, 8 working with pure progestin, came to more optimistic conclusions. 
They advise the injection of 1 unit daily lor two months, beginning a month 
before the usual time of abortion. Less than 00 units in all is probably insuffi¬ 
cient. In threatened abortion , steps should be taken to determine, as far as 
possible, whether the foetus is still alive. One unit should then be given daily 
until bleeding and pain have ceased, and the patient should be kept in bed 
during the treatment. In functional menorrhagia one unit should foe given 
daily in the premenstrual phase and during the actual time of the bleeding, 
while 500 units of the anterior pituitary factor should be injected daily then, 
and three times a week during two months, apart from these events. For 
dysmenorrhoea one unit should be given daily as soon as pain begins or a day 
or two before if possible, and continued until the period ceases. For uterine 
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hypoplasia, with infrequency or absence of menses, they advise 250,000 inter¬ 
national units of oestriii (in the form of di-hydro-oestrin benzoate) to be injected 
on the 1st, 4>th, 8th, 11th, and 15th day of the course, amounting to a total 
of 2,500,000 units. On the 19th to 21th day of the course 1 unit of progestin 
is given. Menstrual loss may begin on any day up to 10 days after the last 
injection. This is known as the ‘Kaufmann technique’ and should be repeated 
once. A fortnight later the uterus, which should have been measured before 
treatment began, is measured again, and except in very severe and long-standing 
cases, or in primary amenorrhoea, will be found to have increased and may 
have reached adult dimensions. A drawback to the treatment must be the 
expense involved. 

{Estrogenic Hormones and Carcinogenesis-L. Loeb, 0 in discussing the 
relationship between oestrogenic hormones and carcinogenesis, comes to the 
following conclusions : (1) There arc substances which are both carcinogenetic 
and oestrogenic; (2) There are substances which have one but not both of 
these effects ; and (3) Even in the first group there is no parallelism between 
the strength of these two activities. He is further of opinion that there is no 
essential difference between their relationship and that known to exist between 
cestrin and calciferol, which he regards as a more or less fortuitous one. The 
hydrocarbons of tar and the (estrogenic hormones may be more efficient than 
other factors in producing cancer, but in principle they do not act differently 
from the numerous other conditions that may cause cancer, following a pre¬ 
liminary period of increased non-specific growth. They seem able to induce the 
transformation of normal into cancer tissues at any point at which they come 
into prolonged contact with tissues which still possess the potentiality to grow 
and proliferate. He maintains that the carcinogenetic effect of the oestrogenic 
hormone is restricted to secondary sex organs such as the mammary gland. 

Ha ferknoeh.— Kf our. Amor. Med . Ammo* 1935, civ, April 13, 1324; * Lancet , 1935, i, 
March 23,074 ; Vow. Amer. Med. Assoc. 1935, civ, J tme 1,1991 ; Hind. 1934, cii, Aug 11, 
393 ; h Ibid. 1935, civ, April 20,1405 ; iS lbid. May 18,1815 ; Ubid. May 25,1899 ; ^Lancet, 
1935, i, 139 ; V our. Amer * ikied. Assoc. 1935, civ. May 4, 1597. 

SILICOSIS. (See also Industrial Diseases; X-ray Diagnosis.) 

L. 8. T. Burrell , M.D., FJLC.B. 

Ilelfeman 1 states that silica produces a characteristic and delinite lesion 
in the lung which is not caused by other dusts. Coal-miners in ■ Derbyshire 
do not suffer from silicosis ; they may get some blocking of the lymphatics 
from dust retention, but this is an entirely different condition. He thinks 
that the importance of pneumoconiosis depends entirely on the proportion 
of silica it contains. He rejects the mechanical theories that silica particles 
by their hardness injure the lungs and cause scars or mechanical blocking of 
the lymphatic vessels, and favours the electro-chemical theory of silicosis. He 
regards silicosis as nodular fibrosis of the lungs caused by the electro-chemical 
action of free silica. Silica has electro-chemical activity by virtue of the 
particles of freshly powdered silica and freshly made hydrosols. Certain mineral 
silicates, such sis asbestos, axe also electro-chemically active, but to a less 
extent. The harmful properties of the silica dusts may be modified by the 
presence of other dusts. 

Gardner 54 regards silica as a tissue poison which produces nodular fibrosis 
in low dilutions and a rapid necrosis of cells in high concentration. It pre¬ 
disposes to tuberculosis. Non-siliceous dusts do not predispose to tuberculosis, 
but may cause some fibrosis, and, combined with silica dust, modify the result, 
and probably lessen the susceptibility to tuberculosis. 

KMWfittHNcaa.-- 1 Wub&rck, 1935, xvi, 397 ; Vw. Amer . Med. Assoc. 1934, ciii, 743. 
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SKIS’, (See aim Acne Vulgaris ; Cheirgpompholyx ; Dermatitis Vene¬ 
nata : Eczema; i Lemach rum atosis : Lupus Erythematosus; 

Hus ace a ; Scleroderma.) 

SKIS, FUNGOUS INFECTION OF. 

A. M. IL Gray , M.D., F.R.C.P., F.R.C.S . 

Scalp Ringworm,—G. M. Lewis 1 lias treated a series of eases of ringworm 
of the scalp with a preparation containing 1 per cent iodine crystals, thymol , and 
cinnamon oil in petrolatum. The preparation was rubbed in twice daily after 
washing the scalp with soap and water. No manual epilation was practised 
and the cases were observed from time to time by the Wood light. Of 37 
patients observed. 3M were cured in from three to twelve weeks. All these 
eases were due to animal microsporons (31. lanosum and M. fclineiim). The 
remaining 24 eases failed to respond. These were due to M. audouini, Achorion 
schmldnii ( lav us a and Tricophyton violaceum . The author does not claim 
that the ointment lie uses is specific for animal microsporons, but suggests 
that these animal ringworms respond to local antiseptic treatment more readily 
than the human species. As the usual treatment by epilation with X rays or 
thallium is not altogether free from risk, he urges that a differential diagnosis 
should be made before submitting the child to epilation. For this purpose 
cultural determination of the fungus is usually necessary, as it is not always 
possible to determine the nature of the fungus by clinical examination only. 

Ringworm of the Feet.—A. AX. H. Gray 2 points out the frequency of inter¬ 
digital ringworm of the feet, and discusses the prophylaxis. The first object 
is to remove all sources of infection. Here two difficulties have to be faced : 
the failure of the public to recognize mild eases, and the difficulty of obtaining 
a certain cure. As to the first, it would necessitate compulsory medical 
examination of the whole population and the education of the medical profession 
to recognize the disease—conditions which are not likely to obtain in the near 
future. A great deal, however, may be done to diminish the dissemination 
of the disease by systematic inspection and treatment in communities, such 
as public schools, universities, sanatoria, etc., where the disease is known to 
be prevalent. It is probable that most infection is picked up by the toes from 
the floor of bathrooms, swimming baths, changing rooms, etc. Two main 
methods of prophylaxis are available, first by preventing the naked foot from 
coming in contact with the floor, either by wearing rubber shoes, or by having 
separate bath-mats for each person ; and, secondly, by using some antiseptic 
after contact with a possibly infected floor. Solutions of 30 to 15 per cent 
sodium thiosulphate and 1 per cent sodium hypochlorite have been recommended 
for this purpose. The author quotes Weidman. who states that the hygiene 
of the problem is so complicated that he doubts whether the difficulty can 
be met by this route. He considers that the only method likely to prove 
of real value is to render the sites where the fungi work undesirable to 
the fungus. 

H* Sharlit 3 has experimented with a number of chemical substances to deter¬ 
mine their fungicidal properties, using the chemicals to be tested in a collodion 
membrane so as to form a lining to the inside of the tubes in which the fungi 
are cultured. He finds the following remedies satisfactory for clinical use :— 

1. For the acute or subacute eezematized form of tinea : (a) Wet dressings 
of a saturated solution of boric acid, or (b) A 5 per cent boric acid ointment 
in a hydrophilic base. 

2. For the chronic scaling or exfoliating type ; (a) Whitfield’s ointment 
until a fair amount of peeling has been achieved, followed by (6) a 5 per cent 
boric acid salve or dusting powder. 
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8. For the fissured lesions : a preparation containing salicylic acid, thymol, 
and tetraiodomethenamine, a 1 per cent concentration of each, in flexible 
collodion. 

4. For prophylaxis : (a) A dusting powder made up of boric acid 10 per 
cent, salicylic acid 1 per cent, and starch 10 per cent, in talc ; (b) The collodion 
mixture described in (8) applied to those fissures which appear in the webs of 
the toes or fingers, or on the plantar surfaces at the base of the toes. 

JRefebences.—VI mer. Jour. Med. Sci. 1935, clxxxix, March, 304 ; -Brit. Med. Jour. 
1934, ii, Sept., 22, 541 ; 3 Arch. of Dermatol, and Syph. 1935, xxxi, Feb., 217. 

SKIM, PYOGENIC INFECTION OF. 

A. M. H. Gray, M.D., F.R.C.P., F.R.C.S. 

J. Kinnear 1 has examined a series of 17G cases of infective dermatitis, mostly 
of the retro-auricular type, but including others of the intertrigo and pityriasi- 
form types, and has in every case cultured an anhaemoivtie streptococcus, thus 
supporting Sabouraud’s views as to their etiology. The persistence of these 
cases, especially of the scalp and retro-auricular regions, is well known, and 
their resistance to treatment is a source of worry to doctor and patient. Kinneaf 
believes that the difficulties in treatment can be surmounted by a more thorough 
personal treatment by doctor or nurse, the patient and his relatives being 
incapable of applying the treatment properly. He has found ointments 
unsatisfactory, and recommends the application of 1 per cent iodine in spirit. 
The technique of treatment is as follows : (1) The hair is cut short and kept 
short. (2) Crusts and scales are removed by boric-starch poultices. (3) The 
1 per cent iodine is applied daily. The method of application is important. 
The first few applications should be made cautiously to establish confidence 
between nurse and patient, and also because the smarting becomes less as the 
treatment goes on. The aim should be to rub the solution in as firmly as 
possible without causing the lesions to bleed. For the folds behind the ears 
a pledget of cotton-wool is wrapped round a match-stick, dipped in the solution, 
and rubbed quite firmly into the fold. For the eyes weak zinc-sulphate-boric 
lotion is probably best. (4) As far as possible the lesions should be left 
exposed, but at night, and where home conditions are dirty, a light dry dressing 
may be necessary. No change in treatment is necessary until the cure is 
complete, except that when the fine dry, scaly stage on the scalp is reached, the 
poulticing may be stopped, and bi-weekly washing with soap spirit instigated. 
Where the body is extensively involved, and for the folds such as the axillje 
and the groins, the application of a calamine cream , slightly carbolized, is often 
advantageous. It should be applied after the iodine has dried, and must be 
completely removed each day before re-dressing. It is of extreme importance 
that treatment be continued till every trace of the disease has gone, or it will 
surely return. Treatment should be stopped gradually. 

J. T. Ingram 2 maintains that this type of ease is not primarily a skin infection 
such as is generally believed. These patients, as a whole, and not only their 
skins, are particularly liable to infection. Thus, they have infected noses and 
accessory sinuses, septic tonsils, gingivitis, decayed and septic teeth. They 
also suffer respiratory and gastro-intestinal infection, but less readily than skin, 
nose, and throat infections. As part of the constitutional predisposition, there 
is anaemia, avitaminosis, and general physical debility and malnutrition. It is 
essential to remember that this is a general and not merely a skin problem, and 
may call for surgical, dietetic, iron and vitamin, as well as skin therapy. 
Infective eczema or sycosis may be directly provoked by sinus or mouth 
infection. This is not a question of septic absorption but of direct local infec¬ 
tion. Surgical treatment, generally the opening and drainage of an infected 
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antrum, is frequently indicated. This may require to be supplemented by 
general measures to raise the patient's general resistance, such as diet and 
tare of the bowels, iron and vitamin therapy, and general ultra-violet light 

treatment. 

References. — l Brii, Med. Jour. 1935, Feb. lb, 291 ; “Lancet, 1935, i, April 13, 853, 

SKIN-GRAFTING. Sir W. I. de C. Wheeler , F.R.C.S.I. 

Experiences in connection with traumatic eases, chronic ulcers, and wide 
breast excisions are recorded by J. V. Goode. 1 He has abandoned sutures 
to hold large Thiersch grafts in position. Small drops of collodion have been 
used for this purpose. The graft and surrounding skin are first dried with a 
piece of gauze. A piece of cotton dipped in collodion is touched to the margin 
of the graft at intervals of 3 or 4 cm. wherever it overlies the normal skin. The 
graft is thus sealed and stays adherent for several days. (Plates LXV, LXVI.) 
He recommends small pieces of Thiersch grafts to cover freshly denuded 
surfaces { Plate LXVII, C) instead of pinch grafts (Medical Annual, 3930, 
]>. 403). Pedicle grafts or free transplants are employed when the excessive 
contracture caused by small Thiersch grafts is undesirable. The wound left by 



Fig. fia.— niustratiiicr the removal i»f the elliptical area from which the grafts were taken 
ami also the hfve^nry undenninirar of the wound edtres in order that closure can be made 
if hour undue tension. 


the removal of the graft is often more troublesome than the area grafted. 
Recently the wound has been treated by a 2 per cent solution of tannic acid as 
if it were a burn (Plate LXVI I, D). The solution is sprayed on every fifteen 
minutes until a dark brown surface appears. This usually requires two or 
three hours and can be done in the ward. Nothing must touch the wound 
until the hard coagulated surface forms. A cradle is placed over the thigh 
for twenty-four hours to protect the wound from the bedclothes. No dressing is 
required. The coagulum is separated in about two weeks from the underlying 
area which is now covered with epithelium. Tannic acid should not be used if 
fat is exposed, because no tanning takes place. When pinch grafts are employed 
the denuded area is excised and the resultant edges are sutured (Fig. 03). 
A small hut important point in technique is mentioned. If the needle which 
fixes the small graft during removal is used to carry it to the denuded area, it 
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-L’lic grafts are fix,,l l.y using small drops of collodion placed half on the 
ol the graft and halt on the surrounding shin. 


Puiivs LXr-lXVIl by kind permission of ‘Annuls of Surge 
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PLATE LX T II S KIN-GRAFTING, continued 





squares of Ollier-Thiersch graft arc* s 
Photograph taken one week after 


spaced farther apart than usual. 
* grafting. 


Fig. D ,—Photograph of area from which Thiersch graft was removed five days after treat¬ 
ment with 2 per cent aqueous tannic acid solution. 
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must be passed through a flame before each graft is removed. It is important 
to keep the area sterile if primary healing after suture is to be expected. 

Homoplastic Skin-grafting. —The transference of skin from one individual 
to another is not to be recommended. The subject arises from time to time, 
and the issue has often been confused by the reports of incomplete observations. 
II. M. Trusier and H. D. Cogswell, 2 in a concise communication, considerably 
clarify tbe whole subject. They state :— 

“ From our own experience and a critical survey of the literature we are led 
to believe that most reports of success with homo-skin grafts arise from the 
fact that these grafts can and often do adhere and appear to grow for several 
weeks. In our cases, however, such grafts have not remained viable, their 
ultimate fate being a more or less delayed slough. Healing by cicatrization 
eventually occurs. These observations are in agreement with recent reports 
of others. Padgett, however, although in general his observations agree with 
ours, has reported successful growth in skin transplants between identical twins. 
The grafts in one such instance were healthy and growing after three months. 

“ Gillies states that at the present time homografting in general is successful 
wiien the transplants involve avascular tissues, notably cartilage and cornea. 
He admits that homografts of skin, as commonly transplanted, are for all practical 
purposes unsuccessful. Certainly this is in accord with our experience. It 
does appear that blood compatibility may tend to favour the initial take of 
the graft. We have found, how r ever, that ultimately these grafts not only are 
futile but are detrimental to healing or even dangerous to the life of the host. 

“ It w r ould seem that homotransplanting of tissues in man, for the most part, 
fails because of biologic incompatibility, the necrosis that occurs being due 
primarily to antagonism between the host and the foreign protein of the graft. 
The infection that may be observed is probably secondary and not the basic 
cause of the slough. We note with interest the report of Stone, Owings and 
Gey concerning the successful homoplastic transplantation of glandular tissue 
by a technique in which the donor’s tissue is first transferred to culture in vitro 
with the recipient’s serum as a medium. This work is as yet in the experimental 
stage, but the reports are encouraging. 

“ The fact remains that, as commonly practised, homografting of skin is 
useless, deleterious, and unnecessary. Massive destruction of skin is usually 
due to a burn, and the individual who survives such an injury will have sufficient 
intact surface to make healing possible with the aid of grafts from the patient’s 
own skin. 

u In passing, we wish to emphasize the importance of early skin grafting 
in the management of such burns. By this procedure much deformity, dis¬ 
figuration, and suffering will be prevented and lives will be saved. Many 
severe burns are seen unhealed and septic after many months. In the manage¬ 
ment of such cases we wish to emphasize the value of ultra-violet therapy as 
reported by Gatch and Trusier. 

“ We do not deny the obvious fact that in many cases the homoplastic 
grafting of skin would be a great help if a practical solution of the problem 
could be discovered.” 

References.—L 4nn. of Surg . 1935, March, 927 ; *Jour. Amer. Med, Assoc, 1935* 
June 8, 2076. 

SMALL-POX. ( See also Vaccination.) J. D. Rolleston, M.D. , JFJ&CJP.' 

Epidemiology. —The following is an abstract of an official publication 1 
dealing with the incidence and mortality of small-pox throughout the world 
in 1933-4. Egypt, in which there were 5697 deaths with nearly 1000 deaths 
in 1933, was one of the most important foci in Africa, The disease was not 
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uniformly and simultaneously present in every province, but followed an 
independent course in each, fn 1934 it showed a definite decline, the number 
of cases in May and June being about a fifth of those reported during the same 
weeks of 1933. In Central and East Africa there was a progressive decline 
of the disease in Tanganyika Territory and Nyassaland, where as in the Belgian 
Congo the number of cases rose considerably, although the mild form pre¬ 
dominated. In Morocco the incidence of small-pox has considerably declined, 
and in Algeria and Tunisia the number of cases remains extremely low. In 
x4merica small-pox is on the decline both in Canada and in the United States, 
where the disease is rare in the densely populated states of the north-east, 
relatively high in the centre and south, and highest in the States of the Pacific 
and mountain areas. In Mexico, though it is on the decline, small-pox still 
causes thousands of deaths each year. In Asia, British India, where the 
number of cases recorded rose from 115,000 in 1932 to 250,000 in 1933, con¬ 
tinues to be the principal focus, the increases being due not to any severe local 
epidemic, but to a general spread of the disease. In China small-pox was 
frequent at the ports, especially Canton, Shanghai, and Bong Kong, in 1933. 
An increase in its incidence also took place during the first part of 1933 in 
Manchuria. Chosan, and Japan. In Persia small-pox incidence was consider¬ 
ably lower in 1933 than in 1932, and in 1934 than in 1933. In Europe the 
most important foci, as in the previous year (see Medical Annual, 1935, 
p. 393), were Soviet Russia, where the disease was of the severe type but showed 
a lower incidence in 1933 than in 1932 ; Spain, where there was a marked 
fall in the morbidity in 1933 as compared with previous years, and the disease 
was mostly of the mild type ; Portugal, where the mortality rate was 29*4 per 
cent in 1933 ; and England and Wales, where only 631 cases w'ere recorded 
in 1933, and 174 in the first six months of 1934. With the exception of an 
outbreak of variola major at Blackburn between January and March, 1934 
(see Medical Annual, 1935, p. 393), all the eases in England and Wales were 
of the mild type. As in the previous year, there were no cases in Australia, 
New Zealand, and the Pacific Islands in 1933 or the first half of 1934. 

According to the Annual Report of the Chief Medical Officer of the Ministry 
of Health, 2 the epidemic at Blackburn of 26 cases and 4 deaths was due to 
handling infected cotton from Egypt. 

Another official report 3 states that during the fourth quarter of 1934 only 
one case of small-pox was notified in England, It occurred in the urban 
district of Havant and Waterloo (Southampton) and ended fatally. During 
the third quarter of 1934 there were two cases and in the fourth quarter of 
1933 forty-six cases without a death. 

Symptoms and Complications. —In a paper on inherited small-pox , J. P. 
Marsden and C. R. M. Greenfield 4 record their observations on 34 cases, which 
they divide into the following four groups : (1) True congenital small-pox 
(3 cases), in which the children were bom alive at or about full term, and in 
each case a period elapsed between the onset of the mother’s illness and the 
estimated time of appearance of the rash in the child. (2) Inherited infections, 
Type A. This group consisted of S cases in which infection was acquired in 
utero, or possibly during separation from the mother, and in each case the 
child’s rash appeared within fourteen days of birth. The mother at the time 
of delivery was either in the pre-emptive or early eruptive stage. (3) Inherited 
infections, Type R (6 cases). In this group the child’s rash appeared on the 
eleventh or twelfth day of life, and in all but one case the child was bom at 
the time of appearance of the mother’s rash. (4) Infants bom of infected 
mothers but who escaped congenital infection (IT cases) : 4 of these developed 
small-pox and 13 escaped. The writers’ conclusions are as follows : (1) The 
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bulk of fetal infections are acquired in utero at the time of the mother’s septi¬ 
caemia. (2) If the foetus then escapes, it may become infected during birth, 
especially if the mother’s rash is in the early stage at that time. (3) If the 
child escapes these two contingencies, it escapes congenital infection, but in 
the absence of prompt successful vaccination small-pox may develop after the 
normal incubation period. (4) If the foetus escapes intra-uterine infection 
and remains in utero until the mother is convalescent from small-pox, it may 
be bom immune, at least temporarily, from the disease. Such children, how¬ 
ever, may have survived an intra-uterine attack of small-pox, of which they 
presented no superficial evidence at birth. 

J. P. Marsden 5 reports a fatal case of modified small-pox in a youth aged 17 
complicated by acute perivascular myelinoclasis or acute disseminated encephalo¬ 
myelitis. Clinically the case was of the fulminant encephalitic type, the nervous 
symptoms appearing on the eighth day of the eruption. The histological 
examination of the central nervous system showed the changes peculiar to 
this form of encephalomyelitis. 

Prophylaxis. —In a paper on immunity to small-pox, D. Brouwer 6 reports 
Ms observations on the number of successful vaccinations of persons who had 
formerly had small-pox, and found that it was about 13 per cent, from which 
he concludes that immunity conferred by an attack of small-pox is not per¬ 
manent. He also describes an immunity reaction whereby persons exposed 
to small-pox can be released from quarantine in twenty-four hours instead of 
being isolated for fourteen days. The method is that described by Grubbs 7 
which is in use in the New York Quarantine Station and also at Rotterdam. 
A positive result is indicated by a reaction occurring at the site of vaccination 
within twenty-four hours and shows that the individual is immune to small-pox. 

References.— 1 Epid . B,ep. Health Sect. League of Nat. 1934, xiii, 148 ; z Amer. Rep. 
C.M.O.for 1933, 35 ; a Bull. Off. internat. d’Hyg. publ. 1935, xxvii, 803 ; 4 Arch. Dis. 
Child. 1934, ix, 309 ; 5 Lancet , 1934, ii, 871 ; *Nederl. Tijds. v. Genee.sk. 1934, lxxviii, 
3273 ; 7 Public Health Rep. 1923, xxxviii, 2201. 

SNAKE VENOMS. Sir Leonard Rogers , M.D., F.R.C.P., F.R.S. 

An investigation of Indian cobra venom by Iv. Venkatachalam and A. R. 
Ratnagiriswaran 1 showed that doses too small to affect respiration produced 
after some time motor end-plate paralysis and tonic contraction of all involun¬ 
tary muscle. Minute doses may revive a heart that has ceased to beat after 
the administration of aconitine, but there is a gradual diminution of the activity 
of the venom on keeping. Indian viperine venoms have been investigated 
by J. Taylor and S. M. K. Mallick. 2 The action of the hsemorrhagin fraction 
of viperine venoms can be demonstrated by the intradermal injection of a 
1-1000 solution, and it is found to be proportionate to the toxicity of the whole 
venom, and the sera made from Daboia , Echis carinata , and the Bitis arietans 
of South Africa will each neutralize the hsemorrhagin of all three. Neverthe¬ 
less, when the hsemorrhagin fraction has been neutralized the toxicity of the 
venom is not decreased, showing that the hsemorrhagin is hot the main cause 
of their deadliness, although its neutralization would be likely to lessen the late 
haemorrhages following bites. In a further paper the same workers 3 report 
on the coagulant action of viperine venoms, which they find only to he neutral¬ 
ized by the specific antivenins for each, and not by those of each other as in the 
case of hsemorrhagins. The cross-action of antivenins of Indian and African eol- 
ubrine and viperine venoms is reported on by E. Grasset and A, Zoutendyx. 4 
They found that strong solutions of both the Indian Daboia and cobra venoms can 
be detoxicated and converted into anavenoms by the same methods as used in 
the case of South African venoms, and they retain their powers of immunizing 
animals. The antivenins made from Daboia and Bitis arietans venoms are 
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dissimilar and have no appreciable neutralizing effect on each other, and the 
same remark applies to those of South American anti-rattlesnake and African 
puff-adder sera, but the Indian and South African cobras are more closely 
allied and a moderate degree of group action has been found in their ease. 
The more rapidly produced sera with the aid of formalized anavenoras were 
as potent as those made from unmodified venoms. M. L. Abuja 5 has tested 
the power of antivenin prepared from Indian and South African cobras against the 
venoms of each, and found that they neutralize both the lethal action and 
the haemolytic effects of both venoms. H. E. Shortt and S, M. K. Mallick 0 
have found that snake venoms can be detoxicated very rapidly by the photo¬ 
dynamic action of methylene blue, preferably in a strength of 1-50,000, but 
they thereby lose their antigenic powers, so are useless for preparing antivenin. 

[Ste ubo Blood Diseases—Treatment of Hemorrhagic Diathesis 
with Snake Venom.) 

References.—- - l Ind. Jour. J fed . Research. 1934, xxii. Get., 2S9 ; 2 Ibid . 1935, xxiii, 
July, ]*21 ; -I.old. 131 ; 1 Trans . Roy. Mac. Trap. Med. and Uyg 1935, xxviii. Jan., 391 ; 
*Ind. Jour. Med. Research, 1935, xxii, Jan., 479 ; °lbid. 529. 

SPIDER BITES. Sir Leonard Rogers , M.D., F.R.C.P., F.R.S. 

In California, according to J. M. Frawley and H. JM. Ginsburg, 1 during the 
last seven years 52 cases of black spider bite ( Latrodectus mactans ) have been 
treated at the Fresno hospital. The usual patient is an adult male bitten on 
the penis or scrotum while using an out-door privy, with resulting severe pain 
and swelling, with a cramped and spastic condition in the extremities, nausea 
or vomiting, dizziness, and a blood-pressure raised by some 85 mm. The 
abdominal wall may be tender and rigid. No deaths occurred in this series, 
although they have occasionally been reported, chiefly in children, who suffer 
from convulsions. Alcohol is contra-indicated, as fatal results have followed 
its use, but morphia is of value. Bogen and others have advised the intravenous 
use of 10 per cent magnesium sulphate , and this treatment was given by the 
writers (after the application of iodine to the bite and the injection of morphine 
sulphate and sodium amvtal) in doses of 20 c.c. of a 10 per cent solution, 
repeated until the hypertension and spasticity of the muscles was relieved, with 
good results. 

E. W. Gilbert and 0. W. Stewart 2 also report on cases of this condition seen 
at the Los Angeles hospital, and mention that the disease has been met with 
in thirty-two States, chiefly in the southern U.S.A., and also in Australia. 
These writers found morphine to be if little use, and also doubt the value of 
magnesium sulphate injections, nor has the serum of convalescent patients 
proved effective. The active principle of the venom has not yet been isolated, 
but it is believed to act on the myoneural junctions, so they used calcium 
chloride intravenously in 20-c.c. doses of a 10 per cent solution, or better calcium 
gluconate in 10-c.c. doses of a 10 per cent solution, and in children intra¬ 
muscularly, and claim immediate and prolonged relief was afforded by this 
treatment. 

References.— 1 J our. Amer. Med. Assoc., 1935, civ, May IS, 1790 ; 2 Amer. Jour. 
Med. Sci., 1935, elxxxix, April, 532. 

SPINE AND SPINAL CORD, SURGERY OF. (See also Joints, Surgery 
of.) Geoffrey Jefferson , M.S. , F.R.C.S. 

Spinal Tumours. 

Whilst everyone is familiar in some degree with the symptomatology of 
spinal-cord tumours, knowledge increases little by little on the special effects 
of one or the other kind of tumour. The most important auxiliary aids to 
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diagnosis have come undoubtedly from the examination of the cerebrospinal 
fluid and the mechanical exploration of the subarachnoid space by manometry 
and lipiodol. The increase in albumin and globulin which occurs in the 
presence of a spinal tumour has been well recognized for many years, whilst 
Queckenstedt’s test has now established fully its position as a valuable, but 
not infallible, aid to diagnosis. Lipiodol is now freely used in most neuro¬ 
logical clinics for the precise localization of a lesion. It may further have a 
place in differential diagnosis, but the better the clinician the less need for 
it, except as an immediate pre-operative step in order to ensure exposure of 
the tumour through a limited laminectomy. 

In some cases help can be obtained from the examination of the plain X rays 
of the spine (Fig. G4). C. A. Elsberg and 
C. G. Dyke 1 point out that the localized 
pressure of a spinal tumour may result in 
changes in the bony walls of the vertebral 
canal. They had observed that in the normal 
spine the inner borders of the pedicles in 
antero-posterior rontgenograms are ordinarily 
convex. Accurate measurements of the inter- 
pedicular distance can be made from the 
5th cervical to the 5th lumbar vertebra. 

Enlargement of the canal was found by these 
authors in 42 per cent of 67 cases of spinal- 
cord tumour, and in 70 per cent of 20 cases 
where the tumour lay somewhere between 
the 10th thoracic and 5th lumbar vertebrae. 

They emphasize the fact that this enlarge¬ 
ment is recognizable only on measurement, 
so that the films must be very carefully 
studied. The alteration is more apt to hap¬ 
pen in tumours of the lower reaches of the 
spinal canal. In the mid-thoracic region 
pathological increase in size was far more 
frequent in extradural than in intradural 
tumours. Besides this increase in intcrpedi- 
cular distance another change is sometimes 
recognizable—decrease in the height of the 
pedicle because of extension of the tumour 
into the intervertebral foramen. 

Lambert Rogers 13 has excellently reviewed 
the surgery of spinal-eord tumours in a 
Hunterian Lecture based on 25 personal 
cases, of which only 3 were intramedullary. 

He emphasizes the difficulty of differential 
diagnosis in some cases, for 5 of his own 
have been thought to be suffering from dis¬ 
seminated sclerosis, and stresses the importance of re-assessing a case' if the 
symptoms are definitely progressive. He refers to the painlessness of some 
spinal tumours, for the clinician is often led astray by the teaching that all 
spinal tumours cause severe root pain, and this is by no means universally 
true. The fact is that root pain occurs most characteristically with the 
mobile tumour of the posterior root (neurofibroma) which is capable of move¬ 
ment by the cerebrospinal fluid. This mobility often leads to severe pain 
on movement, and to sharp crises if the patient coughs or strains when he 



Fig. f>4.—Drawing from a skia¬ 
gram of a case of the reviewer’s, 
showing thinning and stunting of 
the pedicles caused by a tumour of 
the cauda equina. 



Spine aad Spinal Cord 


424 


MEDICAL ANNUAL 


sends a pressure wave from the cranial cavity down along the cord. The 
common meningioma which is firmly attached to the dura is less likely to be 
associated with obtrusive pain. The most difficult ease is the neurofibroma 
arising from a root of the eauda equina, because owing to the mobility of the 
other nerve-roots clear-cut neurological signs are often late in appearing and 
a patient may have an unexplained fixed pain for a long time before a correct 
diagnosis is arrived at. In one of the present writer’s own cases such a pain 
had existed for ten years. Diagnosis is greatly helped by examination of the 
cerebrospinal fluid, and tills should always be done in difficult cases. Lambert 
Rogers mentions the power of recovery of the cord after removal of the tumour, 
and has found more rapid recovery after removal of quickly growing tumours. 
When the tumour has grown very slowly the regression is often very slow. 
He has found if very difficult to say from the appearance of the cord to what 
extent recovery of conduction will occur, because severe indentation and tape¬ 
like flattening are not necessarily incompatible with complete recovery. 

Urinary tract infection is a serious bar to rapid recovery, and J. F. Connors 
and I. £. Nash 3 have discussed the management of urological complications 
in paraplegia. Their material is traumatic rather than neoplastic, but the 
problem is similar in both conditions. There is no doubt that in spinal 
fracture with injury to the cord, urinary infection is the most important 
contributory cause of death. The essential pathological factors are loss of 
motor bladder innervation with poor emptying and stagnation of urine. Most 
of the infections are produced by catheterization, although it is now recognized 
that auto-infection may occur. Connors and Nash have tried intermittent 
catheterization, suprapubic cystotomy, and manual expression, but the mortality 
statistics continued at the usual high level, because at one time or another 
catheterization had also been employed. Finally they decided that the only 
policy was to leave the patients severely alone and never to eatheterize. In 
54 cases treated since they laid down the rule that no distended bladder was 
to be catheterized, the results have been greatly improved. The plan adopted 
is this. If the patient fails to empty his bladder within a reasonable time 
manual expression is tried. This almost always succeeds in expressing some 
urine. They have found that stimulation by means of the “ mass reflex ” 
of Head and Riddoeh has never succeeded in their hands in emptying the bladder, 
but they are speaking, of course, of the immediate post-traumatic state. Manual 
expression is carried out every four to six hours by orderlies and nurses. 
They believe that it must be resorted to before distension becomes too marked. 
If the patient is left too long, manipulation is too painful. In cases where 
there is no discomfort—and they find that the most usual state—-the bladder is 
allowed to go on distending until overflow occurs. They have waited twenty- 
four to thirty-six hours or more and finally the bladder emptied. They have 
never seen a bladder rupture from over-distension, and they cannot find such a 
ease in the literature. Once the bladder has succeeded in voiding by overflow 
they find that it will continue to do so for several weeks until automatic control 
is established. Special care must be given to prevent the formation of bed¬ 
sores. They occurred in only one case in their series. In only two cases had 
they to resort to suprapubic cystotomy, either because manual expression was 
not instituted early enough or because it was too painful. These two cases 
did well. (See also Joints, Surgery of—Paraplegia in Pott’s Disease.) 

Herniation of Nucleus Pulposus (Chondroma). 

W. J. Mixter and J. S. Barr 4 describe 19 cases of compression of the spinal 
cord or the cauda equina by herniation of the nucleus pulposus through a 
rapture in the intervertebral disc (Fig. 65). This paper and one by Max 
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Peefc and B. H. Echols 5 are thoroughly important contributions because they 
mark the recognition of a new pathological entity. For many years past 
cases have at times been described in which the cord has been compressed 
anteriorly by what was thought to be a chondroma originating in the inter¬ 
vertebral disc. In 1925 G. Sehmorl 6 began a routine examination of the 
vertebrae and intervertebral discs by autopsy on persons dead from any cause. 
This work was furthered by R. Andrae, 7 Calve, and by O. A. Beadles 8 in our 
own country. It is now recognized that the nucleus pulposus may escape 
from the intervertebral disc in abnormal conditions such as degeneration or 
traumatic fissure of the annulus fibroses. The nucleus, which is always under 
pressure, herniates through the 
defect, and the direction will 
depend on the position of the 
fissure or defect. If it is in the 
cartilaginous plate above or below 
the disc, the herniation occurs 
into the vertebral body ; if it is 
behind, the nucleus prolapses into 
the vertebral canal. This has been 
established by experimentation on 
dogs. Rlsberg, in his classical 
monograph on 100 tumours of the 
spinal cord, refers to 14 cases in 
which he found nodules attached 
to the disc as examples of chon- 
dromata, but he remarked that 
the material histologically corres¬ 
ponded to the nucleus pulposus, 
and thus the condition must have 
been in reality identical with the 
prolapse found by Schmorl in 
about 15 per cent of the spines ... rr . 

examined by him. The hernia- 
tion usually occurs to one or the 

other side of the posterior longitudinal ligament. Histologically there is 
nothing neoplastic in their structure. 

In the investigation of the series of cases from the Massachusetts General 
Hospital, Mixter and Barr emphasize the difficulty in diagnosis in this type 
of lesion. Operation has often been delayed on account of the indifferent 
nature of the symptomatology and its similarity to that found in various 
other conditions, such as back strain, arthritis, spinal osteo-arthritis, and 
sacro-iliac strain. The symptoms naturally depend on the level and on the 
size of the lesion. There is often a history of trauma, but it is not immediately 
antecedent, as a rule, to the onset of symptoms. If the lesion is high there 

are the usual signs of mild cord compression with spasticity, and as time 

passes a sensory level develops. The most difficult cases are those in which 
the herniated nucleus compresses the cauda equina, and it is these which are 
often mistaken for what the orthopaedists call “low back strain.” The 
diagnosis can often only be established by lumbar puncture and examination 
with lipiodol. The protein in the cerebrospinal fluid was raised in all of their 
19 cases (lowest 87, highest 204 mgrm. per cent ; in 18 cases out of the 19 it 
was less than 87). Queekenstedt’s test showed a partial block in 12 cases, 

in 2 no block, in the rest the block was complete. X-ray examination of the 

spine often showed nothing of great consequence. Narrowing of the disc is 
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tht; most important finding, particularly if the superior and inferior surfaces 
of the vertebral bodies are abnormally concave. In tills series 4 cases were 
cervical. 4 thoracic, 11 lumbar and lumbo-sacraL Spastic paraplegia and 
even complete paralysis of the lower limbs, with incontinence, was some¬ 
times seen, and on the whole there was very definite evidence of neural damage 
in these cases. The majority of the patients are males. Rather less than 
half give a history of trauma. 

Mixter believes' that the type of operation performed is important, so that 
it is an advantage to suspect one of these lesions beforehand. He does a 
limited laminectomy, making only a narrow opening on the side of the lesion 
so far as that can be foretold. He believes that a ruptured disc is a weakened 
disc and the strength of the spine should be preserved. After opening the 
dura the spinal canal is carefully explored, paying particular attention to 
the intervertebral disc in front of the cord and the intervertebral foramina. 
If the lesion is found at or near the mid-line, the dura over it is incised. If 
it is lateral the dura is closed and the tumour dissected out extra-durally 
from the side. The tumour may be very small and difficult to find if it occurs 
close to the intervertebral foramen. Once found, its removal is usually simple, 
for it may come away without tedious dissection. If not, it is cut across at 
its base or curetted. Mixter suggests that the bone-chips should be preserved 
and fitted into the stumps of the laminae before closing the wound, to facilitate 
fusion. He thinks that the disc herniations can be easily differentiated 
macroseopically from true chondromata; the latter are lobulated and almost 
transparent, whilst the disc nodules can be unrolled and flattened out “like 
a crumpled bit of wet blotting paper.” 

Two further eases are very well described by Feet and Echols. In the 
first case the tumour arose from the disc between the 2nd and 3rd lumbar 
vertebrae. The cerebrospinal fluid was xanthochromic and Queckenstedt’s 
test indicated a complete spinal block. This patient had been confined to 
bed for three months previous to admission, and there was no history of 
trauma. 

In the second case the history was of one year’s soreness and weakness 
of the arms and difficulty in walking. There were weakness and spasticity 
of all four extremities with a positive Babinski on both sides. Impairment 
of sensibility to light touch and pin-prick reached as high as the 4th cervical 
segment. Lumbar puncture showed partial block, and X-ray no abnormality 
of the vertebrae or discs. At operation a yellowish white nodule was found 
anterior to the dura attached to the intervertebral disc between the 3rd and 
4th cervical vertebrae and extending to the right of the mid-line. On incising 
the capsule cartilaginous material was spontaneously extruded. Both cases 
made a good recovery. 

Comment. —The new pathological entity deserves wide recognition. The 
symptoms and signs presented by these cases suggest a spinal-cord tumour 
because of the very gradual but progressive unfolding of the symptoms. 
The most difficult cases are those in the lumbar region and lumbo-sacral junction, 
and there is no doubt that many of these cases must miss diagnosis for lack 
of a really competent neurological examination, and are treated symptomatically 
as cases of low’ backache or sciatica. Fortunately lumbar puncture will 
usually set the clinician thinking along the right lines, for the albumin content 
of the cerebrospinal fluid shows an increase in albumin and there may be a 
block on testing by jugular compression. The tumour is not always easy to 
find at operation, and familiarity with the correct method of looking for a 
spinal-cord tumour is essential. Once found, the tumour is not particularly 
difficult to deal with. 
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It is worth while to emphasize one more point, that all the eases referred 
to above had definite signs as well as symptoms. Thus Mixter and Barr's 
statement that the cases clinically resembled osteo-arthritis and back-strain 
can be considered only partly true, for quite a number of their cases 
had an obtrusive degree of paralysis or sensory loss in addition to pain 
in the back. 

(See also X-ray Diagnosis—Bones and Joints.) 

Syringomyelia. 

The question of the operative treatment of syringomyelia has been discussed 
before (see Medical Annual, 1933, p. 471). There have recently been two 
important contributions on the subject. A. Juzelevskij 9 analyses 23 eases 
treated by the method which has become known on the Continent as the 
Puusepp's operation, that is, by cervical laminectomy, incision of the dura, 
and opening of the cavity in the cord by an incision through one of the posterior 
columns. The 23 cases had characteristic syringomyelic symptoms. Three 
of them had signs of bulbar involvement (syringobulbia). Several times an 
attempt was made to fill the syringomyelic cavity with lipiodol so as to show 
its extent before operation. This was successful three times and the lipiodol 
was shown on the X-ray picture as an intramedullary shadow. Juzelevskij 
gives a brief summary of the 23 cases served by himself at the Bechterev 
Institute in Leningrad. All of these patients survived operation, although 
on 0 occasions there was trouble with wound healing, as has been found to 
be characteristic of this disease. As a result of the first 6 of these cases 
operated upon Juzelevskij was enthusiastic about the results of operation 
in reducing spontaneous pain, improving muscle power, and lessening the 
extent of the anaesthetic zones. As the result of his now more extensive 
experience he is very sceptical about the value of the operation, for he has 
observed that after a primary period in which distinct improvement is noticed, 
there is a return to the former state, even at the end of fourteen days, and 
in the rest within a few months. In only one case was the condition improved 
at the end of five years, and in that case, he adds, the condition was very 
little dissimilar from that before operation. These observations are based 
not only on his own 23 cases but on 81 additional cases collected from the 
literature (104 in all). 

To this number must be added the Liverpool series of Henry Cohen and 
B. E. Kelly 10 (10 cases). The results of this series were identical with 
those of Juzelevskij, and the opinion can now be arrived at that the opera¬ 
tion, in spite of the enthusiasm of a surgeon here or there, can offer nothing 
of importance to the syringomyelic. It appears likely that rest, the with¬ 
drawal of the patient from work or his profession, has an effect approximately 
equal to the operation. Juzelevskij has made observations on the pressure 
within the syringomyelic cavity and in the cerebrospinal fluid at the same 
level and finds that they are the same. This being so, the idea of the Puusepp 
operation in relieving tension within the cord is seen to be without a firm 
basis in observed fact. 

References. — l Bull. Neurol. Inst. New York, 1934, iii, 359 ; 2 Lancet , 1935, i, Jan. 
26, 187 ; *Amer. Jour. Surg. 1934, xxvi, 159 ; 4 New. Eng. Jour. Med. 1934, ccxi, 210 ; 
s Arch, Neurol, and Psychiat. 1934, xxxii, 924 ; *Verhandl. d. Deut. orthop. Qesellsch. 1926, 
xxi, 3; 7 Beitr.z. pathol. Anat. 1929, lxxxii, 464; & Med. Research Special Report 161, 
London, 1931 ; 9 Arch. f. klin. Chir* 1935, cxliv, 503; ™Trans. Med. Soc. Land, 1935, 
Ivin, 141. 
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SPBUE® Sir Leonard Rogers , M.D., F.M,C«P»> FMd S'. 

Treatment.— 1 The use of liver extracts and protein diets continues to find 
favour in the treatment of sprue. Intensive use of liver extract is advised 
by €. P. Rhoads and D. K. Miller, 1 of New York. They point out that 
Baumgartner applied the procedure of Minot to the treatment of the pernicious 
anaemia of sprue, and liver, meat and milk diets, as well as liver extracts, 
are followed by an increase of the reticulocytes in the blood. The common 
factor in these treatments is probably the water-soluble vitamin they all 
contain,, and if is probable that a deficiency of that vitamin is an important 
element in the causation of some cases of sprue. Studies of pernicious anaemia 
show that liver extracts are effective in the anaemias of sprue, so they are 
indicated as well as the vitamin-containing diets. As Castle showed that 
normal gastric juice acts on beef muscle to form a third substance of value 
in pernicious anaemia, a deficiency of gastric juice in sprue predisposes to the 
development of pernicious anaemia and this indicates the use of liver extracts. 
For supplying water-soluble vitamin, extract of yeast is of value, for when 
this is incubated with gastric juice and fed to pernicious anaemia patients 
reticulocyte increase and improvement of the blood follow, although neither 
yeast nor gastric juice was effective alone. Still more effective is the injection 
of small amounts of liver extracts containing the product of the action of gastric 
juice on the vitamin, as absorption may be deficient after oral administration. 
The parenteral administration of liver extract is thus indicated in severe cases, 
and examples of its value are illustrated by four patients refractory to other 
treatment. 

N. H. Fairley 2 dealt once more with sprue treatment at the British Medical 
Association meeting, and he records two series of cases to show that very 
similar results were obtained by the use of liver extract combined with either 
high protein diet or with Sprulac, the latter being much simpler to administer, 
provided the liver extract is administered in adequate amounts. He also found 
the haematological response to the oral administration of liver extract quite 
satisfactory in most eases, so that parenteral use is rarely required, but in 
exceptionally resistant cases it should be injected in large doses in addition to 
its oral use. When the gastric juice is deficient in acid, dilute hydrochloric 
add may be given in 30- to 60-min. doses thrice daily. With the present more 
efficient treatment patients under 55 may be permitted to return to the tropics 
after recovery. G. E. Brooke 3 in a general account of sprue, mentions that 
he found pancreatized Peptalac of Cow & Gate more effective in the- disease 
than Sprulac of the same firm. He also advocated cream cheese as an article 
of diet in this disease. 

References. — l Jour. Amer. Med. Assoc. 1934, ciii, Aug. 11, 387 ; -Brit. Med. Jour. 
1934, ii, Dec. 29, 1192 ; s Jour. Trop . Med. and Hyg., 1935, xxxviii, Feb. 1, 29. 

STAMMERING; RE-EDUCATION OF THE STAMMERER. 

H. Devine , M.D., FM.C.P. 

H. St. John ttuinsey 1 points out that during the last ten years the 
treatment of stammering by psychotherapy has undoubtedly proved satis¬ 
factory in a large number of cases ; but there is a vast number which 
can never yield to tills type of treatment alone, because the stammering 
characteristics are so firmly fixed in the motor memory that nothing but the 
correction of these can effect satisfactory results and permanent freedom from 
the disability. 

Stammering is a lack of co-ordination between the speech organs ; to be 
more accurate, a lack of automatic co-ordination. In place of automatic 
co-ordination there is an intermittent failure of the larynx to produce vocal 
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tone. The larynx is the mainspring of speech, so the first step must be to 
establish conscious control of the larynx and to practise this control so persis¬ 
tently that a new and correct motor memory is established; then automatic 
control will naturally follow. 

This system, which may be termed 4 correction by elocution is based on the 
widely realized fact that stammerers, if musical, can sing fluently. This is 
because, when singing, the stammerer is subconsciously thinking in terms of 
vowels, but when speaking he is thinking in terms of consonants. Any 
singer will agree that certain vowels are easier to sing than others, but any 
stammerer will assert that he finds certain consonants harder to make than 
the others. 

So we start off with the fact that automatic co-ordination is present when 
the stammerer sings, but it is lacking intermittently when he speaks, and that 
correct motor memory is controlling his song. This being so, the next step 
must be to ascertain what the stammerer does when singing which he does not 
do when speaking. As stated above, it is a matter of thinking in vowels or 
thinking in consonants—in other words, the singer’s voice tone (which is heard 
principally in the voavcIs) is smooth and continuous throughout the musical 
phrase, while the consonants are secondary. The stammerer’s method is to 
speak in jerks with exaggerated consonants, and when in difficulties to accentuate 
these characteristics further, until his speech consists of a series of explosive 
consonant articulations with the vowels ‘clipped’, even to the extent of a 
total cessation of voice-flow' until the word is eventually forced out. To use 
common musical wmrds, the stammerer’s speech is staccato , while that of the 
rhythmic speaker (like song) is legato. If the stammerer will re-educate his 
speech on musical lines, a stammer will become impossible. 

A common habit of the stammerer is to relapse suddenly into vocal silence 
while the consonant is articulated again and again. The best way to cure 
tills habit is to concentrate the attention on a mental picture of the voice 
tone, or what may be called 4 the tune ’ of the sentence ; in this way a correct 
motor memory will be acquired to take the place of concentrated attention to 
consonants. 

Speech is produced by co-ordinated muscular movements just as much as 
the throwing of a cricket ball; in the latter ease a mental picture is made of 
the completed throw, and the muscles do the rest; just as surely a mental 
picture of the voice tone will produce it. 

We are not bi-vocal; speech and song are produced by the same muscles. 
What w r e can sing we can speak if we realize the close relation between song 
and speech. If the stammerer will think of flowing vocal tones when speaking, 
as he does when singing, he cannot fail ; but in many eases the habit of thinking 
on wrong lines is so firmly established that only consistent practice on the lines 
of 4 vocal tone speech ’ will build up a correct habit to take the place of the 
wrong one. 

Nearly all stammerers speak too fast, and nearly always come of quick¬ 
speaking parents ; this leads to the idea that stammering is inherited, whereas 
the connection is merely that rapid speech opens the door for the stammer, 
which may develop after an illness, shock, strain, or by association with 
another case. 

Lastly, prevention is better than cure, so attention should be paid to the 
speech of children. If by stammering we mean stumbling over words, then 
nearly all children are stammerers while they are learning to speak, but only 
1 or 2 per cent of them become conscious of failure, anticipate more failure, 
and so develop into what we call nervous stammerers. The remedy is obvious : 
the child should be taught that slow, firm, and smooth speaking is more musical 
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l! k* quick. jerky, squeaky speech we generally associate with young 
children. There is no logical reason why children should not be taught from 
the iirst to speak properly, with musical rhythm ; if this were done, stammering 

could never develop. 

JSnrEKENVin—hUW. Press and Circ. 1935, exe. A]ay S, 438. 

STAPHYLOCOCCAL IHFECTIOMS. (See also Septicaemia.) 

J. D. Rollcston , M.D., FM.C.P . 

Symptoms and Complications. —J. H. Rabinovich 1 who records an illus¬ 
trative case in a man, .aged 50. states that staphylococcus septiccemia may 
assume any form from a fulminating attack which proves fatal in twenty-four 
hours to a protracted illness ’which may last with intermissions for years. An 
attack with an acute onset is not necessarily fatal, but may take on a protracted 
course. The secondary localizations in the bones or joints may occur at a 
late stage and he very extensive from the first, with a tendency to necrosis 
without suppuration, and to last for a considerable time. Treatment usually 
consists, according to the type of arthritis, in puncture, arthrotomv, or resec¬ 
tion, but sometimes lesions of the joints and bones may be cured, even if they 
are very extensive, by immobilization alone. 

According to P. Boridoux- the pulmonary localizations of staphylococcal 
septicaemia may occur in the form of pseudo-bronchopneumonia, large circum¬ 
scribed abscesses, massive hepatization, sero-luemorrhagie pleurisy or empyema, 
and pneumothorax. In spite of their variety they present the following 
features in common : (I) A minimum of functional signs, which accounts for 
their escaping recognition unless the chest is examined ; (2) A tendency to 
subside even in the case of extensive lesions. 

An outbreak of four fatal cases of staphylococcus pneumonia among infants 
in a maternity hospital is reported by C. M. Smith. 3 Within the previous 
fortnight an infant had died from a phlegmonous abscess, 3 mothers and an 
infant had suffered from suppurative mastitis, and among the infants there 
had been an unusual prevalence of minor septic skin lesions, and 6 cases of 
mastitis were discovered among 55 mothers. With the possible exception of 
the phlegmonous abscess, all these cases were regarded as different manifesta¬ 
tions of staphylococcal infection. W. W. Anderson and D. F. Cathcart 4 report 
a ease of primary staphylococcal pneumonia in a boy, aged 0 years, complicated 
by empyema, septicaemia, multiple abscesses, and osteomyelitis of the skull 
and second right metacarpal bone, in which recovery took place. 

In a thesis on staphylococcal myositis , M. Goulet, 5 who records 22 cases in 
patients aged from 5 to 61 years, states that Sta. aureus is by far the most 
frequent organism to give Tise to myositis, as in 51 out of Abrami and Worms 1 
63 cases. The introduction of the staphylococcus may be due to all kinds 
of lesions of the skin, mucous membranes, bones, or cellular tissue infected 
with this organism. The lower limbs are almost exclusively affected. Although 
the prognosis may be very grave, it is usually favourable, as all but two of 
Goulet’s eases recovered, and depends on the patient’s resistance, the degree 
of virulence of the micro-organism, and most of all on its subsequent localiza¬ 
tions. Treatment is mainly surgical. 

J. R, Dunlap 0 reports a case of staphylococcal meningitis with recovery in 
a boy aged 8 years following an injury to the left knee and lumbar spine. 
Treatment consisted in copious spinal drainage by lumbar puncture twice daily 
and early administration intraspinally of Sla. aureus bacteriophage. 

A. W. Borowiez , 7 who reports three cases in patients aged 18, 23, and 25 
years, one of winch ended fatally, states that primary staphylococcus abscess 
of the liver is extremely rare. The diagnosis is very difficult when there is no 
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obvious portal of entry for infection as in Borowiez’s case. Operation may 
sometimes effect a cure, but in most cases death occurs owing to the progress 
of the infection rather than from hepatic insufficiency. 

In view of the rarity of the staphylococcus being a cause of primary peri¬ 
tonitis, the case recorded by R. S. Melville 8 is of interest. The patient was 
a girl aged 0 years, in whom the possibility of pneumococcal peritonitis was 
first considered, but a diagnosis of perforated appendix was made before opera¬ 
tion. On laparotomy straw-coloured fluid escaped and generalized peritonitis 
wars found. The appendix was injected, but was obviously not the cause of 
the peritonitis. A swab from the peritoneum yielded a pure culture of Sta. 
aureus. Staphylococci were also recovered from the appendix together with 
B. coli. Recovery took place. 

Treatment. —C. E. Dolman 9 found a staphylococcus toxoid of controlled 
potency exceedingly useful in the treatment of 300 cases of various types of 
localized staphylococcal infection, including 81 cases of recurrent furunculosis, 
59 patients with subacute or chronic osteomyelitis, and 42 cases of acne vulgaris. 
D. S. Murray 10 reports bis observations on 110 patients, aged from 0 weeks to 
12 years, suffering from various staphylococcal diseases in whom no lasting 
benefit had been derived from various other forms of treatment who were 
given staphylococcus toxoid. Increase in the circulating antitoxin was com¬ 
monly associated with an improvement in the clinical condition. The injec¬ 
tions were attended with very few severe reactions. The best results were 
obtained in pure staphylococcal infections, and acne did not improve to any 
extent. J. I. Connor and M. McKie 11 treated 36 cases of superficial staphylo¬ 
coccal infections in patients aged from 10 to 56 by injections of staphylococcus 
toxoid. Complete cure or considerable improvement took place in every ease. 

References. — x Thhe dc Paris, 1935, No. 45 ; 2 Ibid . No. 265 ; 3 Lancet , 1935, i, 1204 ; 
*Amer. Jour. Dis. Child. 1935, xlix, 1276 ; 5 These de Paris , 1935, No. 98 ; \Jour.Amer. 
Med, Assoc, 1935, civ, 1594 ; 7 These de Paris, 1934, No. 02 ; 8 Lancet 1935, i, 1329 ; 
Mbid. 306; 1{) Ibid. 303 ; n Brit. Jour. Dermatol, and Syph. 1934, xlvi, 20. 

STERILIZATION. j Beckwith Whitehouse, M.S ., F.R.C.S ., F.C.O.G. 

The medical and legal aspects concerned in the sterilization of women 
formed the subject of a recent combined discussion at the Royal Society of 
Medicine and the Eugenic Society. 1 There is no doubt that this discussion 
was timely, since at the present time, with changing and varying standards 
of natural conduct, not only is lay but also medical opinion somewhat nebulous 
regarding the basic problems of legality and indications. 

Cecil Binney 1 expressed the legal view that in Great Britain there is no 
law directly forbidding sterilization, that the operation, if carried out for the 
preservation of the patient's health , is perfectly legal. This does not imply, 
however, that all sterilizing operations are necessarily legal. Consent of the 
patient cannot be utilized as a defence to a charge of “ unlawful wounding ” 
if no adequate indication for sterilization is present. Since sterilization 
necessarily involves in most cases the infliction of a wound, the practitioner 
who sterilizes a patient without proper indications lays himself open, there¬ 
fore, to a possible indictment- for “ maiming 55 or “ wounding with intent ”, 
even if consent has been obtained. 

Operations for sterilization on eugenic grounds proride an intermediate 
case between obviously legal and probably illegal acts, Binney inclines to 
the view that so-called ‘eugenic 1 mutilations are not legal, not because the 
law has any prejudice against eugenics, but because it will not usually look 
so far into the ultimate xesults of an act prima facie criminal l With regard 
to mental defectives, the letter of the law is at present quite explicit. The 
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author notes that since to sterilize a person without her consent is a crime, 
it must be a crime to sterilize a person who has not the intelligence to consent. 
Furthermore, should such an operation he performed upon a person of weak 
intellect other than for purposes of her ozvn health, it might easily be construed 
as an offence under the appropriate sections of the Lunacy and Mental 
Deficiency Acts, which forbid the “ ill-treatment” of such individuals. Binney 
sums up the present legal position in this country in the following words : 
'* A sterilizing operation may be lawfully performed for the patient’s health. 
To perform one without adequate reason is most probably an offence; 
whether to perform one for eugenic reasons is forbidden or not, remains doubtful, 
except that in the case of lunatics and mental defectives it is illegal.” 

Victor Lack 1 discusses the possible medical indications for sterilization under 
the following groups :— 

Group 1.—Diseases which invariably run a downhill course and which, in 
spite of periods when the condition remains stationary, all reduce the natural 
expectation of life. Under this heading are included chronic rheumatic carditis, 
chronic nephritis, diabetes, and some nervous diseases, e.g., disseminated 
sclerosis. 

Group 2.—Certain diseases which approximate to the former group, but 
from which recovery is theoretically possible, e.g., pulmonary tuberculosis 
and hyperthyroidism. 

Group 8.—Mental diseases, including epilepsy. The author specially cites 
the case of a woman who previously had puerperal insanity and again became 
pregnant. He considers that under such circumstances the uterus should 
be evacuated and the patient sterilized. 

Group 4.—Obstetrical and gynecological indications, e.g., in cases of pelvic 
contraction necessitating repeated Caesarean section, or after radical plastic 
operations for the cure of uterine or pelvic floor prolapse. 

Group 5.—Hereditary diseases. Under this heading Lack includes such 
transmissible diseases as haemophilia, and acholuric familial jaundice. 

In view' of the considered legal opinion expressed above, it appears rather 
doubtful' whether all the indications which the author cites are permissible. 
During the last five years sterilization has been carried out at the London 
Hospital upon 05 patients, an average of 13 patients per annum. The 
indications for the operation include the following list of diseases : heart 
disease (20), contracted pelvis (19), chronic nephritis (6), mental disease (4), 
epilepsy (3), hyperthyroidism (3), “ bad obstetric history ” (2), rheumatoid 
arthritis (1), pulmonary tuberculosis (1), prolapse (1), osteomalacia (1), after 
“ colporrhaphy ” (1), afternep hrectomy and B. coli pyelitis (1), hyperpiesis 
(1), kyphosis (1). 

Reference.— L Proc. Roy. Soc. Med. (Sect. Qbsfc. and Gynecol.) 1935, xxviii, May, 951. 
STOMACH. {See also Gastric ; Gastritis.) 

STOMACH, LYMPHOGRANULOMA OF. 

II. Lethebij Tidy , M.D., F.R.C.P. 

Theodore Thompson and L. H. Howells 1 (London) report 4 new cases of the 
rare localized primary lymphogranuloma of the stomach. Lymphogranuloma, 
or, as it is often called, * lymphocarcinoma 5 , may occur either as an isolated 
primary lesion or in association with involvement of other tissues throughout 
the body. The local lesion is important as there is evidence that partial 
gastrectomy is often followed by good results. The authors found only 18 
cases in the literature in which a localized lesion was present in the stomach. 
In 9 of these partial gastrectomy was successfully performed, while 4 others 
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died after the operation. Histologically, the differentiation from Hodgkin’s 
lymphogranuloma is very difficult. The clinical symptoms suggest either neo¬ 
plasm or ulcer, and it is this which commonly leads to exploratory operation. 
Thompson’s cases were all operated upon, and all recovered from the operation. 
One case died eleven months later, but the other three cases were still alive 
without a sign of recurrence. 

Reference.— l Quar £, Jour . Med. 1935, n.s. iv, Jan., SI. 

STOMACH, SURGERY OF. (See also Gastric and Duodenal Ulcer.) 

A. Rendle Short, M.D., F.R.C.S. 

Hypertrophic Pyloric Stenosis in the Adult.—R. F. Elmer and 0. E. 
Bovlan, 1 of Chicago, describe a case in a man of 68 ; the history was quite 
recent. He did well after a Ranimstedt operation. A few similar cases are 
on record. 

Carcinoma of the Stomach.—Donald C. Balfour, 2 of the Mayo Clinic, 
says that if only the resection can be done while the growth is still confined to 
the stomach, half the patients are alive and well after five years. A rectal 
examination is important, as one of the first metastases to appear is usually 
in the pouch of Douglas. Apart from the supraclavicular lymph glands, extra¬ 
abdominal metastases are rare. A moderate degree of anaemia is no bar to 
successful operation. The presence or absence of free HC1 is of little or no 
value in the diagnosis, as it is often present in cases of cancer. If the growth 
cannot be removed, exclusion, by cutting the stomach across and joining the 
proximal portion to the jejunum, gives better results than gastrojejunostomy. 

Verne C. Hunt, 3 of Los Angeles, says that the number of patients apparently 
cured of cancer of the stomach by gastrectomy varies in different clinics from 
4-8 to 33 per cent (Lahey’s Clinic) of patients seen. The death-rate of gastrec¬ 
tomy, usually about 30 per cent, has been brought as low as 10 in 200 cases 
by Balfour, greatly assisted by careful pre-operative feeding, lavage, and 
blood transfusions. Probably about 20 per cent of the patients who survive 
operation are alive and well five years later. 

F. H. Lahey, N. W. Swinton, and M. Peelen 4 discuss a series of 195 cases 
of cancer of the stomach treated between 1927 and 1934. Though there is no 
characteristic early symptomatology, there is nearly always dyspepsia, pain, 
or anorexia. Modern X-ray diagnosis is very accurate, 95 per cent, but it 
ought to be used much more frequently and earlier. The mortality of total 
gastrectomy, 7 cases, was 57 per cent ; of subtotal gastrectomy, 34 per cent. 
The authors have given up spinal anaesthesia ; in their experience the best 
anaesthetic is intratracheal ethylene with regional field block with metycaine. 
One patient survived total gastrectomy four years. Of the partial gastrectomy 
cases, 11 were alive, 4 after more than three years. Palliative operations 
carry a high mortality and do not prolong life. 

In an effort to sort out the more from the less hopeful cases, A. O. Whipple 
and T. S. Raiford, 5 of New York, observe that fungating growths give a better 
end-result than ulcerating or infiltrating cancers. The presence of enlarged 
lymph glands should not contra-indicate resection ; they are not necessarily 
malignant. 

American statistics are much more plentiful than British, but five surgeons 
at St. Thomas’s Hospital 6 have collaborated to present the results of treatment 
of 149 cases between 1920 and 1932. Of these, 122 were too far advanced for 
excision ; only 9 lived for a year, and the average duration of life was only 
3 months. Of the 27 patients treated by gastrectomy, 9 died. The average 
duration of the survivors was eighteen months. Four patients survived three 
years, but apparently none are now living. It is not a cheerful picture. 

28 
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[1 have one patient alive and well after sixteen years, and another after four 

years.—A. R. S.] 

At the Mayo Clinic, it is thought well worth while to attack even quite large 
growths, as they are often less malignant than small ones. More stomach can 
be safely removed if the gastrojejimal anastomosis is made before the stomach 
is cut across, and a jejunal stoma permits early feeding before healing of the 
suture-line is sound i;W. Waiters 7 ). 

Perforation of Cancerous Ulcer. —Eight cases are reported from Edinburgh" 
Royal Infirmary, over ten years, by Ian Aird. 8 Usually the picture closely 
resembles that of perforated peptic ulcer, but occasionally there is a singular 
absence of rigidity. In other eases the perforation is more or less silent. About 
40 per cent have been saved by operation ; sometimes a gastrectomy has been 
practicable (7 eases in the literature). [I have seen a recovered case in which 
subsequently cancerous nodules developed all over the peritoneal cavity.— 
A. R. S.j 

Sarcoma of the Stomach.—G. T. Pack and G. McNeer,® of New York, 
reporting 9 cases, say that sarcomata comprise 1 per cent of all gastric tumours. 
They are practically indistinguishable from carcinomata either clinically or 
by X rays, but a horizontal filling defect is suggestive, also the persistence of 
gastric peristalsis. In lymphosarcoma there may be a lump but no gastric 
symptoms at all. The results of treatment are better than for cancer. Three 
of the patients, all lymphosarcomata, did excellently on X-ray therapy, or a 
radium pack. For other types of growth partial gastrectomy is indicated. 

RErEHEXCES.— l Amer. Jour . Surg. 1934, Sept., 499 ; *Surg. Gynecol and Obst. 1934, 
Sept., 453 ; 3 Ann. of Surg. 1935, May, 1200. *New England Jour . Med. 1935, May, 863 ; 
5 Surg. Gynecol, and Obst. 1934, Sept., 397 ; ^Lancet , 1935, i, 1059 ; 7 Jour Amer. Med. 
Assoc. 1934, Nov., 1345 ; Jour. Surg. 1935, Jan., 545 ; *Ann. of Surg. 1935, May, 

1206. 

STREPTOCOCCUS INFECTIONS. J. D. Rolleston , M.D., F.R.C.P. 

Epidemiology.—I n their paper on the recent wave of streptococcal infec¬ 
tions, H. L. Wallace and A. B. Smith 1 have drawn up a graph showing the 
incidence of notified scarlet fever and erysipelas and hospital cases of acute 
rheumatism in the city of Edinburgh during the period 1929 to March, 1934. 
During 1933 and the first quarter of 1934 there was a marked increase in the 
number of eases of acute rheumatism and acute streptococcal endocarditis 
coincidentally with an exceptionally large epidemic of scarlet fever. They 
suggest that the effect of an unusually hot dry season on a highly susceptible 
community was a factor in producing the wave of streptococcal infection. 

Symptoms.—A ccording to R. P. Deleciuse, 2 streptococcal venous septicaemia 
may be secondary to an infection such as influenza, tonsillitis, or otitis, or be 
caused by trauma. Several veins may be affected at the same time. Recovery 
is delayed, and does not take place until the end of four or five months. The 
diagnosis is made by a blood culture taken during an acute attack. It is not 
always positive, so that it is important to wait for a rise of temperature before 
taking the culture. The prognosis of streptococcal venous septicaemia appears 
to be better than that of septicaemia without a venous localization. Local 
treatment consists in immobilization of the affected part ; in some cases surgical 
intervention may be required, while the general treatment is that of strepto¬ 
coccal septicaemia. 

J. Felsen and A. G. Osofsky, 2 who record a personal case, have collected 
57 cases of recovery from streptococcal meningitis. The onset usually follows 
an infection of the upper respiratory tract. The organisms isolated" are both 
the haemolytic and non-haemolytic types and Sir. viridans. The authors’ case 
was that of a man aged 22 who developed meningitis following a lacerated 
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wound of the scalp. Smears of the turbid cerebrospinal fluid showed cocci 
and a Gram-positive bacillus suggestive of the anaerobic group : 5 c.c. of anti¬ 
gangrene serum were therefore given intrathecally, and the dose was repeated 
the same day. Much improvement ensued, and two more doses were given, 
with the result that rapid recovery took place. Further bacteriological exam¬ 
inations showed Sir. mridans in pure culture. 

Diagnosis. —J. H. Mitchell 4 deprecates the tendency to regard all derma¬ 
toses of the hands and feet as due to ringworm, and records four cases in which 
this error was made and the remedies appropriate for ringworm were applied 
without success. The lesions, however, rapidly cleared up on discovery of 
their streptococcal origin and the use of sublimate baths and applications of 
weak ammoniated mercury ointment. 

Treatment. —L. M. Reimhold 5 reports ten cases of streptococcal or staphylo¬ 
coccal septicaemia in the form of acute osteomyelitis or puerperal fever in 
patients aged from 12 to 27 treated by intravenous injections of colloidal 
copper . The injections should he given as early as possible in doses ranging 
from 5 to 20 c.c., which should be repeated daily or every two days according 
to the severity of the general condition, and should be continued for four or 
five days after the temperature has fallen, so that the total duration of treat¬ 
ment is about ten days. 

G. Maxell 6 states that in otogenic streptococcal septicaemia the first indica¬ 
tion is to destroy the local focus of infection and then to inject Vincent's anti- 
streptococcal serum in doses of 100 to 120 c.c. for adults and 80 to 100 c.c. for 
children until at least two days after the temperature has become normal. 

References. — l Lancet, 1934, ii, 1391 ; 2 These de Paris, 1935, No. 35; z Jour. Amer. 
Med. Assoc. 1934, cii, 2170 ; 1935, eiv, 1220 ; 5 These de Paris , 1934, No. 766 ; 

mid. 1935, No. 285. 

SUBACUTE COMBINED DEGENERATION OF THE CORD. (See 
An.emia, Pernicious.) 

SUBPHRENIC ABSCESS. A. Rendle Short, M.D., F.R.C.S . 

W. A. Hailes, 1 of Melbourne, contributes a good article based on 10 personal 
cases, of which 8 recovered and 2 died. He points out that doming up of the 
diaphragm, as shown by X rays, may be a misleading sign; in one of his 
patients it was present, perhaps as a result of phrenic nerve paralysis, hut 
there was no pus under the diaphragm. He suggests that when pus has been 
found by the aspirating needle in the right posterior subphrenic space, the 
needle should be re-inserted lower down to find the lowest level of the pus, 
so that the abscess may be opened by the transthoracic route but below the 
pleural reflection if possible. The operation of drainage is best carried out 
with novocain anaesthesia ; 4 in. of rib should be resected. If necessary to 
shut off the pleura, the diaphragm must be sewn to the lateral thoracic wall, 
not to the periosteum but to the intercostal muscles. Two-stage operations 
waste valuable time. 

Reference. — 1 Austral, and N.Z. Jour. Surg. 1934, July, 3. 

SUBPHRENIC ABSCESS IN CHILDREN. 

John Fraser , Ch.M., F.R.C.S.Ed. 

The occurrence of subphrenic abscess in children is a rare event. Small 
groups of cases have been reported in literature from time to time, but the 
complication is undoubtedly infrequent, and there is considerable interest 
therefore attached to a paper on this subject by J. Ireland. 1 Six cases form 
the basis of the report, and the age of the patients ranged from 14 months to 
12 years. In every instance the subphrenic collection was secondary to a 
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pre-existing infection: in 4 instances there was a preceding acute appendicitis, 
in 1 a perforated gastric ulcer, in 1 a lobar pneumonia. The clinical course 
of the disease is very similar to that encountered in adults, and no useful purpose 
is served by a detailed account of the symptoms. The real interest of the 
question lies in the origin of the abscess. In one instance (Case 3) it appeared 
subsequent to a lobar pneumonia, and it is likely that the collection appeared 
as the result of a lymphatic extension through the diaphragm. In the second 
instance {Case 2) it appeared to be of the nature of a residual or ‘rest 5 abscess, 
the result of a general peritonitis. But in the remaining 4 eases, all of them 
secondary to appendix infections, it is probably significant that in 3 of them 
(the records of the fourth are indefinite) the appendix was not removed at 
operation because it is stated that pus was present. Now, the importance of 
the position is this—that to permit a heavily infected appendix to remain in 
situ is to incur the risk of an ascending lymphatic infection, which, extending 
by the lymphatics which He behind the caecum, may ultimately give rise to 
a'subphrenic infection. This point is not brought out in Ireland’s paper, but 
it appears to us a most significant possibility. 

The methods of treatment employed followed the well-accepted procedure. 
Three of the cases were drained through the anterior abdominal route, while 
three were drained posteriorly by the transpleural route. The author brings 
out a point of practical importance in regard to the maintenance of drainage 
over a long period of time ; in one instance it was continued for 118 days. It 
is believed that by this means the risks of recurrence are lessened. 

Reference.— 1 Surg. Gynecol, and Obst. 1934, Iix, Nov., 789. 

SWIMMING BATHS AND HEALTH. 

G. E. Oaks , M.D., M.R.C.P ., D.P.1I. 

Great improvements are taking place in the condition of public swimming 
baths. Firstly, more care is taken to prevent the introduction of dirt. The 
Lancet , discussing a number of points of interest, 1 suggests that bathers should 
not reach the undressing rooms by walking along the edge of the bath, and 
that they should have some means of cleansing the skin, and especially the 
feet, before entering the water. This can be done by making them pass on 
their way to the bath under a shower of sterilizing winter and through a trough 
filled with similar water. As some do not like cold showers, it may be advis¬ 
able to have this water warmed. The best way of cleansing the feet is by 
means of a spray which impinges on a raised platform on which the foot can 
be placed ; this is likely to clean the spaces between the toes. Having regard 
to the effect of cold water on the urinary excretion it is desirable that urinals 
should be situated on the way to the bath, and that children should be required 
to use them before going into the bath. 

The treatment of the water is the second consideration. Small baths can 
be kept in tolerable condition by simple chlorination, either with chloride of 
lime, or more conveniently with a solution of sodium hypochlorite such as 
Chloros, if care is taken to add so much as wall maintain a suitable excess of 
free chlorine. The free chlorine content should be kept up to 0-2 to 0-5 parts 
per million by daily additions. This requires daily testing of the w^ter. If 
the upper limit is not exceeded, the water is unlikely to irritate the eyes, and 
if the lower limit is not reached, sterilization is likely to be unsatisfactory. The 
water will not remain clear for prolonged periods, and must be changed before 
it becomes so turbid that the bottom of the bath at the deepest part is invisible. 
Without filtration chlorination is but a makeshift, at best only securing sterility 
of the water and effecting some economy in its use. The only satisfactory 
treatment is filtration after coagulation, followed by sterilization of the clarified 
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SYMPATHECTOMY FOR CARDIOSPASM 


(G. C. Knight) 



Operation : double subcostal incision. The left lobe of the liver has been mobilized and 
retracted to the right. The lesser omentum has been incised and the left gastric vein divided. 
The left gastric artery is divided at its origin. The portion of tissue to lie excised is included 
in the white frame. 


By kind permission of the k British Journal of Surgery' 
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water. After removing gross impurities by straining through a coarse-netted 
grid, there is added to the water as it leaves the bath a small proportion of 
a soluble aluminium salt, followed by an alkaline solution. The precipitated 
aluminium hydroxide will separate with it, either mechanically or by coagula¬ 
tion of colloids, the fine matters in suspension which cause turbidity, as well 
as those in quasi-solution, in a state removable by filtration through sand. 
The clear water which passes from the filter contains only matters in solution 
and bacteria which have not been removed by the previous processes. 

The most commonly used agent for sterilizing is chlorine, but where an 
electric supply is available the use of ozone or of ultra-violet rays is worthy of 
consideration. Ozone has been largely used on the Continent for sterilizing 
drinking-water. The residual dose can be adjusted so that there is only the 
merest smell of the gas, which is not unpleasant. Ultra-violet light can be 
used successfully to sterilize clear, well-filtered water, and is effective when 
none of the water flowing past the lamp is more than 12 in. from it and the 
exposure lasts at least four seconds. It is easy to use a much smaller working 
distance than this. 

(See also Conjunctiva, Diseases of—Swimming-bath Conjunctivitis ; 
Skin, Fungous Affections of.) 

Reference.— Lancet, 1934, i, 1363. 

SYMPATHETIC NERVOUS SYSTEM, SURGERY OF. 

Geoffrey Jefferson , M.S., F.R.C.S. 

Sympathectomy for Cardiospasm.—Cardiospasm is, of course, a diagnosis, 
and not a description, of a clearly defined organic lesion, for it is the rule that 
however severe the obstruction may have been, post-mortem never reveals 
an obstruction distal to the dilatation. Variable lengths of the lower portion 
of the oesophagus may go into spasm, the most common level being at the 
diaphragm. G. C. Knight 1 discusses the current theories of pathogenesis. 
Knight has himself shown experimentally that a portion of the oesophagus 
which passes through the diaphragm and its short intra-abdominal portion 
can function as a true intrinsic sphincter which is relaxed by the vagus and 
contracts on sympathetic stimulation. The sympathetic supply conies from 
the coeliae plexus in fibres which follow the course of the left gastric artery 
and its oesophageal branch. He has demonstrated further that excision of 
the vagal branches reproduces the X-ray and pathological clinical picture 
of achalasia of the cardia, the sphincter failing to relax. These results were 
permanent. If, however, both thoracic sympathetic chains were excised at 
the same time, no obstruction resulted. Denervation of the sympathetic 
fibres supplying the cardia resulted in a complete loss of sphincter tonus, so 
that a meal could be caused to regurgitate from the stomach into the oesophagus, 
and although some tone was recovered later there was always an abnormally 
rapid passage of a swallowed bolus into the stomach. Animals which had had 
experimental achalasia induced by vagal section were cured by a subsequent 
eoeliac sympathectomy. Knight mentions three cases operated upon by 
W. A. D. Adamson at Edinburgh and reports three cases operated upon by 
Professor G. E, Gask. The left gastric artery is excised from its origin to the 
termination of the oesophagus and gastric branches ( Plate LXVIII ), but for 
the exact teclmique the original paper must be referred to. Provided that the 
case has been correctly chosen and is a true example of nervous imbalance, 
this operation seems likely to prove the most successful yet devised for this 
troublesome condition. 

■ Denervation of the Adrenal Glands.—George Crile, 2 in a short paper, 
sets out his views on the indications for the operation of denervation of the 
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supra rentals which has been thought to have a place in the treatment of hyper¬ 
tension. hyperthyroidism, peptic ulcer, and possibly diabetes. Crile states that 
in established eases of hypertension the end-results of adrenal denervation are 
negative, but that in young subjects it may help to stabilize the condition at a 
lower level. But these results on the whole have been disappointing. For hyper¬ 
thyroidism T9 operations on the adrenal gland have been performed—11 removals, 
and 68 denervations. Crile claims improvement or cure in 100 per cent. There 
has been an average gain in weight of 20 lb. contrasted with a pre-operative 
loss of 31 lb., the reduction of metabolic rate from + 33 to 4 3, and average 
lowering of the pulse-rate from 120 to 80. The operation is not advocated 
as a substitute for thyroidectomy, but he thinks that when there is an element 
of neuro-circulatory asthenia from a recurrent hyperthyroidism, the adrenal 
should be operated upon. For peptic ulcer there have been 39 operations, 
of which 34 were denervations, with 86 per cent of cures. In a number of 
cases in which the ulcer has recurred repeatedly after local operations adrenal 
denervation has given the first real relief from symptoms, and should, there¬ 
fore, be especially useful in cases in which medical and surgical treatment 
has failed. Crile has operated on 44 cases of epilepsy and has had 60 per cent 
of improvement or cure. In a small group of diabetics he claims equally good 
results. This highly original but speculative work of Crile's opens up definite 
avenues for further research. 

G. de Takats 3 has described the technique of splanchnic nerve section in 
juvenile diabetes , the object being the denervation of the suprarenal and 
liver. The operation is advised only for insulin-resisting cases, so that it is 
necessary first to use tests for insulin sensitivity. Splanchnic nerve section 
increases sensitivity to insulin and only the resistant diabetic can derive any 
benefit from the operation. De Takats uses the supra-diaphragmatic approach 
in what amounts to a posterior mediastinotomy. The surgical convalescence 
of three patients who underwent these operations was uneventful. One of the 
three patients died later in diabetic coma, which emphasizes the importance 
of choosing the insulin-resistant patient, and he thinks that this case was an 
unsuitable choice. Only the third does he regard as being completely success¬ 
ful. The operation of splanchnic resection is believed by De Takats to be 
superior to Crile’s adrenal denervation, because the splanchnic nerves control 
a far larger area than the suprarenal fibres, and the deprivation of the liver 
of its sympathetic nerve-supplv definitely increases its storage and retaining 
capacity for glycogen. He also believes that regeneration after adrenal dener¬ 
vation occurs rapidly, whilst it can be prevented in splanchnic nerve resection. 
He puts the operation forward quite tentatively, but with a good experimental 
background, and advises it only for the juvenile diabetic. He states that it is 
superior to total thyroidectomy in producing a much greater drop in insulin 
requirements. There have been no lasting alterations of gastro-intestinal 
motility and secretion, and of blood pressure. 

References.— 1 Brit , Jour . Sura. 1935, xxxii, April, 864 : 2 Ann. of Surg . 1934, Oct., 
667 ; * Ibid . 1935, July, 22. 

SYPHILIS. Col L. IF. Harrison , D.S.O. 

F. Leonard 1 thinks that syphilis without chancre is a fact to be reckoned with 
in syphiloiogy and one which complicates the preventive work of those who have 
to trace out cases. He first presents the experimental evidence that syphilis 
without chancre occurs quite often in animals. As clinical evidence he relates 
in detail two cases in which prostitutes were under the most stringent observa¬ 
tion at very short intervals for long periods before they presented themselves 
with full secondary eruptions and positive serum reactions; in neither case 
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was there before this the slightest sign of any primary sore. In Bordeaux 
the examination of prostitutes is particularly severe, and the author sought 
for further evidence supporting his thesis in the records of these examinations. 
They showed 494 cases of syphilis, of which ail but 86 had to be discarded as 
not presenting clear evidence in one direction or another. The 86 had arrived 
at Bordeaux free from syphilis, and had therefore been under close observation 
right up to the time when they presented evidence of infection. In 14 
of them no chancre was discovered. Thus, the dictum of JEtieord, which 
was strongly supported by Fournier, 44 Syphilis always commences with a 
chancre ; there is no syphilis without chancre ”, is not supported by modern 
experience. 

S. S. Greenbaum, S. Katz, and A. Rule 2 report on the infection,mess of semen 
of patients under treatment. They quote positive findings in the semen by 
various authors. Thus Finger and Landsteiner (1906) showed the infeetiousness 
for monkeys of semen of secondary cases. Pinard found S. pallida by dark- 
ground microscopy in the semen of 1 out of 12 cases of secondary syphilis, and 
Pinard and Hock similarly in 3 out of 11 cases. Eberson and Engman success¬ 
fully inoculated rabbits with, semen in 2 out of 11 cases, and Kertesz similarly 
in one out of 4 cases. The authors obtained semen of 25 patients, and in each 
case within half an hour inoculated the specimen into the testicles of two rabbits. 
After three months’ observation the inoculated testes and the inguinal glands 
were removed, and specimens injected into fresh animals, which were observed 
for a further three months. The results of the tests (1 such in each of the 25 
cases) were negative. The results seem to indicate that possibly the somewhat 
stringent rules that are usually given respecting marriage of syphilitics might 
be relaxed. The authors suggest the method as a test of any patient who 
insists on marrying before he has had ‘adequate therapy’. 

Serum Tests. 

In 1932 E. J. Wyler 3 published a method of the Wassermann test in which 
increased amounts of serum were used and showed it to be more sensitive than 
the Sigma test. In 1933 Fairbrother 4 published a method in which the usual 
serum dilutions of 1-5, 1-15, and 1-45 were replaced by dilutions of 1-2, 1-8, 
and 1-32, and found it satisfactory. In a more recent paper R. W, Fairbrother 
and A. L. P. Peeney 5 compare this method with the Kalin and find it rather 
more sensitive. The authors conclude that their results support the recom¬ 
mendations of the International Conferences on the sero-diagnosis of syphilis 
to employ more than one method. They think that, where only one routine 
laboratory test is carried out, this should be a Wassermann, modified as 
described above. 

R. D. De La Rivi&re and Hoang Tich Try 6 have made an investigation to 
discover if drugs used in the treatment of syphilis when mixed in vitro with 
Wassermann-positive serum in the strength which would oceur in the body 
when under treatment would affect the Wassermann reaction. They found that 
the mercurial salts (cyanide, biniodide, and benzoate, 1-50,000) changed the 
reactions of 120 positive sera to negative in the following proportions of cases ; 
cyanide, 20 per cent; biniodide, 26-6 per cent; benzoate, 33*3 per cent. 
Novarsenobenzol (1-3000) added to 66 positive sera made 40*6 per cent of 
them wholly or partially negative. Bismuth (neotrepol) in a concentration 
of 1-10,000 added to 72 positive sera converted 14 of them to negative or 
partial negative, and in a concentration of 1-25,000 the effect on the same 
72 sera was conversion of 10 to partial negative, [The inference from this 
would appear to be that serum tests for syphilis should be made when there is 
little or no antisyphilitic remedy in the patient’s blood.—L. W. H.] 
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p. Bain* 7 reports on Ills experience of Chcmak’s Mood-test in which a drop 
of dried blood is used. The advantages of being able to obtain a result from 
such a specimen are obvious. The method is as follows : A drop of the patient’s 
blood is caught on a microscope slide and defibrinated by rubbing it up with 
a corner of another slide. It is then allowed to dry, and may be tested as long 
as seven days later. In the test 0*015 c.c. of a freshly prepared solution 
containing 8^5 per cent NaCl and 0*03 per cent soda are added to the drop 
of Wood and rubbed up with a comer of a slide. With the edge of a slide it 
Is gathered into a paraffin ring, 1*5 cm. across, on another slide, and to it Is then 
added 0*03 c.c. of a 1-10 dilution of original Meinicke extract for the ‘Ivlarungs 
Reaktion’. The dilution of the extract is made with the same salt solution as 
was employed for addition to the blood. The solution must be freshly prepared, 
and prior to the dilution both extract and diluent are kept in the water- 
bath at 56° C. for eight minutes. The diluted extract is kept in the bath 
for two minutes before being added to the blood mixture. After the addition 
of extract the mixture is shaken for three minutes and kept in the moist 
chamber at room temperature for half an hour. The result is read with the 
microscope {X SO). When negative the appearance is that of a fine brown 
granulation ; when positive black flakes and clumps are seen in the red brown 
fluid. In 600 specimens the agreement with the Wassermann test was 98-3 per 
cent. In 475 controls the Cheviak method gave 4 doubtful and 4 positive 
results. With 125 Wassermann-positive sera the Cheviak method gave 112 
positives, 2 doubtful, and 11 negative. 

Treatment. 

E. J. Trow, N. Black, and H. H. Elliott 8 have analysed the results of treat¬ 
ment of early cases of syphilis at the Toronto General Hospital, and in the cases 
classed as cured, i.e., as having undergone a thorough course of treatment 
followed by a year or more of observation in which clinically in blood and in 
spinal fluid no sign of relapse had appeared, they found the average amount 
of treatment that had been administered was as follows; in sero-negative 
primary eases, 6*2 grm. arsphenamine with 3*8 grm. heavy metal, and in sero¬ 
positive primary and secondary cases, 11*6 grm. of the arsenical and 1*7 grm. 
heavy metal. This is far less than is recommended by the Committee of 
Experts on Syphilis and Cognate Subjects convened by the Health Organization 
of the League of Nations. 9 This body collected from ninety-three clinics in 
five countries over 13,000 ease-records of primary and secondary syphilis, and 
after these had been analysed by Professor Martensteiu, Dresden, made the 
following recommendations :— 

“3. Treatment should be recommended as early as possible in the sero-negative 
primary stage. In this connection, the fullest possible use should be made, 
for purposes of diagnosis, of the microscopical examination of secretion from 
primary lesions, or from lymph glands. 

2. It should be emphasized that, prior to the institution of either of the 
systems of treatment outlined below, there should be an adequate physical 
examination to determine the absence or otherwise of any indication for caution 
in respect of the dosage. 

4 4 8. It is essential that, in carrying out the treatment, a strict supervision 
of the patient be exercised, especially in respect of mucous membranes, skin, 
kidneys and liver. 

“ 4, Observation, clinical and serological, after completion of treatment should 
be adequate and in any case for not less than three years, 

“ 5. Adequate examination of the spinal fluid, at least before dismissal from 
observation, is essential. 
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“ 6. The principles to be followed in carrying out the actual treatment should 
be as follows : (a) To employ a comparatively heavy individual dosage of the 
arsenobenzene and of the bismuth or mercurial compounds, the doses being 
administered in comparatively rapid succession, especially at the commence¬ 
ment. (b) To maintain a persistent attack on the disease, avoiding intervals 
of such length as to afford the parasite an opportunity of recovering, (c) To 
administer approximately as much treatment to primary as to secondary 
cases. 

7. The material does not enable a clear decision to be made as to the relative 
merits of intermittent treatment, with courses of injections in rapid succession 
separated by rest intervals of some weeks, and continuous treatment, or between 
the simultaneous employment of both arsenical and'bismuth or mercury and 
the system in which bismuth and mercury are withheld until a number of 
arsenical injections have been administered. 

“ Nevertheless it seems practicable from the results of the analysis and from 
the personal experience of the experts to formulate a system of intermittent 
treatment and one of continuous treatment either of which can be expected 
to yield satisfactory results in ordinary eases of early syphilis. 

“ It seems possible that the intermittent treatment which is suggested below 
may in effect be continuous, or practically continuous, treatment ow T ing to 
the continued absorption of bismuth from the sites of the injection for some 
weeks after any temporary suspension of the treatment.” 

The plan of intermittent treatment suggested for adult males in whom there 
is no contra-indication consists of a number of courses of injections with an 
interval of three to five weeks between any tw r o courses. Each course consists 
of 8 injections of 0-6 to 0-75 grm. ‘914’ or 0-4 to 0-5 grin. ‘606’ at weekly 
intervals, concurrently with 8 injections of an insoluble compound of bismuth, 
in a dose that is calculated to contain 0*20 to 0-24 grm. metallic bismuth, and 
then 2 more injections of bismuth, making a total of 8 arsenical and 10 bismuth 
injections in nine weeks. The recommended number of such courses is four 
in cases found to be negative at the end of the first, while in cases not negative 
by that time the number of courses should be three after that course which 
ends with negative reactions. The alternative plan of alternating continuous 
treatment suggested by the Committee of Experts follows closely that recom¬ 
mended by the Co-operative Clinical Group in the U.S.A. ( see below ) after 
their extensive analysis of their pooled records. It provides for sixty-nine 
weeks of practically continuous treatment. This starts with three doses of 
of 0-3 to 0*0 grm. ‘600’ (or equivalent in ‘914’) during the first ten days ; and 
then the following in succession, the injections being given at weekly intervals r 

5 X 0*4 grm., 4 G06’ ; 4 x 0*2 grm., Bi metal (in the form of the salicylate) ; 

6 X 0*4 grm. ‘006’ ; 6 X 0*2 grm. Bi; 6 X 0*4 grm. ‘606 5 ; 8 Bi ; 6 x 0*4 grm. 
‘606’ ; 10 Bi; 6 x 0*4 grm. ‘606’ ; 10 Bi, Alternatively three courses of 10 
to 12 arsenical injections may be given alternating with courses of heavy metal 
(Bi or Hg). In this case each course of heavy metal is to begin two to four 
injections before the end of the arsenical course, continue through the interval 
between the arsenical courses, and on into the next one. This alternative plan 
of arranging an overlap of heavy metal is a concession to those who believe 
that to begin treatment of an early case of syphilis with arsenic alone conduces 
to the development of neurosyphilis. 

J. H. Stokes, with Lida J. Usilton, H. N. Cole, J. E. Moore, P. A. O‘Leary, 
U. J. Wile, T. Parran, jnr. and J. McMullen, 10 who constituted the Co-operative 
Clinical Group referred to above as having influenced strongly the formulation 
of the League of Nations Committee’s plan of continuous treatment, have pub¬ 
lished an article entitled, “ What Treatment in Early Syphilis Accomplishes**. 
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It is divided into three sections as follows : (1) Relapse and curative results ; 

12) Optimum treatment ; and (8) Comparison of Bruusgaard’s work and the 
3- to 20-year results of the Co-operative Clinical Group. It is based on elaborate 
analyses" of treatment results obtained in five syphilis clinics in U.S.A. It 
deserves special study in the original, particularly as it is difficult to summarize 
its thirty pages here. 

In the first section the authors discuss the results in the 1360 cases of their 
material that were observed and treated for two years or longer. The treat- 
meat system which afforded the best results in their hands, the continuous, 
gave 84-6 per cent satisfactory results in sero-negative primary syphilis and 
81-5 per cent in fully developed secondary, but only 64-3 per cent in sero¬ 
positive primary ; this stage also afforded the highest incidence of mucocutaneous 
relapse. The authors discuss the reasons for these differences in results. They 
suggest that: (1) In sero-negative primary syphilis the spirochsetes are not 
intrenched and therefore the spirochseticidal action of the drugs gets full play. 

(2) In secondary syphilis the treatment is helped by antibody developed in 
consequence of interaction between spirochsetes and muco-cutaneous tissues. 

(3) In sero-positive primary syphilis the spirochsetes are entrenched and there 
has not been sufficient time for the development of antibody. The lesson is 
that sero-positive primary cases require particularly well-sustained treatment. 

In the second paper are discussed the amounts of treatment which afforded 
the highest proportion of satisfactory results. The results with varying amounts 
of treatment are shown in a number of tables which, with the authors’ conclusions, 
afford the reasons for their recommendations for treatment. These are embodied 
in the plan of alternating continuous treatment published by the League of 
Nations Committee of Experts, which was summarized above. 

In the third paper the authors’ results in treated cases are compared with 
those shown in Bruusgaard’s 11 well-known analysis of Caesar Boeck’s series of 
untreated cases. Again, one must advise a study of the authors’ paper in the 
original since it is possible here to give only their summary as follows :— 

“ 1. A comparison is made of 907 cases of treated early syphilis (Co-operative 
Clinical Group) with 145 cases of untreated early syphilis (Bruusgaard series) 
observed from 3 to 10 and 10 to 20 years. 

46 2. Clinical neuro-syphilis is from 2 to 4 times as frequent in the untreated 
as in the treated cases. 

44 3. The frequency of bone and skin lesions in untreated cases is 17 to 26 
times as great as in treated cases. 

“ 4. Treatment renders 77 per cent to 63 per cent of patients symptom-free 
and Wassermann-negative in the 3- to 20-year observation period, as compared 
with 24 per cent to 36 per cent without treatment. 

44 5. Even sero-negative treated patients will present 1-5 per cent to 1*2 per 
cent abnormal spinal fluids after 3 to 20 years. 

44 6. Adequate treatment by an effective technique gives 96 per cent symptom- 
free patients with positive or negative blood-tests after 3 to 10 years, while no 
treatment gives 61 per cent. 

44 7. In the 10- to 20-vear observation period, the same treatment gives 
74 per cent; no treatment, 50 per cent. 

44 8. Complications develop largely in irregularly treated patients. The 
proportion of abnormal spinal fluids in such patients, otherwise negative, may 
reach 4*5 per cent in the 3- to 10-year period. 

44 9. While the relative benignity of many aspects of untreated syphilis is 
conceded, the results summarized in Items 4 and 6 fully justify adequate and 
systematic modern treatment for early syphilis.” 

A. Tzanck, J. Pautrat, and E. Sidi , 12 working in a clinic dealing with a very 
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large turnover of cases of syphilis, have tried to discover the factors making 
for success in reversing serum reactions, as also those responsible for failure. 
For the purpose they have studied 32 cases in which persistent treatment 
for four years failed to reverse the reactions and 15 similar failures after three 
years treatment. They find that the cases comprised patients treated insuffi¬ 
ciently or not at all in the early stages and patients in whom the disease was 
discovered accidentally—that is to say, much too late. In no case treated 
regularly from the beginning w T as the serum reaction found to be resistant. In 
other words, it is not so much the variety of treatment as its earliness and 
regularity which matters. 

C. C. Dennie and W. L. McBride, 13 in a paper on the treatment of resistant 
somatic syphilis, hold that the resistance to treatment is due to failure of the 
defence mechanism, the reticulo-endoth elial system, to respond. The defect 
may be remedied by stimulating the defence with malaria, heat therapy, or 
typhoid vaccine, of which malaria is the best. They give examples, including 
fourteen cases of interstitial keratitis, in which malarial treatment caused the 
acute symptoms to vanish in from four to eight weeks. 

H. Gougerot, 14 in an article of great length, argues that skin reactions play a 
large part in the body’s resistance to S. pallida. He quotes R. Bernard’s 
evidence to the effect that patients treated for the first time when they have 
reached the secondary stage suffer much less from neurosypliilis than do those 
treated in the primary stage. He adds to this the frequent reversal of the 
serum reactions after an arsenical dermatitis, though he is careful to say that 
this apparently beneficial effect should not he exaggerated into evidence of 
cure. Similarly in persons who are subject to dermatoses of various types, 
whether chemical or from parasites, syphilis often runs a mild course, and the 
supervention of such a dermatosis may influence for the better a neurosypliilis ; 
of this the author gives a number of examples. For this reason the author 
suggests that antisyphilitic drugs may well be supplemented by measures 
designed to make the skin react; e.g., sulphur inunctions, vesicants such as 
turpentine, mercurial inunction, radiant heat, and ultra-violet radiations. He 
points out that in Europe syphilis of the sixteenth century was mainly external 
and really mild, being responsive to treatment, but has gradually become 
internal and more resistant. Syphilis of the Northern African remains 
Columban and free from nerve complications. He discusses the reasons, and 
suggests that the type has remained as when first introduced into Northern 
Africa because of: (1) The dirty condition of their skins, with numerous 
traumas, infections, and animal parasites ; (2) Insolation of the skin ; and 
(3) Lack of specific treatment, leaving the skin with full opportunity to develop 
the defensive forces which result from interaction between it and S. pallida. 
The author concludes that the moral is to treat thoroughly and to supplement 
the specific action of drugs by measures, as mentioned above, designed to stir 
up inflammatory reactions in the skin. 

Pyrogenic Treatment.—The effect of mechanically produced hyperpyrexia 
on early syphilis has been studied by N. N. Epstein and M. Cohen. 15 The method 
employed eventually was to enclose the body and limbs in several blankets 
and a rubber sheet. [For details of the technique the original article should 
be consulted. For other methods of inducing hyperpyrexia, see Gonorrhoea.— 
L. W. H.] During the treatment close observation of the patient was main¬ 
tained ; the temperature was taken every half hour and not allowed to go 
over 104*9° F. This temperature was maintained for six to seven hours. The 
patient was made to drink 160 c.c. of hot lemonade containing 0*6 per cent 
sodium chloride every half hour, and sedatives were given in the event of rest¬ 
lessness. Treatments were repeated every three or four days. In 33 patients 
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with early syphilitic lesions in the serum of which S, pallida was demonstrated 
before the treatment, 10 showed no S. pallida immediately after the first treat¬ 
ment, and In 9 more they could not be found in the lesion juice by the time 
of the second sitting. In 7 further cases no S. pallida was found after the 
second sitting, and in 2 there were none after the third and fourth treatments. 
The clinical effects corresponded with those on S. pallida , and generally the 
results confirmed the evidence of experiments on animals that temperatures 
that can be tolerated by human beings are sufficiently damaging to S. pallida 
to suggest that hyperpyrexia produced by physical agencies can be a valuable 
adjuvant to chemotherapy in the treatment of syphilis. 

A. M. Culler, Miami Valley Hospital, Dayton, 16 reports excellent effects of 
artificial fever in 58 patients with various manifestations of ocular syphilis. 
The fever was produced by a Kettering hypertherm (see Gonorrhoea) and 
maintained for five hours at 105° F. in each of ten weekly sessions. Concurrently 
with this treatment thirty injections of bismarsen were given. Most of the 
eases had not responded to ordinary antisyphilitic treatment. The cases and 
results were as follows : Four extra-ocular paralysis, no evidence of superiority 
in the method. Eleven interstitial keratitis, results very good, especially in 
those with an opaque central disc. Ten exudative uveitis, prompt clinical 
improvement after the first or second sitting, results so good as to make this 
the treatment of choice. Fourteen optic neuritis and neuro-retinitis, rapid 
and good response. Seven choroiditis, good central vision in all but one. 
Sixteen optic atrophy, unchanged. The results generally show that in 
syphilitic exudative ocular disease fever combined with specific remedies ought 
to be instituted as soon as possible. W. M. Simpson, of the same hospital and 
at the same conference, reported on the treatment to completion of 132 patients 
with other forms of syphilis. The method was the same as in Culler’s series. 
As a consequence of its good effects the author believes that fever therapy in 
conjunction with specific ought to start as early as possible, since the evidence 
appears to be that it enhances the action of the ehemo-therapeutic agents, 
and, in view of the well-known fact that a large proportion of patients do not 
persevere with treatment, it is important to take the utmost possible advantage 
of the opportunities for curing the disease when the patient does attend. 

Bismuth Treatment.—A. Sezary, A. Barb6, and Lackenbacher 17 have 
examined again the question of the penetration of bismuth into the cerebro¬ 
spinal fluid. They thought that Sezary, Barbe, and Pomaret had long ago 
definitely disproved this, but recently Hanzlik and colleagues (see Medical 
Annual, 1933, p. 468) had reported experiments purporting to show that, 
when bismuth is given in the anionic form, it can be detected in the spinal 
fluid. Sezary and colleagues have tested this statement by experiments with 
an iodide of bismuth, and conclude that, when the chemical method employed 
is faultless, bismuth is not found in the spinal fluid. 

Administration of Iodides.—W. R. Snodgrass 18 has carried out a number 
of very interesting observations on the effects of the iodides of sodium and of 
potassium administered in different ways in 1750 cases. Study of his article 
in the original is strongly recommended, for only broad conclusions can be 
given here. His observations support the generally held view 7 that iodides 
have no directly spirochaeticidal effect, but stimulate resolution of syphilitic 
lesions. With regard to intolerance of iodides given by the oral route, iodism 
occurred in 12 per cent of cases on an initial dose of 5 gr. or less, in about 7| per 
cent when the initial dose was 10 to 30 gr., and in less than 1 per cent when the 
dose w r a$ higher. It could usually be stopped by increasing the dose to 30 gr., 
but the surest method was to give from 60 to 90 gr. sodium iodide by the intra¬ 
venous route, telling the patient to continue with the oral mixture. The 
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least digestive disturbance occurred when the remedy was administered imme¬ 
diately before meals in plenty of water. The taste was best disguised by adding 
the solution to half a tumblerful of milk. With regard to dosage, the experiments 
support the recommendations of William Wallace, the Dublin surgeon who in 
1832-6 first established the systematic use of potassium iodide in late syphilis. 
Wallace recommended 15 to 30 gr. of potassium iodide thrice daily, and generally 
Snodgrass found no additional benefit from higher doses ; in fact, since the 
effect of 15 gr. thrice daily was usually equal to that of double this amount, 
the smaller dose seemed to him to be advantageous for routine use. A dose 
as small as W gr. was found to have a definite, though slow, resolving effect. 
Repetition of the dose three times a day was found to be better than a single 
daily dose. The interpolation of a single large dose (90 to 240 gr.) of potassium 
iodide by mouth or, perhaps more conveniently sometimes, one of 60 to 120 gr. 
sodium iodide (in 10 per cent solution) intravenously temporarily accelerated 
the rate of resolution. It is suggested, therefore, that in eases where resolution 
is unduly slow the. administration of 15 gr. potassium iodide thrice daily by 
mouth might well be supplemented by a weekly intravenous injection of 60, 90, 
or 120 gr. sodium iodide. 

Prevention and Treatment of Toxic Effects of Arsenofoenzene Pre¬ 
parations.—H. Orr, 19 in an article on various toxic effects of the arsphenamines, 
mentions the following. The nitritoid crisis , with symptoms similar to those 
produced by administration of amyl nitrite, is best treated by subcutaneous 
injection of 1 c.c. of adrenalin. In many cases it can be prevented by giving 
20 to 30 min. of sp. ammon. arom. in a little water five minutes before the 
injection and by making this very slowly. [A simple method of preventing 
a nitritoid crisis, which works well in most cases, is to leave the tourniquet on 
the upper arm and inject slowly, alternately injecting 2 c.c. solution and drawing 
into the syringe 1 c.c. blood.—L. W. H.] Medical shock is much rarer than the 
nitritoid crisis. It is due to capillary paralysis, and adrenalin is useless for it. 
The pulse becomes imperceptible, and the signs of collapse are alarming ; the 
condition calls for intravenous saline to at least a litre. For dermatitis he 
recommends, besides intravenous injection of 10 to 20 c.e. of a 10 per cent solu¬ 
tion of sodium thiosulphate (or 5 c.c. of a 10 per cent solution of calcium thio¬ 
sulphate), milk and soft foods, and a daily starch bath (2 lb. in 30 gallons of 
water) followed by dusting with talc, or by application of olive oil if there is 
much desquamation. For encephalitis he quotes the recommendation of 
Schamberg and Wright as follows : bed; spinal puncture, withdrawing 50 c.c. 
liuid; venesection, withdrawing 60 to 100 c.c. blood; thorough purging; 
large doses of bicarbonate of soda ; injection of adrenalin in 5-min. doses every 
four hours by day ; inhalation of oxygen, as there is reason to believe there 
is an anoxaemia of the brain. M. A. Glaser, C. P. and S. W. Imerman, 20 
in a review of 158 cases of this complication (155 in the literature and 3 of 
their own), gave treatment as follows in two of their cases which recovered. 
First case : intravenous injection of 10 c.c. of 10 per cent sodium thiosulphate 
and of 50 c.c. of 50 per cent glucose three times a day ; normal saline hypo- 
dermoclysis ; 1 per cent glucose per rectum ; and three lumbar punctures. 
Recovery began six days after onset of the complication. Second case (which 
was not so severe as the first) : limitation of fluids and intravenous injection 
of 50 c.c. glucose (50 per cent), and of sodium thiosulphate every three hours, 
[This complication is fortunately rare, but the fact that it is very fatal and 
that probably earliness of intervention is an important factor in preventing 
death suggest that everyone who uses any of the arsphenamine remedies ought 
to have the directions and means for its treatment readily available. Whilst 
agreeing generally with Schamberg and Wright’s recommendations given above. 
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and adding to these the Intravenous injection of glucose, I would be inclined 
to draw off much more blood, say 300 c.c.—L. W. H.] In the three main toxic 
effects on the bone-marrow Orr suggests, for thrombocytopenia , no treatment 
necessary ; for agranulocytosis , administration of pentose nucleotide K 96 (made 
by Smith, Kline and French Laboratories, Philadelphia*), and of large doses of 
bone-marrow *, and for aplastic anaemia, these plus repeated blood transfusions. 

J. Benech 21 suggests for the prevention of toxic effects that the arsenobenzene 
compound should be dissolved in a solution of the amino acid, glycocoll. This 
he keeps already prepared in ampoules containing 5 c.c. of a 4 per cent solution. 
Usually one ampoule is sufficient, but when higher doses of ‘914’ are given, e.g., 
0*75 grm., it may be necessary to use two. He reports a number of cases in 
support of his recommendation. This is based on an article by Rebaudi 22 in 
which he showed that the amino acids are detoxicating. 

Prevention of Headache following Lumbar Puncture.—Examination 
of the cerebrospinal fluid is essential in the management of syphilis, and the 
prevention of headache following it is particularly important to all syphilologists. 
The investigations of numerous workers point strongly to leakage of spinal 
fluid through the puncture opening as the cause of the headache, and the 
inference is that the finer the needle which passes through the arachnoid the 
less likely the headache. This has been shown to be true by various comparisons 
of the incidence of headache in parallel series of cases in one of which a fine 
needle was used and in the other a stout one. H. W. Allen 23 provides further 
evidence to the same effect. He used a Dattner’s modification of Hoyt’s needle. 
In this a very fine inner needle is carried inside an outer one, and when the 
dura mater is reached the inner needle can be pushed on through it and the 
arachnoid into the canal. Naturally with such an arrangement it sometimes 
happens that the outer needle is pushed too far and punctures the arachnoid, 
so that in a series some of the punctures will be with a stout needle, and most, 
it is hoped, with a fine one. In Allen’s series of 127 punctures II were made 
with the stouter needle and 6 had headache (5 severe), while of 116 in which 
only the fine needle entered the canal, 18 had some headache but this was severe 
in only 2 of them. (See also Cerebrospinal Fluid — Lumbar Puncture 
Headache.) 

References .-- l Jour. Med. de Bordeaux , 1935, oxii, 433; *Amer. Jour . Syph. and 
Neurol. 1935, xix, 210; 3 Ministry of Health Special Report , No. 67; 4 Lancet , 1933, 
u. Sept. 9, 590 ; 5 Ibid. 193 L ii. Sept. 29, 701 ; *Comptes rend. Soc. de Biol . 1935, cxviii, 
1270 : 7 Deut . med Woch. 1934, ix, 94 ; *Ca>iad. Pub. Health Jour. 1934, xxv, 422 ; 
Committee of Experts on Syphilis and Cognate Subjects convened by the Health 
Organization of the League of Nations, Lancet, 1935, i, May 18, 1170, Brit. Jour. Ven. 
Bis. 1935, xl, 63; 10 Amer. Jour. Med. Sci. 1934, clxxxviii, 660, 669, 678; “Arch. f. 
Dermatol, u. Syph. 1929, elvii, 309 ; “Bull. Soc. med. Hop. de Paris , 1934, Oct. 29, 1322 ; 
l *Arch. Dermatol . and Syph . 1934, xxx, 1 ; '“Bruxelles-med. 1934, xiv, 1396, 3 444, 1463 ; 
H Jour . Amer. Med. Assoc. 1935, civ, March 16, 883 ; 10 Fifth Annual Fever Conference, 
Dayton, Ohio, May 1935, 105 ; “Bull. Soc. med. Hop. de Paris , 1934, Nov. 5, 1369 * 
“Quart. Jour Med. 1935, iv, July, 247 ; “Canad. Med. Assoc. Jour. 1935, xxxii, Jan., 19 ; 
^Amer. Jour Med. Sci. 1935, clxxxix, 64 ; Presse med. 1935, xliii, Feb. 20, 283 ; **Ann> 
des Malad. vener . 1934, July, 481, ref. Benech ; ™Brit. Med. Jour. 1934, ii, 349. 

SYPHILIS, INHERITED. Reginald Miller, M.D., F.R.C.P. 

J. A. Nixon, 1 writing on the recognition of inherited syphilis in children, 
says that it was hoped that with the establishment of V. D. Clinics there would 
be a decrease in the incidence of inherited syphilis, but that no figures are 
available to determine if there has been any diminution at all. He lays stress 
on the diagnostic value of Diday’s law of the gradual decrease in the foetieidal 


* Obtainable from Menley & James Ltd., 64, Hatton Garden, London, E.C.l. 
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action of the syphilitic poison. A series of miscarriages, all at about the same 
stage of pregnancy, is not to be regarded as suggestive of syphilitic infection. 
In this disease the maternal history should be a sequence of (1) abortions, 

(2) still-births, (3) heredo-syphilitic children, and (4) healthy children. The 
Wassermann reaction of the blood is not necessarily to be relied upon if negative. 
Only in cases of massive infection can one count on a positive result, and even 
in this case it does not become positive until the third week of life. In early 
cases of muco-cutaneous or gummatous lesions the reaction is positive in 100 
per cent of cases. Even without treatment the reaction in time tends to show 
fewer positives, and above the age of 16 the proportion of positives may be 
only 5 per cent. In the latent and dystrophic forms of inherited syphilis the 
reaction is often negative throughout. 

Nixon gives the following signs as those by which in his opinion inherited 
syphilis may be recognized with certainty : (1) At birth or in very early infancy, 
pemphigus of the palms and soles, and the coryza or snuffles, are unmis¬ 
takable signs. (2) Splenomegaly if chronic before the age of three months. 

(3) Mueo-eutaneous syphilides, especially on the face and outer side of thighs. 

(4) Gumma of the umbilicus; chronic orchitis. (5) Pseudo-paralyses of 
Parrot; osteochondritis. (6) Irido-cyclitis ; pigmentary retinochoroiditis (not 
retinitis pigmentosa). (7) In later childhood Hutchinson’s triad : deafness, 
interstitial keratitis, and the characteristic teeth. (8) Sunken bridge of nose ; 
perforation of palate. (9) Juvenile tabes and G.P.I. (10) Periostitis of the tibia 
and ‘hot-cross-bun’ skull. (11) Old scars. (12) Positive Wassermann reaction 
in blood or cerebrospinal fluid, cytology and chemistry of cerebrospinal fluid. 

Glutton’s Joints.—The symmetrical serous synovitis found in inherited 
syphilis, and usually alluded to under the name of 4 Clutton’s joints’, remains 
a curious and interesting manifestation of the disease. Although such lesions 
had been described earlier, they were first fully described in 1886 by Clutton, 
who wrote : “ I have never seen both knee-joints filled with fluid causing 
scarcely any pain or discomfort, whilst the other joints remain quite free of any 
signs of inflammation, except in cases where there were complete evidences 
either past or present of hereditary syphilis”. 

J. Kiauder and PI. F. Robertson, 2 in a series of 363 congenital syphilitics, 
found that 63 had Clutton’s joints and that in every case the knee was involved, 
though in two patients there was concomitant inflammation of the elbow. As 
seen in the knees, swelling is the chief, almost the only, symptom. There may 
be slight discomfort on walking, but even this is exceptional, and in most cases 
pain is entirely absent. The movement of the knees may be slightly limited 
by the excess of fluid present in the joints, but there are no ordinary signs of 
inflammation such as heat, redness, or tenderness. The majority of patients 
with this complaint are between the ages of 8 and 15 years. There is a close 
association between Clutton’s joints and interstitial keratitis, and therefore 
with Hutchinson’s teeth. This triad is more commonly seen than keratitis, 
notched teeth, and deafness (Hutchinsonian triad). 

Without treatment it is supposed that Clutton’s joints remain affected for 
months or years. They react to antisyphilitic treatment in much the same 
way as does interstitial keratitis. Authorities differ in their views as to the 
success of treatment, but there seems little doubt that the course of the com¬ 
plaint is definitely modified by antisyphilitic treatment, although quick cures 
are exceptional. 

References.— 1 Clinical Jour . 1934, lxiii, 397; 2 Jour, Amer. Med, Assoc., 1934, 
ciii, 236. 
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TESTIS, SURGERY OP. Hamilton Bailey, F.R.C.S. 

The Endocrine Treatment of Maldescent of the Testis.— It has been 
proved that the descent of the testis is influenced profoundly by a hormone 
isolated from the urine of the pregnant female. T. Engle 1 , in his studies of the 
anterior- pituitary-like hormone of pregnancy urine, injected this into immature 
male apes. The testes doubled in size and descended. Conversely, E. Hisaw 
(quoted by H. Burrows 2 ) found that the administration of any ovarian extract 
to male pocket-gophers during the breeding season caused the testes to return 
to the abdomen. 

The endocrine treatment of maldescent of the testis shows some promise. 
At least it should eradicate arguments in favour of the policy of waiting- 
waiting until it is too late to perform a successful orchidopexy. If maldescended 
testes do not descend under endocrine treatment, it is inconceivable that they 
will do so by waiting longer. A. W. Spence and E. F. Scowen 3 injected 500 
rat-units of prcgnyl (Organon)* intramuscularly into each of eleven boys between 
4} years and puberty. In successful cases the descent of the testes took place 
in periods varying from two to eleven weeks. In two out of five patients with 
bilateral maldescent both testes descended. In two others the organ came 
down on one side. In half the unilateral cases descent occurred as a result 
of the injections. 

Tuberculosis of the Epididymis.—Tuberculosis of the epididymis begins 
more commonly in the globus minor than in the globus major. The tubercle 
bacillus reaches the epididymis through the lymphatics, perhaps also by way 
of the vas deferens, but not often through the blood-stream. The testicle 
itself is involved but rarely until late, so castration is seldom necessary. In 
the majority of cases where the seminal vesicles are involved this is the 
primary focus. H. H. Young supports Kocher’s assertion that an operation 
on genital tuberculosis is indicated even though the lungs are involved. If 
the genital focus is eliminated there is a better chance of arresting the advance 
of the pulmonary lesion. 

H. H. Young, 4 in a follow-up of fifty cases of radical removal of the seminal 
tract for genital tuberculosis, by which is meant the epididymis, vas, seminal 
vesicles, and common ejaculatory duct, en bloc , finds that his results were 
superior to those where more conservative measures were employed. 

A. B. Cecil 5 has found epididymectomy an extremely satisfactory operation 
in certain cases of testiculaT tuberculosis. He considers that the poor reports 
of the operation in the hands of some operators is due to imperfect technique. 
His well-thought-out operation is as follows. After the epididymis has been 
dissected free it is still attached to the vas. The testicle and the epididymis 
are each wrapped up in saline-soaked swabs. The vas is then divided, and 
after the cut surfaces have been cauterized the vas is pulled up and out of the 
minute puncture wound in the groin. It is then left attached to a hiemostat. 
The scrotum is closed by interrupted stitches and supported. In about eight 
days the vas comes away at the skin level, much as an umbilical cord shrivels 
and dies. 

Ultra-violet rays have given promising results in cases of urogenital tuber¬ 
culosis. In tuberculous epididymo-orchitis the treatment is begun gradually, 
depending on the skin reaction. Short exposures of 7 or 8 minutes at 12 to 
15 in. have worked well (S. L. Wang 6 ). 

Cysts of the Epididymis. —Cysts of the epididymis are seldom unilocular. 
Typical advanced examples show the body of the testis surrounded by a helmet¬ 
shaped aggregation of cysts. No normal epididymis remains. Cysts of the 
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epididymis are by no means uncommon, and at the Salford Royal Hospital 
E, D. McCrea 7 reports that the ratio was one cyst of the epididymis to five 
vaginal hydroceles. The disease is often bilateral and is quite unusual before 
the age of 40. The fluid contained in the cysts always lacks the yellow tinge 
of hydrocele fluid. It is often crystal clear, but occasionally milky, and contains 
spermatozoa. The most likely explanation of the occurrence of the cysts is 
obstruction to the more distal portion of the sperm-conducting mechanism. 
In support of this theory, ligation of the vas sometimes [very seldom—H. B.] 
produces cystic degeneration of the epididymis. 

Treatment.— Partial excision of the cyst wall does not prevent cystic 
dilatation of the remainder of the epididymis, and McCrea is inclined to think 
that the best treatment in many cases is epididymectomy. 

Differential Diagnosis of Torsion of the Spermatic Cord and 
Epididymo-orchitis.—It is often difficult to differentiate between torsion of a 
fully descended testis of some hours’ standing and acute epididymo-orehitis. In 
both conditions there is redness of the scrotum, and even in cases of torsion 
there is a moderate elevation of temperature. D. T. Prehn 8 has found that in 
eases of acute epididymo-orehitis elevation and supporting the testis by a 
bandage invariably relieves the pain within an hour. If the ease is one of 
torsion, the pain is increased by this measure. 

Spontaneous Thrombosis of the Pampiniform Plexus.—D. McGavin 9 
reports two cases of spontaneous thrombosis of the left pampiniform plexus. 
The condition is difficult to diagnose. In the acute stage acute epididymo- 
orehitis or torsion of the spermatic cord will probably enter the differential 
diagnosis. After the acute symptoms have subsided the thrombosed mass is 
mistaken easily for tuberculous epididymitis or a new growth of the epididymis. 

Neoplasms of the Testis.—As is well well-known, nearly all tumours of 
the testis are malignant. A. U. Desjardins et al. 10 endeavour to correct an 
impression that these tumours are particularly 
rare and of little importance to the practitioner. 

Between 1920 and 1929 no fewer than 155 cases 
of testicular neoplasm were seen at the Mayo 
Clinic. At the present time a correct diagnosis is 
unusual until the condition is far advanced. 

Clinical Features .—The age incidence of the 
condition is depicted in Fig. 66. The first 
symptom is an increase in the size of the testes. 

There is no pain until the growth has been 
present for many months. The tumour can be 
moved within the scrotum, and usually ean be 
squeezed gently without pain. Not infrequently 
a hydrocele or htematocele masks the underlying 
swelling, requiring withdrawal of the fluid before 
the testis can be palpated properly. Blood¬ 
stained fluid in the tunica vaginalis indicates 
that the growth has invaded the epididymis. 

Only too often the diagnosis is not made before 
secondary growths are manifest. The differential 
diagnosis of testicular swellings is notoriously difficult, and uncertainty as to 
the nature of the swelling has resulted in loss of valuable time before the 
institution of proper treatment. 

The Hormone Test for Malignant Testis .—The majority of tumours of the 
testis are embryonal, and urine from these patients, when injected into 
immature female mice, produces gross enlargement of the uterine horns and/or 
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Fig . 06.—Age incidence of 
neoplasms of the testis. 

{After A. V. Desjardins , 7. 
5. Counseller , and C. Gjanturco. 
From the ‘American Journal 
of Surgery '.) 
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ripening of the ovarian follicles {Fig. 6!). The presence of such a hormone 
in the "urine is strong confirmatory evidence of testicular malignancy. The 
effect of irradiation upon the amount of hormone, as determined by quantitative 



Pin, 67.—The hormone test for malignant testis. A, Uterus, tubes, and ovaries of an 
mmature female rat; B, After live subcutaneous injections of mine from a subject suffering 
from testicular teratoma. Rat killed 100 hours after first injection. (After Human caul 
Powell. Re-drawn from the ‘American Journal of Surgery ’.) ! 


estimation, gives a good indication of radio-sensitivity—that is, whether or 
not the patient would benefit by deep X-ray therapy. The re-appearance 
of a positive hormone test in a patient who has been treated for a malignant 
testis will foretell that secondary growths are forming before they are manifest 

clinically (Hinman and Powell 11 ). 

The hydrocele fluid of a patient 
with a tumour of the testis contains 
relatively more of the hormone than 
the patient’s urine. 

Malignant disease of the testicle 
usually begins and is confined to the 
body of the organ. Occasionally it 
begins in the epididymis, and natur¬ 
ally, when it does so the diagnosis 
is nearly always confused with tuber¬ 
culosis. C. A. Coleman, J. A. Mackie, 
and W. M. Simpson 12 report a case 
of primary carcinoma of the epidi¬ 
dymis and they collected 21 other 
examples. J. P. Robertson and 
J. B. Gilbert 33 describe tuberculous 
and malignant disease in the same 
testicle, and have collected similar 
eases from the literature. 

D. W. Mackenzie and N. Ratner 14 
found that of 64 testicular tumours 
12-2 per cent occurred in maldeseen- 
ded testes. When one considers that 
maldescended testis occurred only in 3-1 per 1000 males examined for the 
U.S. Army there seems little doubt that malignancy occurs more frequently 
in the maldescended organ. 

The Spread of Metastases. —The main path is via the lymphatics accompanying 



Fig. 6S.—Distribution of glandular metastases 
in teratoma of the testis. 

( R. 8. Ferguson's statistics.) 
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the spermatic artery to the retroperitoneal glands above the level of the 
umbilicus. Secondary growths in this situation sometimes attain immense size 
and obstruct the ureters or the intestine (D. N. Eisendrath and H. C. Rolnick 15 ). 
From here lymphatic drainage is towards the mediastinum and the supra¬ 
clavicular fossa (Fig. 68). Involvement of the inguinal nodes is rare. Sometimes 
early pulmonary metastases occur by way of the veins. A radiograph of the 
chest, therefore, should not be omitted. 

Staining Human Spermatozoa.—W. W. Williams et a!. 16 have evolved 
a simple and efficient method of staining spermatozoa. It can be carried out 
in the consulting-room. When a specimen of semen has to be kept for staining 
purposes a small crystal of thymol added to the fluid semen will preserve it for 
several .weeks without recognizable morphological changes in the spermatozoa 
resulting. 

Details of the Technique. —(1) Cover a film with 0-25 per cent aqueous solution 
of crystal gentian violet for three minutes ; (2) Wash with water ; (3) Decolorize 
with 95 per cent alcohol for a minute ; (4) Wash with distilled water; (5) 
Counterstain with 1 per cent aqueous solution of rose bengal for eight seconds ; 
(6) Wash with water and examine under the microscope. The crystal violet 
colours the nucleus pale blue. The rose bengal causes the protoplasm about 
the nucleus to stain a reddish colour. The middle piece and the tail are stained 
faintly. 

References. — 1 Endocrinology, 1932, xvi, 506 ; *Brit. Jour. Surg. 1934, xxi, 507 ; 
3 Lancet , 1934, ii, 1236 ; 4 Jour. Amer. Med. Assoc. 1935, eiv, 722 ; b Jour. of Urol. 1935, 
xxxiii, 160 ; * Jour. Amer. Med. Assoc. 1935, civ, 720 ; 1 Brit. Jour. Urol. 1935, vii, 152 ; 
*Jour. of Urol. 1934, xxxii, 191; 9 Lancet, 1935, ii, 368; 10 A mer. Jour. Surg. 1935, 
xxvii, 71; 11 Trans. Amer. Genito-Urin. Surgeons, 1934, xxvii, 366 ; 1!1 Surg. Gynecol, and 
Obst. 1932, lv, 111 ; lz Jour. of Urol. 1934, xxxii, 291 ; li Ibid. 359; 15 Urology , 3rd ed., 
1934 ; ln Jour. of Urol. 1934, xxxii, 201. 

TESTIS, UNDESCENDED. John Fraser, Ch.M., F.R.C.S.Ed. 

The desirability of placing the imperfectly descended testis in the scrotum 
is generally recognized, and the recommendation is based upon three reasons 
in particular—to encourage normal testicular development and spermatogenesis, 
to lessen the risks of trauma, and to remove a disturbing psychic influence. 
But, though these indications are clear and well established, there are certain 
problematical points upon which opinion is apt to differ. 

F. I. Harris 1 discusses the question of treatment in an interesting and 
suggestive paper. After quoting authorities who support the view that surgical 
interference is indicated in all cases before the age of puberty and even earlier, 
he disputes the truth of such a general statement, and claims that a more 
correct attitude to adopt is to recognize that imperfect descent of the testis 
arises under one or other of two conditions : (1) A mechanical interference 
with the descent, such as adhesions ; and (2) An endocrine deficiency resulting 
in an unduly early arrest of the descent. In the first instance operation offers 
the only prospect of improvement, but in the second type endocrine therapy 
should be given a thorough trial before operation is advised. 

The story of endocrine therapy in cases of this kind is an interesting one. 
It is based upon the recent experimental work of E. T. Engel. 2 Working upon 
the macacus monkey, in which the testes at birth are in the upper end of the 
inguinal canal and do not normally descend for a few years, he found that 
injection of the anterior pituitary hormone isolated from the urine of pregnant 
women produced a series of spectacular phenomena. Within a few days a 
remarkable development and elongation of the immature scrotum was evident, 
and by the end of a month both testes had descended into a fully developed 
scrotum. 
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On the basis of this work Harris has treated seven cases ranging in age from 
5 to 12 years. They were given injections of anterior pituitary hormone in the 
form of "antuitrin S* (a dose of 100 rat units was used for each injection), and 
in five instances the effect might be described as dramatic, for after three 
injections, given at a week’s interval, the testis had completely descended into 
the scrotum. The two cases which failed to respond were examples of a 
mechanical interference with descent which necessitated operation. 

It has hitherto been thought that the eases of imperfectly descended testis 
likely to respond to endocrine therapy were those in which the testis occupied 
the inguinal canal. H. S. Rufoenstein 3 reports a case in which treatment was 
successful when the testis occupied an intra-abdominal position. The patient 
was a boy of 10 J years ; he showed certain signs of an endocrine deficiency 
of the dystrophia adiposo-genitalis type, while there w r as a history of poly¬ 
dipsia, polyuria, and enuresis. He was treated by daily intramuscular injec¬ 
tions of the water-soluble (anterior pituitary-like) fraction of pregnancy urine. 
After six injections the left testis w r as found in the inguinal canal, and on the 
following day the right testis was found to have descended to an appreciable 
extent. At the same time there was a striking improvement in the develop¬ 
ment of sex characteristics. 

References.— 1 A?ner. Jour. Surg . 1935, xxvii, March, 447 ; 2 Endocrinology, 1932, 
xvi, Sept., 513 ; 3 Ibid . 1934, xviii, 475. 

TETANUS. Ivor J. Davies, M.D., F.R.C.P . 

Leslie Cole 1 (Cambridge) discusses the treatment of tetanus in a review of 
21 cases, and in the same contribution E. T. C. Spooner records his observa¬ 
tions on the fate of injected antitoxin. It is suggested that routine treatment 
should include a single dose of 200,000 units of antitoxin given intravenously 
as early as possible and followed after an interval by thorough treatment of 
the w T ound. As liberal a diet as possible should be given and an attempt 
made to give over 2000 calories per day. The value of avertin in controlling 
the spasms and giving sleep is emphasized. It was shown that antitoxin 
disappears from the blood of these patients rapidly at first and more slowly 
later, and that seven days after the injection about 10 units per cubic centimetre 
and at the end of fourteen days between 3 and 5 units per cubic centimetre 
remained. The effects of treatment of three eases with a moderately “lissive” 
(see below) sample of curare are described and the possibilities of this treatment 
are discussed. 

ft. West 2 showed that one sample of curare removed pathological rigidity 
in man without causing diminution of voluntary power. This selective action 
he called “ lissive ”, The prognosis w T as considered in relation to incubation 
period and u period of onset *\ These two factors should be given greater 
consideration in assessing results and in choosing cases for any new method 
of treatment such as curare. 

A list of the wounds causing the disease in this series showed the danger 
of not giving prophylactic antitoxin in such cases, particularly when there 
is a history of contamination wdth earth or when from the patient’s occupation 
such contamination is possible. Prophylactic (antitetanus) inoculation, whose 
efficacy was abundantly proved during the War, is still unfortunately not yet 
in general use. 

Professor H. W. Florey, H. E. Harding, P. Fildes 3 (Sheffield), working for the 
Medical Research Council, describe the effects and doses of curarine in cats and 
rabbits. Suggestions for the more adequate treatment of tetanus were made. 
Their experimental inquiry should be very carefully studied, for the death- 
rate from tetanus is still extremely high. Owing to the comparative rarity 
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of the disease it is unusual to find any one medical man with an extensive 
experience of its treatment. For this reason, these investigators suggest that 
the first essential is to establish some suitably equipped centre of treatment 
which would draw cases from a wide area. A centre of this description 
would enable the merits of various forms of treatment to be adequately 
investigated in a relatively short space of time and enable a staff to be 
trained in the procedures necessary. Until the time when such centres are 
available, they outline a scheme of treatment which might lead to the saving 
of some lives. 

R. H. Miller and H. Rogers 4 (Boston) furnish a report of further cases of 
tetanus from the Massachusetts General Hospital, where since 1896, when 
antitoxin was first used, the mortality has declined from 80 to less than 47 
per cent. Prophylactic injection of antitoxin (1500 units) is indicated in cases 
of deep or puncture wounds that may be contaminated. In unusually com¬ 
plicated cases this should be repeated once or even twice at intervals of ten 
days. Undoubtedly the one factor that will further lower the death-rate is 
the more universal use of prophylactic antitoxin. This fact was well shown 
in the War, when the mortality of tetanus following wounds fell to 83£ per 
cent. As soon as the diagnosis is made, serum should be given intravenously, 
intramuscularly, or both, in daily doses of from 20,000 to 80,000 units up to 
a total of 300,000 units. There are no theoretical or practical grounds for 
the recommendation of the intraspinal administration of antitoxin. This paper 
gives a good clinical account of the disease and its treatment. 

J. S. Mitchell 5 (Cambridge) reports a case of tetanus successfully treated 
with curarine at the Birmingham General Hospital. A sterile solution of 
curarine hydrochloride (free from curine) containing 1 mgrm. in 1 c.c. was 
freshly prepared every few days and was given subcutaneously. It now 
appears to be accepted that curarine is the most suitable alkaloid of its group 
for use in the treatment of tetanus, but there is no unanimity as to the dosage 
and the details of administration. 

References. — x Quart. Jour. Med. 1935, iv, July, 295 ; 2 Proc. Roy. Soc . Med . 1932, 
xxv, 39 ; z Lancet, 1934, ii, Nov. 10, 1036 ; *Jour. Amer. Med. Assoc. 1935, civ, Jan. 19, 
186 ; 5 Lancet , 1935, i, Feb. 2, 262. 

TETRA-ETHYL LEAD ENCEPHALITIS. 

Macdonald Critchley , M.Z)., F.R.C.P. 

Although rare, poisoning from exposure to tri- or tetra-ethyl lead is notoriously 
dangerous. The occurrence of cerebral symptoms is striking, and led to the 
nickname ‘looney gas’, which has been applied in the States to ethyl petrol. 
The earliest cases were recorded in 1922, and in the following year an outbreak 
of this form of poisoning occurred in the du Pont and the Standard Oil Works 
in New Jersey. In view of the world-wide alarm which was aroused over the 
possible fear of a wholesale intoxication from ethyl petrol fumes, a commission 
of investigation was set up by the United States Public Health Service 1 and 
by a British Departmental Committee. 2 The problem has also received the 
attention of a considerable research at the hands of R. A. Kehoe and his 
associates. 3-8 Two main questions are concerned : (1) The possible dangers 
attendant upon the use of ethyl petrol (‘leaded gasoline’) to motorists, petrol 
distributors, garage mechanics, and to the community at large, (2) The 
vital hazards entailed by the manufacture and handling of tetra-ethyl lead. 

1. The problem is a very far-reaching one, for the opportunities for exposure 
to lead in petrol are very diverse, as Kehoe has well shown. Ethyl petrol is 
handled at refineries, bulk storage plants, filling stations, and garages. It 
may be handled during transport, and particularly by the retailer by reason 
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of spillage. Inhalation may occur not only of the fumes of ethyl petrol but also 
of the dust which accumulates after repeated spillage. Deposits of lead may 
occur at the sides of the petrol tanks and lead to opportunities for absorption 
of lead by the lungs or through the skin. A further possible source of hazard 
occurs after combustion, and garage mechanics may absorb lead either by 
inspiring exhaust fumes or by handling carburettors contaminated with 
deposit r Lastly, .there is the hypothetical risk to the general population 
through contamination of the atmosphere by lead-containing exhaust gases. 

The report of the British Ministry of Health (1980) agrees with that of the 
U.S. Government Committee, that the widespread use of ethyl petrol does not 
constitute a risk, either by reason of atmospheric contamination or through 
absorption by way of the skin. Neverthelesss they made certain recommend¬ 
ations, limiting the proportion of lead tetra-ethyl, and suggesting that the 
petrol should be dyed. A more recent and detailed report by R. A. Kehoe, 
F. Tliamann, and J. Cholak 9 has also confirmed these findings ; they examined 
801 men who had incurred severe and prolonged exposure to ethyl petrol. No 
clinical evidences of lead absorption or lead intoxication could be detected. 

2 . The problem is otherwise in the case of those handling tetra-ethyl lead. 
This is a heavy oily liquid which rapidly penetrates the unbroken skin. (When 
diluted in petrol, its absorption is very greatly retarded). Its toxicity is very 
high, and at ordinary temperatures air saturated with its vapour contains 
5 mgrm. of lead per litre, a concentration which is lethal for rabbits in a few 
hours. Sunlight has the property of decomposing tetra-ethyl lead to crystalline 
tri-ethyl compounds. These readily form a dust-hazard. A special ritual 
of safety-measures and of equipment has therefore become necessary for those 
engaged in the manufacture of tetra-ethyl lead. 

Symptoms. —The symptoms of tri- and tetra-ethyl lead poisoning differ 
from the more usual types of piumbism; thus the peripheral manifestations 
are not present; lead colie, Burton’s blue-line, and wrist-drop do not occur, 
and stippling of the red cells does not appear until very late. According to 
a recent study by W. F. Maehle , 10 symptoms may appear within one to three 
hours of exposure. More often, however, there is a delay of from eighteen 
hours to eight days before the development of acute manifestations. During 
this time prodromal symptoms may occur. These comprise: Insomnia, 
which is invariably present, the sleep being difficult, restless, and interrupted 
by terrifying dreams ; a pale and anxious appearance ; excitement, nervousness, 
and irritability ; headache and vertigo. The cerebrospinal fluid pressure at 
this stage is raised. Anorexia, nausea, and vomiting are frequent; diarrhoea 
is commoner than constipation. Muscular weakness and fatiguability are 
common, and tremor may be present. The reflexes are usually brisk. 

In milder eases improvement may occur within a few days, leading to a cure 
at the end of tw r o to three weeks. 

With severer eases the symptoms are present in greater intensity and the 
clinical picture may be dominated by the psychological disorders. Thus 
manic, delirious, or confusional states may supervene. Kehoe has drawn 
attention to a frequent mental state, which is reminiscent of delirium tremens, 
the patient being restless, talkative, and hallucinated. 

Amongst the cardiovascular symptoms, hypotension and bradycardia are 
to be noted, associated with subnormal temperatures. 

A recent interesting case of encephalitis due to tetra-ethyl lead has been 
reported by Bowman and Howard . 11 The patient, aged 40, had been working 
for the previous year for an oil company, his job being that of cleaning petrol 
tanks, removing the crust or scale from the sides. He began to complain of 
headache, sleeplessness, great fatigue, and loss of weight. A few days later 
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he collapsed at work ; the same occurred the next day. The day after that 
he was confused and gradually he became restless and forgetful. On admis¬ 
sion to hospital he lay in bed, rolling his head from side to side, sweating 
profusely. Gradually he became almost comatose, no reflexes being obtainable. 
The temperature rapidly rose, but later fell by crisis. This was accompanied 
by a general improvement, the memory defect persisting for some time however. 
Neurological examination showed a coarse tremor of the hands, arms, and 
head, and fine tremors about the mouth. None of the characteristics of lead 
poisoning could be detected. 

References. — LT. P. Leake et al, U.S. Pub . Health Bull. No. 163,1927 ; 2 Final Report 
of the Departmental Comm ittee on Ethyl Petrol, Ministry of Health ; 3 Jour. Lab. and Clin . 
Med. 1927, xii, 554 ; 4 Amer, Jour. Hyg. 1931, xiii, 478 ; 5 Jour. of Indust. Hyg. 1933, 
xv, 306 ; & Amer. Jour. Pub. Health , 1928, x, 555 ; 7 Jour, of Indust. Hyg. 1933, xv, 273 ; 
Hbid. 257; 9 Ibid. 1934, xvi, 100; 10 Jour. Amer. Med."Assoc. 1935, Aug. 24, 578 ; 
11 Arch, of Neurol, and Psychiat. 1935, xxxiv, 232. 

THERAPEUTICS. (See also Urinary Therapeutics) 

Philip Hamill , M.D., D.Sc., F.B.C.P. 

Dosage and Susceptibility.—The question of dosage and of the varying 
susceptibility of individuals to the influence of drugs is a matter of great interest. 
Work on the biological standardization of drugs clearly establishes that even in 
closely inbred animal stocks there are apt to be considerable individual variations 
of tolerance. The variation is greater in animals derived from different stocks, 
and is likely to be even greater in human beings of different family, sex, and age. 
Hence it is important when using heavy doses or potent remedies to choose 
drugs which have a high ratio of toxic to therapeutic dose or to which it has 
been proved that individual variation in susceptibility is very much limited. 
Neoarsphenamine and digitalis are good examples ; for the former the ratio 
of toxic to therapeutic dose is high, and towards the latter individuals show 
a remarkable uniformity of susceptibility. 

These considerations are of special importance in relation to drugs used for 
basal anaesthesia. The lethal dosage of many drugs for man is happily still 
uncertain. Where there is evidence of considerable individual variation in 
response to a drug it is important to keep w r ell within safe limits. The great 
advantage of the volatile anaesthetics is that the dosage can readily be adjusted 
to the needs of the moment and of the individual. (A. J. Clark. 1 ) 

Fluids.—The administration of fluid in cases of dehydration has attracted 
much attention. In general, when the patient can swallow, the oral route is 
preferable. The rectum can absorb w r ater and saline solution speedily, though 
it is suggested that the addition of dextrose is undesirable on the ground that 
little, if any, is absorbed, and that it tends to produce distension. (Macnab 
and Scarlett. 2 ) For intravenous administration the continuous drip method 
is the best. Though isotonic sodium chloride is satisfactory, it is often preferable 
to supply the other important salts which are found in Ringer’s solution. In 
this solution the proportion of sodium bicarbonate is less than in normal 
plasma, for larger proportions would cause precipitation of calcium. Sodium 
lactate can be added to Ringer’s solution and acts as satisfactorily as extra 
bicarbonate. In general, Ringer’s solution, with or without the addition of 
sodium lactate, and dextrose are the most generally valuable solutions for intra¬ 
venous use, though gum saline solution is valuable when the blood volume has 
been reduced by haemorrhage or shock and a blood transfusion is not imme¬ 
diately available. (Hartmann. 3 ) 

Dextrose is of great value, not only as a food which is readily absorbed, but 
also for its protective action on the liver in cases where this is affected in disease 
and likely to be the subject of surgical operations. Whether, in fact, dextrose 
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is more quickly absorbed than cane sugar when taken by the mouth is not 
certain. Against its higher cost may be offset its less cloying sweetness when 

administered in large doses. 

Oxygen*— Oxygen administration is a valuable therapeutic measure. Effi¬ 
cient concentrations in the alveolar air can be obtained only by the use of closed 
svstems such as the oxygen tent or by the nasal catheter with a corresponding 
high consumption of oxygen. The nasal route needs for prolonged administra¬ 
tion efficient humidifiers, but if these are available it is fairly well tolerated. 
Its chief disadvantage is the high oxygen consumption; 8 to 10 litres per minute 
are usually required —corresponding roughly to 16 to 20 c. ft. per hour. Such 
rates, though tolerable in institutions where large cylinders and suitable trolleys 
are available, are highly inconvenient in a private house. To manipulate a 
40-ft. cylinder is about the limit of a nurse’s strength, and at these Tates the 
cylinder would have to be changed every two to two and a half hours. The 
oxygen tent, after its first filling, is much more economical in consumption, 
though needing more skill in its supervision. For patients who are delirious 
it is rather more alarming. The advantages and disadvantages of the two 
methods are perhaps fairly equally balanced. 

Action of Drisgs at Kerve Endings.—In his Dixon Memorial Lecture Sir 
Henry" Dale 4 traced the development of modern ideas of the mode of action of 
drugs at nerve endings and the transmission of nervous impulses, and the 
functions of adrenalin and acetylcholine in the animal economy are now clarified. 
In connection with these studies two recent advances may be considered. 

Curare has many times been used therapeutically in cases of tetanus to block 
the excessive impulses from the affected spinal cord before they reach the 
muscles. Ranyard West 5 has made an extensive study of the action of curare 
and its alkaloids, and has used them not only for the treatment of tetanus, 
but also to diminish the rigidity of muscles in cases of spastic paraplegia. His 
results are distinctly encouraging. 

Physostigmine* —Walker 6 tried the effect of physostigmine on cases of 
myasthenia gravis and found distinct improvement resulted. The unpleasant 
side actions on heart and intestine could be to some extent controlled by the 
simultaneous administration of atropine, but much better results could be 
obtained by using an artificial alkaloid—prostigmine with atropine. Patients 
who were wholly bed-ridden and unable to feed themselves were enabled to 
lead an active existence. The beneficial effects of an injection passed off after 
some six to eight hours, but could be restored by further doses. Her results 
have been fully confirmed by others. The drug has proved helpful also in 
maintaining the nutrition of muscles whose nerve-supply has been impaired 
by injury, though the results are less striking than in myasthenia gravis. 
(Hamill and Walker. 7 } 

Ergot.—There has long been controversy about the active principles of 
ergot. Laboratory workers stressed the importance of ergotoxine as the active 
principle, and urged that the B.P. 1014 liquid extract contained none, and 
hence was worthless. Practitioners disagreed and were satisfied with the 
clinical efficacy of the preparation. Moir, 8 in 1932, showed clearly that the 
1914 B.P. preparation had great activity, and postulated the existence of another 
active principle not then identified. This has now been isolated by Dudley 
and Moir, 9 and by them named ‘ergometrine’. In doses of 0-5 to 1 mgrm. by 
mouth ergoinetrine produces strong uterine contractions in six to eight minutes. 
Half these doses intramuscularly produce contractions in three or four minutes. 
Whether ergometrine is the sole highly effective constituent is not yet clearly 
established. It is probable that it is identical or almost identical with certain 
other alkaloids recently isolated from ergot. Such a quick-acting and reliable 
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derivative of ergot is a most valuable addition to gynaecological and obstetric 
therapeutics. 

Dinitrophenol. —Though there have been a number of cases reported in 
which unpleasant symptoms or unfortunate incidents have occurred in the 
use of dinitrophenol for weight reduction in obesity, there have been numerous 
studies of its action. Two papers may be mentioned. Stocton and Cutting 10 
have studied the circulatory effects of the drug in normal persons. They found 
no very great changes in systolic or diastolic blood-pressures. In the majority 
of cases there was a rise of venous pressure and considerable increase of pulse- 
rate. There was considerable peripheral vasodilatation with a sensation of 
warmth and sweating, and the periods of maximum flushing coincided with 
those of maximum increase in pulse-rate and venous pressure. It is clear that 
these are compensatory phenomena and they afford some indication of the 
greatly increased load thrown on the heart. 

Salmon, 11 taking care to avoid excessive doses and to exclude obese diabetics, 
sought for evidence of minor toxic effects, particularly for signs of hepatic and 
renal insufficiency and of cardiac failure. He failed to find any. His daily 
dosage did not exceed 25 mgrm. per 10 kilos of body weight, and even in-patients 
over 100 kilos never exceeded 0*25 grm. He regards the drug as a valuable 
remedy in the treatment of obesity, especially in cases where for any reason the 
taking of exercise is not possible. Further, Salmon has confirmed the observa¬ 
tions of Vermcylen and Heernu, that, in depressive states, small doses of 
dinitrophenol not only increase metabolism but also improve appetite and 
may lead to increase in weight. None the less the drug should not be regarded 
as one to be used except in special cases, and certainly not as a substitute for 
a careful dietetic regimen and course of exercise. 

Aspirin.—The extensive use of acetylsalicylic acid by patients of all ages 
without medical advice and supervision renders important any investigations 
on the toxic action of salicylates in medicinal doses, apart from the interest 
of massive doses taken by accident or with suicidal intent. 

A considerable amount of acid may be ingested in a day, leading to depletion 
of alkali reserves and loss of calcium from the body. Mutch has shown that 
whereas aspirin itself produces decaleification, calcium aspirin—an unstable 
salt—may aid calcium absorption and retention. Thompson and Dragstedt, 12 
working on dogs, have shown that such toxic symptoms as albuminuria, 
vomiting, anorexia, and convulsions are delayed or diminished by the simul¬ 
taneous administration of sodium bicarbonate or calcium gluconate. The 
effect of calcium was greater than that of sodium; its mode of action is not clear. 

Antipyretics.—How far do antipyretics do good? Is it desirable to 
lower temperature, or should a raised temperature be regarded as a beneficial 
reaction to infections which ought not to be combated ? The answer to these 
questions is still lacking. Though the number of available antipyretics has 
greatly increased in recent years they are now generally used for their capacity 
for diminishing discomfort rather than for their action in reducing temperature. 

Wyrsch and Bruns, 13 working on artificial fever produced by 4 pyrifer’ (a 
protein shock preparation), found that the changes in the blood do not run 
strictly parallel to the rise in temperature, and that the numerous antipyretics 
which they employed did not influence the changes in the blood produced by 
‘pyrifer’, though they diminished fever and greatly diminished the discomfort 
of the patient. The authors regard these results as important because it would 
appear that all the beneficial effects of artificial fever may be obtained in cases 
of tabes, neurosyphilis, and arthritis with much less attendant discomfort. 

The chief use at the present time of most of the ordinary antipyretics is as 
‘pain-killers’. For this purpose combinations of barbitone and its derivatives 
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with amidopyrine and its derivatives have been popular and effective, but many 
eases of grave toxic effects, with several deaths, from agranulocytosis have 
followed the prolonged use of preparations containing amidopyrine. Recent 
poison regulations will restrict their use to legitimate medical purposes. 

Methylene Blue.—In the treatment of poisoning by cyanides and carbon 
monoxide, injections of solutions of methylene blue have been strongly advo¬ 
cated, though little is known of its effects on normal persons. Nadler, Green, 
and Rosenbaum 14 have made some observations on its toxic symptoms and 
effect on the electrocardiogram. They found changes indicative of some 
weakening of heart muscle. In addition, there is evidence of cerebral excite¬ 
ment and of gastro- intestinal and urinary irritation—manifested by restlessness, 
burning sensation in mouth and stomach, pain in the chest, and strangury. 
A certain amount of haemoglobin is converted to met haemoglobin, but probably 
not enough to produce serious effects. The authors suggest that the use of 
methylene blue may not be free from danger. 

Diuretics.—The powerful diuretic action of salyrgan (mersalyl) has proved 
of enormous benefit to patients suffering from congestive cardiac failure. 
Numerous studies have been made of its mode of action and comparisons 
drawn between it and the older diuretics such as caffeine and theobromine. 
Bouyoucos, 15 working on patients, concludes that the mercurial diuretics 
act directly on the tissues, mobilizing their content of water and of sodium 
chloride, but that there is also a direct action on the kidney. Blumgart, 
Gilligan, and others, 16 working on normal persons and comparing drugs of the 
salyrgan type with those of the xanthine group, conclude that there is no 
essential difference in their mode of action. In their view, the cause of 
diuresis is diminished resorption of the glomerular filtrate in the renal tubules. 
They found no evidence of augmentation of glomerular filtrate, nor was there 
evidence of appreciable change of blood chemistry. There "was no evidence 
of kidney irritation. They do not support the view that diuresis is due to 
reaction of the kidney to mobilization of w^ater and chlorides in the tissues, 
but rather indicate that the kidney effect is primary and that the migration 
of fluid and chlorides from the tissues is a consequence of greater kidney 
output. The diuretic effects of the various drugs studied were similar in kind, 
differing only in magnitude and duration. Bryan, Evans, and others, 17 working 
on dogs, confirm their views that there is no evidence of extra-renal action. 
The action on the kidney is direct. 

Stanojevic and Andric 18 favour the use of intravenous injections of deckolin 
(a bile-salt derivative) as a diuretic in cases of congestive cardiac failure, espe¬ 
cially where there is enlargement of the liver without much general oedema. 
In their view it has a directly beneficial action on the liver, and this action— 
as well as its action as a diuretic—is enhanced by the simultaneous injection 
of 50 per cent dextrose solution. The liver becomes smaller and softer and 
the patient feels much better. 

Analgesics and Hypnotics.—The relief of pain is one of the more important 
functions of the doctor, and closely allied to it is induction and maintenance 
of sleep. Substitutes for morphine or opium are steadily sought. Attention 
has been paid to dihydromorphinone hydrochloride ( dilaudid ). Many claims 
have been made for this substance, amongst them that it is less habit-forming 
than morphine, but it is certainly not free from risk of habit formation. 
Dilaudid acts more rapidly than morphine, and its effects are more transient; 
hence, when in cases of inoperable carcinoma it is essential to keep the patient 
almost constantly under the influence of an analgesic, doses need to be given 
more frequently than is the case with morphine. For similar efficiency in 
relieving pain dilaudid has rather less depressant effect on the respiratory 
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centre, but in susceptible individuals there may be great slowing of respiration. 
Treatment for this condition is identical with that of morphine overdose. 
The response to oxygen and carbon-dioxide mixture is satisfactory. (David 19 
and Stroud. 20 ) The chief undesirable effect of the drug is its tendency to pro¬ 
duce itching. The effective dose is about one-eighth that of morphine.' Where 
habituation through long use has occurred character appears to be less affected 
than is the case in morphine habitues. 

For less severe pains there are a larger number of preparations on the market. 
Many of these contain amidopyrine or a derivative and a barbiturate. The 
regulations under the Poisons Act will diminish the facilities for obtaining these 
substances, which have been shown to produce grave or fatal agranulocytosis 
in a number of instances. For headaches and pains of only moderate severity 
a preparation containing codeine , phenacetin , and aspirin has proved itself very 
satisfactory. 

The ideal hypnotic has not yet been produced. The various barbiturates 
have been whole-heartedly commended and equally heartily condemned by 
various authorities. Truth lies between these extremes. There are undoubtedly 
those who are susceptible to these drugs or careless in their consumption. Toxic 
effects (quite apart from suicidal attempts or erroneous dosage) do occasionally 
occur. The simplest hypnotics, such as chloral hydrate with bromides , are of 
the greatest value in suitable cases. When the barbiturates are prescribed it is 
important to have regard to the time of administration and to the rate of 
destruction or excretion of the drug. It is very often better, even in the ease 
of the quick-acting barbiturates, to administer half of the dose some hours 
before bed-time. The patient is thereby tranquillized and disposed to sleep, so 
that the second half dose may often not be needed. 

Where overdosage has occurred, especially in the case of barbiturates, lung 
complications are especially to be feared. The stomach should be washed out 
to remove any unabsorbed drug. Lumbar puncture should be performed if 
there is coma. Endeavours should be made to hasten the excretion of the 
drug. Intravenous injections of dextrose (5 to 10 per cent) have proved valuable 
for the purpose and also for protecting the liver from toxic effects of the drugs. 
Cerebral and medullary stimulants are invaluable; strychnine in large doses, 
repeated if necessary, is almost a specific. Coramine , and its allies, icoral and 
cardiazol, are also most valuable. 

References.— l EcLin. Med. Jour. 1935, Ixii, 1, Lancet , 1934, ii, 1149 ; z Canad. Med. 
Assoc. Jour. 1934, xxxi, Nov., 489 ; z Jour. Amer. Med. Assoc. 1934, Nov., 1349 ; 
*Proc. Roy. Soc. Med. xxviii, 319; Mbid. 565 ; 8 Lancet, 1934, i, 1200; 7 Ibid. 1935, 
March 9, Jour. of Physiol. 1935, lxxxiv, 30 ; 8 Brit. Med. Jour. 1932, i, 1119; °Ibid. 1935. 
i, 520; lf 'Jour. Amer. Med. Assoc. 1934, ciii, 912 ; u Presse mid. 1935, xliii, 341 ; 11 Arch, 
of Internal Med. 1934, liv, 308 ; u Munch, med. Woch. 1934, No. 52, 1999 ; li Arner. Jour . 
Med. Sci. 1934, clxxxviii, July, 15; 15 Presse med. 1935, xliii, 221 ; 16 Arck. of Internal 
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THEOMBO- ANGIITIS OBLITERANS. (See Arteries, Peripheral, 
Disease of ; Blood-vessels, Surgery of.) 

THYMUS GLAND. Sir Walter Langdon-Brown , M.D., F.R.C.P. 

Of late the claims of the thymus to be regarded as an endocrine structure 
have been discredited, but now there is a reaction. As mentioned in the article 
on the Pituitary Body, thymic growths have produced Cushing’s syndrome, 
and now Hanson’s thymus extract has been shown by Rowntree and others 1 
to accelerate the growth and development of rats, and to increase their fertility, 
while hastening the onset of adolescence in the offspring of rats thus treated. 
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A point of great interest to geneticists is that these observers claim that the 
injection of 'succeeding generations of parent rats has resulted in the ampli¬ 
fication of the effects of thymus extract. Have we at last, in this handing 
on of an increasing sensitivity, an example of the transmission of acquired 

characters '? 

Reference.— l Jour. Amer . Med. Assoc. 1934, eiii, Nov. 10, 1425. 

THYROID GLAND. Sir Walter Langdon-Brown, M.D ., F.B.C.P, 

During the past year the literature on this subject has contained little that 
is new. ''There has been a good deal of revision of familiar ground, as well as 
an increasing claim for the benefits of thyroidectomy in the treatment of 
congestive heart failure. A good deal of work has also been done on substances 
antagonistic to thyroxin in the treatment of hyperthyroidism. Perhaps the 
most” interesting pronouncements are those to be found in C. R. Harington’s 
Oliver-Sharpey Lectures 1 on the “Biochemical Basis of Thyroid Function,” 
which is an admirable review of the whole subject. His -work on the structural 
formula of thyroxin and its synthetic production is well known. 

Goitre.—Harington sums up the position as to the etiology of goitre as 
follows : It is safe to make the generalization that the immediate cause of 
all simple goitre is failure of access of a sufficiency of iodine to the thyroid ; 
in endemic goitre this failure is to be ascribed directly to environmental 
deficiency of iodine; in sporadic goitre either directly to interference with the 
absorption of iodine or indirectly to the production of a relative iodine defici¬ 
ency by the imposition of a demand upon the thyroid which, with its available 
supplies of iodine, it is unable to satisfy. In any case it is certain that no 
goitrigenic influence is at present known which cannot be antagonized by the 
administration of extra iodine. An interesting case of a natural antagonism 
of this sort is afforded by the Eskimos. The Eskimo diet contains a preponder¬ 
ance of fat, and, in view of the experimental production of goitre in animals 
by such diets, the prevalence of goitre among the Eskimos might be anticipated. 
In point of fact the disease is unknown among this race, the explanation being 
that their diet includes a large amount of cod-liver oil, which is rich in iodine. 

Cretinism.—What has been said concerning the etiology of simple goitre 
can be applied also to the etiology of cretinism, which must be regarded as 
the extreme manifestation of the results of iodine deficiency. In its endemic 
form cretinism is associated only with the most severely endemic goitre, and 
it is doubtful whether true cretinism occurs outside these special environmental 
conditions. A congenital disease strictly analogous with human cretinism 
has not been produced experimentally in animals. In human cretinism of 
the extreme type, on the other hand, the thyroid at birth has already passed 
beyond the stage of hyperplasia to that of fibrosis atrophy, so that the disease 
may fairly be described as prenatal myxoedema. The fact that the thyroid 
of a cretin has already undergone irreversible pathological change during intra¬ 
uterine development is sufficient to explain the relative incurability of cretinism 
by replacement therapy as compared with the curability of myxoedema in 
adult life, which involves no more than a retrogression of fully developed 
physiological functions. 

Hyperthyroidism.— 

Incidence. —Although we are apt to think of hyperthyroidism as confined 
to the child-bearing period of life, cases do occur both earlier and later than 
this. H. M. Chute and N. W. Swinton 2 describe a series of cases in women 
over 60 and claim results by operation as successful as those obtained in 
younger patients. In the diagnosis of this condition it must be borne in mind, 
as F. G. Benedict 3 states, that the basal metabolism is normally lowered i 
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women over 66 years of age, so that the significance of even a norma! basal 
metabolic rate in masked thyrotoxicosis may be missed. S. Gordon and E. R. 
Graham 4 also call attention to the occurrence of clinical hyperthyroidism with 
a normal basal metabolic rate in the older patients. 

Etiology. —Harington 1 maintains that the morphological appearance of 
the thyroid in Graves’ disease is similar to that of a thyroid which has under¬ 
gone hyperplasia in a normal animal as the result of restriction of iodine, and 
in Graves’ disease the thyroid responds to iodine in a similar manner—by 
involution with storage of colloid. The fundamental difference is the greatly 
increased rate at which the secretion is poured out in this disease— Kocher's 
‘thyroid diarrhoea’, which is probably due to some extrinsic stimulus acting 
on the gland. Although the thyrotropic hormone of the anterior pituitary 
has been shown to be a potential causative agent of Graves’ disease, he thinks 
that it is extremely unlikely that anything so simple as the over-production of 
this hormone can account for the condition. 

The Cause of Exophthalmos . —D. Marine and S. H. Rosen 5 have produced 
exophthalmos experimentally by injecting pituitary extracts and cyanides ; 
they explain this as due to two factors—(I) the supply of more thyrotropic 
hormone, and (2) the production of a relative thyroid insufficiency. They 
regard iodine as the logical remedy, but admit the connection between mid- 
brain lesions and the production of exophthalmos to which various writers have 
called attention. The association of exophthalmos with a relative thyroid 
deficiency is rather puzzling on the ordinary views of the etiology of hyper¬ 
thyroidism. They attribute a share, as others have done, to the adrenals, and 
I. Bram 6 advocates administration of adrenal cortex in certain types of hyper¬ 
thyroidism, claiming that it particularly relieves the nervousness and liability 
to fatigue, tachycardia, and raised basal metabolic rate. 

Biochemistry. —Harington finds that a peptide compound of thyroxin is 
much more active than free thyroxin when given by the mouth, though they 
are equally efficient on intravenous injection. The whole of the iodine of the 
gland is not contained in thyroxin, the rest being present as 3 : 5-diiodotvrosine. 
He believes that the molecule of the complete active secretion of the thyroid 
contains both these substances, and that some linkage between them is ruptured 
during the hydrolysis necessary for the isolation of thyroxin. He is strongly 
opposed to Mobius’ view that Graves’ disease is a dysthyroidism rather than 
a hyperthyroidism. Particularly is it wrong to claim that a compound con¬ 
taining less than the full complement of iodine is more toxic. No one has 
ever extracted a toxic principle in the glands removed from patients suffering 
from Graves’ disease. Indeed, the full complement of iodine is not necessary 
for the characteristic physiological response, since 3 :5-diiodothyronine will 
raise the basal metabolic rate (Gaddum) and has considerable therapeutic 
possibilities without some of the drawbacks of thyroxin. 

Basal Metabolic Rate. —I. M. Rabinowitch 7 is of opinion that the use 
of pulse-rate and blood-pressure as an index of basal metabolic rate is theoretic¬ 
ally sound, and practically useful, since direct estimations of the rate are no 
nore accurate except in well-arranged laboratories. 

Recurrence. —E. H. Pool and J. H. Garlock 8 urge that as thyroidectomy 
does not eliminate the actual cause of the disease, recurrences are only to be 
expected if patients are followed for a long period. In 194 cases carefully 
followed over a period from six months to ten years there was a percentage 
of 7*7 of recurrences. 

Treatment.— 

1 . Iodine Therapy .—Harington is one of those who consider that the real 
justification of iodine therapy in Graves’ disease is its value as pre-operative 
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treatment; the attempt to use it for prolonged and unaided medical treatment 
is not only, according to all the evidence, foredoomed to failure, but means 
the loss of an opportunity to put the patient into the most favourable condi¬ 
tion for operation. D. Marine 0 is of opinion that the bad results reported 
from iodine therapy mainly arise from its use in ‘toxic adenomata'—secondary 
Graves’ disease, and not in the primary form. He maintains that the drop 
in the number of eases coming to operation is evidence of the value of iodine 
prophylaxis as practised during the last decade. 

F. i). McClure and others, 10 while admitting that the rather indiscriminate 
use of iodized salt in Michigan did at first apparently increase the number of 
thyroid operations among those suffering from nodular goitre, which had thus 
become activated, fmd that since the second year after the introduction of 
this treatment a notable reduction has occurred in the incidence of endemic 
goitre. They state that they now see no cases which show the slightest ill 
effects from the use of iodized salt; presumably because it is given with greater 
skill and care. 

J. H. Means and J. Lerman 11 believe that so-called refractoriness to iodine 
in thyrotoxicosis is apparent and not real. Thyrotoxic patients who are 
unaffected by iodine are those who are fully iodinized already. They are 
accordingly sceptical as to the existence of so-called iodine-Basedowism. 

2 . Tyronorman Therapy. —Tyronorman therapy ( see F. Blum, 12 E. Baumann, 13 
E. Schneider and E. Widmann 14 ) is based on the belief that the blood contains 
a substance which counteracts thyroxin. This is a catechin which is given 
as tablets, two or three times a day in milk. Blum’s diet is rigidly enforced 
during treatment—viz., no meat or meat extracts, poultry or fish, strong tea 
or coffee. Smoking and alcohol are best avoided. Permitted foods are fats 
of all kinds, eggs, liver and sweetbread, vegetables, cereals, bread, chocolate, 
honey, with milk up to 1 to 1J litres daily, and its various products—butter, 
cheese, and curds. Before beginning the treatment all iodine treatment must 
be stopped. Rest and elimination of septic foci are requisite in this, as in 
other methods of treatment. On the same principle animal blood lias been 
used instead of the extracted catechin (E. von Balden, 15 E. Eitel and A. Loeser 16 ). 
M. H. Hoffmann 17 found that the serum lipase of rabbits was markedly reduced 
after injections of thyroxin, whereas the blood extract containing antithyroidic 
substances definitely prevented that fall, which suggests that biochemical 
antagonism exists between such substances and thyroxin. 

3. X Hays. —E. P. Poulton and W. L. Watt 18 speak very favourably of deep- 
X-ray therapy in the treatment of Graves’ disease. Out of 20 cases 18 showed 
great and 2 slight improvement. No patients died of the disease, and they main¬ 
tain that such results compare very favourably with other published results. 

4. Surgery. —J. M. Graham and H. M. Wallace, 19 revising 125 cases of toxic 
goitre treated surgically, report 90 per cent of their patients as fit for regular 
employment. There was a mortality of 3-2 per cent, all in severe long-standing 
cases. M. M. Lewine 20 records a case of successful treatment of tetany after 
thyroidectomy by Oppel’s method of transplanting a piece of boiled bone 
under the skin, which acts as a source of calcium salts for the blood. 

5. Various. —H. Wendt 21 recommends treatment of hyperthyroidism by 
massive doses of vitamin A. P. Starr and H. Patton 22 have observed remis¬ 
sions in hyperthyroidism after treatment by extract of pregnancy urine , which 
they interpret as due to the help thereby given to normal ovarian function. 
I. Bram recommends adrenal cortical extract (see above). (See also Sympathetic 
Nervous System, Surgery of—Denervation of the Adrenal Glands.) 

Thyroidectomy in the Treatment of Cardiac Decompensation. — 
Considerable interest continues to be taken in this method of reducing the 
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output of energy demanded from a failing heart, particularly in the United 
States. Definite statistics are not yet available, but the following references 
to the treatment are worth consideration. 

D. R. Gilligan and others, 23 studying some of the biochemical effects of 
thyroid ablation in congestive heart failure and angina pectoris, note that the 
cholesterol content of the blood rises as the basal metabolic rate fails. When 
it rises to 300 mgrm. the basal metabolic rate is usually — 30 and symptoms 
of myxoedema become manifest. In conjunction with another group of 
workers 24 he has studied the effect of this operation on sugar tolerance and 
the reaction to insulin, and finds that there is no difference in this respect 
between patients with hypothyroidism and normal individuals. This rather 
unexpected result leads him to the conclusion that there is no antagonism 
between the secretions of the normal thyroid and of the pancreas. J. H. Means 
and J. German, 25 in view of the introduction of thyroidectomy for congestive 
heart failure, consider it important to study the effect of thyroid administration 
particularly in the light of the basal metabolic rate. They conclude that £ gr. 
of thyroid U.S.P. daily will maintain the basal metabolic rate of such patients 
at — 20, which is about the level at which slight symptoms will occur: 1 gr. 
maintains it at about — 10, while 3 gr. will keep it at the standard level. 
A patient with cardiac decompensation will stand a drop to - 20 or - 25 without 
symptoms, and the authors think with benefit. R. M. Wilder and D. L. 
Wilbur, 26 on the other hand, express the view that the procedure is still on 
trial and not hastily to be recommended ; the surgical mortality is very high. 

(See also Heart Failure, Thyroidectomy in ; Thyroid Surgery.) 
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1934, liv, Nov., 746; u Amer. Jour. Med. Sci. 1934, clxxxviii, Dec., 790; Zb Arch. of 
Internal Med. 1935, Jan., 1 ; z Hbid. Feb., 315. 

THYROID SURGERY. Sir W. I. de C. Wheeler , FJl.C.SJ. 

The pre-operative preparation of patients requiring thyroidectomy for hyper¬ 
thyroidism is the keynote to uniform success. In skilled hands the actual 
operation carries a negligible mortality. Foci of infection such as are found 
in the tonsils, teeth, and antra must be sought and dealt with before the major 
operation is considered. Iodine and rest must be employed until the patient 
is gaining weight and until emotional instability and muscular weakness are 
reduced to a minimum. Any attempt to rush operations in order to release 
beds is followed by an increase in the mortality rate. There is a psychological 
moment when operation is indicated and safe, and in no circumstances should 
tins period be anticipated. 

Some cases do not respond to routine pre-operative treatment. In some of 
these improvement is noticed after X-ray therapy. This treatment should 
not be employed more than once a week. At first the symptoms may be 
aggravated. The best results are not seen until after a lapse of several weeks. 
Roentgen therapy should be avoided in very bad surgical risks. Preliminary 
ligature of the superior and inferior thyroid vessels under local anaesthesia occasion¬ 
ally brings about an improvement when iodine therapy and rest have failed. 
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|i, is a simple matter to note an increase in the mental quietude, to watch for 
increase of weight, and to note variations in muscular weakness by testing 
the quadriceps extensor muscles. Patients with active hyperthyroidism find 
difficulty in mounting on to a high box or stool in the erect position owing to 
the weakness of these muscles. By simple clinical observations the rise or fall 
In the basal metabolic rate as a rule can be foretold. 

The steps in the operation of thyroidectomy are described in every modern 
text-book. The essential points are gentleness in manipulation and scrupulous 
haemostasis. A. Bendle Short 1 states that if 20 oz. of blood or more is lost 
there are definite signs of danger, and if a halt is possible the operation should 
be discontinued. The actual loss of blood can be ascertained by weighing the 
swabs before and during operation. An ounce or two is added to allow for 
blood which has escaped into the sterile sheets. Short emphasizes the care 
which is necessary in securing vessels in the neck. An extra knot is placed on 
each ligature, and the patient should be allowed to cough and strain before 
finally dosing the wound. A special nurse should be in attendance for at 
least twelve hours. 

Less Usual Aspects of Graves 5 Disease.—Sir Thomas Dunhill 2 mentions 
some of the less usual aspects of Graves’ disease. 

Graves' Disease in Children .—Six patients under the age of five years died 
of the disease in England and Wales, and 47 under the age of fifteen in the years 
1911-14. Of his own cases under the age of fifteen, 8 in number, 2 died, 2 were 
successfully treated by X rays, 2 by arterial ligation, and 2 by operative 
resection. When operation is undertaken in children as much gland as possible 
should be conserved. Post-operative hypothyroidism in a child might result 
in impairment of the mental or physical development. 

Cardiac Complications .—In reference to cardiac complications Dunhill found 
that the mortality following operation in cases with auricular fibrillation rose 
to 7 per cent. The heart rhythm w T as restored after operation in approximately 
half the cases, but a large number required quinidine before regularity returned. 
In the reviewer’s experience eases with auricular fibrillation withstood the 
ordeal of operation surprisingly well, and in the majority rhythm was restored 
without further treatment. 

Glycosuria as an additional factor in cases of Graves’ disease is alluded to 
by Dunhill. Medical treatment is obviously indicated before operation. If 
glycosuria can no longer be controlled with insulin, operation becomes 
imperative. 

Mental Changes .—Hyperthyroidism may lead from loss of mental balance to 
complete mental derangement. Operation is by no means contra-indicated 
in such cases. DunhiU’s figures prove the reverse. Of 10 cases in asylums 
or mental homes, 7 recovered completely after operation, 3 did not improve, 
and 1 died. Whatever the result of operation, he is convinced that the mental 
symptoms are due to the hyperthyroidism. No operation should be under¬ 
taken in a case of excessive restlessness. Medical treatment must continue 
indefinitely ; operation is followed by a prohibitive mortality. 

Thyroiditis.—Acute thyroiditis is frequently mistaken for cellulitis. It 
should be suspected when the swelling occupies a mid-line position in the lower 
half of the neck. Cellulitis in this location is most often secondary to an 
inflamed thyroid. Conservative treatment usually is effective, but suppuration 
sometimes supervenes and must be treated by operative measures. 

Riedel’s Struma.—This is a comparatively rare condition. It occurs usually 
in women in the fifth decade. There is as a rule a uniformly smooth enlarge¬ 
ment of the gland with a characteristic firm induration producing dyspnoea 
(woody thyroiditis). The differential diagnosis from cancer, infective thyroiditis, 
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svphilis, and actinomycosis is often difficult. The regional lymph glands are 
not enlarged, the Wassennann reaction is negative, the general health of the 
patient usually is good, David Eisen 3 deals with this interesting disease. The 
standard treatment is partial resection of both lobes. The operation is rendered 
difficult by adherence of the mass to muscles and vessels. A small resection 
is often followed by a large retrogression. The mortality after operation is 
high (about 6 per cent). Five of 7 eases operated upon by double resection 
developed hypothyroidism. The subject of Riedel’s thyroiditis was discussed 
in the Medical Annual for 1927 (p. 493). 

Exophthalmos after Operation.—When recommending operation in eases 
of Graves’ disease the question is constantly asked: Is there improvement to 
be expected in the 6 stare ’ as a result of surgery ? In the experience of the 
reviewer there has been an improvement in the majority of cases, but this is 
very gradual and does not keep pace with the disappearance of other signs 
and symptoms. The prognosis is always doubtful. Nervous symptoms abate, 
weight is regained, muscular weakness disappears, but the exophthalmos 
remains. Sometimes there is considerable improvement, but in more than 
half the eases some of the stare remains. 

The Superior Laryngeal Nerve and the Superior Pole in Thyroid¬ 
ectomies.—Sir Thomas Myles, of Dublin, emphasized the importance of the 
superior laryngeal nerve in operations for goitre. His students were taught 
that consideration of this nerve was almost as important as respect for the 
recurrent laryngeal. The superior laryngeal nerve supplies the interarytenoid 
muscles which produce adduction of the posterior ends of the vocal cords. 
Injury to both nerves may cause partial loss of voice. Injury may also cause 
loss of sphincteric action of the upper portion of the larynx, allowing fluids 
to enter the air-passages and thus induce pneumonia. 

C. H. Frazier and W. H. Erb 4 emphasize these points. They draw attention 
to the post-operative accumulations of mucus in the trachea and the painful 
efforts at expulsion by frequent short coughs. The probable cause of these 
disturbances is anesthesia of the larynx and the region of the epiglottis from 
injury to the superior laryngeal nerve. Loss of sensation abolishes the cough 
reflex Pain on swallowing is also a common sequela of thyroidectomy. This is 
probably due to injury of the inferior constrictor of the pharynx and the sterno¬ 
hyoid muscles. Frazier and Erb ask the question : How can one ligate the 
vessels of the superior pole and not injure the superior laryngeal nerve, either 
its external or internal branch ? This can be accomplished if traction or rough 
manipulation of the pole itself or the structures to the inner side of it is avoided. 
With adequate exposure the skin and platysma should be elevated to the upper 
level of the thyroid cartilage. The ribbon muscles are divided and the wound 
edges widely retracted. When the pole is clearly in view the pretracheal fascia 
is divided. The artery and veins are ligatured and the nerve escapes injury. 
Plate LXIX shows how easily the external branch of the nerve can be caught 
or injured if the vessels are not clearly exposed. 

Intrathoracic Goitre.—This condition should be borne in mind in obscure 
cases of asthma and dyspnoea or signs suggestive of mediastinal tumour. A 
tumour of the thyroid entirely extrathoracic may in time become entirely 
intrathoracic. The gland is in constant movement during the act of swallowing 
and lies in relationship to the pretracheal and prevertebral fascia. The pre- 
thyroid muscles to some extent restrict bulging of the enlargement forwards. 
The line of least resistance is often in the direction of the superior mediastinum. 
During development the thyroid descends from the base of the tongue. Uncon¬ 
trolled descent may lead the thyroid to an abnormally low level. F. H. Lahey 
and' N. W. Swinton 5 deal with these problems. They do not favour the theory 
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of an excessive developmental descent of the gland. When an adenoma has 
passed the upper thoracic aperture it can only increase in size by descending 
further. The tapering of the chest towards the neck (Fig. 09) favours descent 
for an enlarging adenoma or cyst. These writers have not seen a case of 
hyperthyroidism in association with intrathoracie goitre. They mention a case 
of impending disaster from choking due to an intrathoracie thyroid cyst (Plate 
LXX, A ). Tor practical purposes all intrathoracie goitres are adenomatous 


in origin. 

Conical Signs. —Pressure on the trachea and internal jugular veins is a 


constant sign. The 


recurrent laryngeal nerve is never involved unless malig¬ 
nant changes have supervened in the 
growth. Tracheal pressure is so gradual 
that patients become accustomed to a 
diminished space for air intake and also 
to the associated stridor. Occasionally 
the patient complains of attacks of 
suffocation during sleep. Dilatation of 
the superficial thoracic veins is common. 
Thickening of the skin over the face is 
another occasional sign. This is due to 
oedema resulting from interference with 
the return of venous supply from the 
head. Lahey and Swinton state :— 

“ Complete or incomplete intrathoracie 
goitre of any extent is rarely seen with¬ 
out dilatation of the superficial thoracic 
veins. The dilatation varies with the 
amount of pressure exerted by the 
goitre on the internal jugular system 
and the amount of interference with 
the return blood-supply from the head; 
compensatory dilatation of the super¬ 
ficial thoracic venous system is estab¬ 
lished to take up the work of the 
obstructed internal jugulars. Therefore, 
the presence of a mediastinal lesion 
should always be suspected in the 
presence of dilated, superficial thoracic 
veins. 

“ Another clinical feature occasionally 
seen should make one suspicious of 
intrathoracie goitre and that is the 
thickening of the skin over the face, due 
to cedema resulting from interference 
with the return of venous supply from 
the head. We have seen a few patients 
who have had a definite puffiness of the face which was immediately relieved 
on the removal of the intrathoracie masses. 

“ Another complaint associated with intrathoracie goitre, particularly when 
the adenoma is located laterally in the chest, as shown in Plate LXX > B and 
inset, is that the patient is able, for example, to sleep with the right side of 
his head on the pillow but cannot sleep with the left side of Ins head on the pillow* 
or vice versa. This is due to the fact that the trachea is collapsed laterally, 
and when the head is angulated, as shown in Plate LXX } B inset, the trachea 



Fig. (50.—Note the taper of the chest 
as seen in lateral silhouette, showing how 
increase in diameter of a spherical ade¬ 
noma causes it to descend further into 
the mediastinum. (By kind permission of 
4 Surgery, Gynecology and Obstetrics ’.) 
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closes even more closely and thus obstruction to respiration Is produced, causing 
the patient to choke, wake up, and change his position.” 

Heart Disease and Thyroidectomy.—One of the most interesting 
developments in the surgery of the thyroid is the improvement in cases of 

angina pectoris and congestive heart failure after removal of the gland. 

The secret of success lies in the proper selection of cases, and it will take some 
time before physicians feel justified in recommending thyroidectomy in the 
early stages of an incurable disease. The subject is still in its infancy. The 
idea of removing the thyroid gland completely in cases of failing heart had its 
birth in the fact that the greater the metabolic rate the greater the demand 
on the heart. By lowering the basal metabolic rate the amount of work 
performed by the heart is lessened. In myxoedema the velocity of the blood- 
flow is reduced by approximately 50 per cent. 

E. C. Cutler and Max T. Schnitker G discuss thyroidectomy for angina 

pectoris. They emphasize the fact that subtotal thyroidectomy only brings 

temporary relief. It was, however, this temporary relief obtained by partial 
operation in the earlier cases which encouraged surgeons to undertake the 
complete operation. An interesting observation is made by the authors— 
namely, that in cases of angina pectoris before operation an injection of adrenalin 
brought on a severe attack within twenty-four hours ; after operation pain did 
not result or was greatly modified when an injection was given. They doubt 
if the relief given to patients with angina by removal of the thyroid is due to 
the lowered metabolic rate and the reduction of work thrown upon the heart. 
The effect of operation is too immediate for this explanation to hold good. 
These writers consider that the two chief complications of total thyroidectomy 
are injury to the recurrent laryngeal nerves and parathyroid deprivation. 
Twenty-nine patients were submitted to total thyroidectomy for angina 
pectoris. They all suffered from the more severe form of the disease: 21 
patients showed improvement. Cutler and Schnitker come to the following 
conclusions :— 

44 Total thyroidectomy produced a reduction in pain disproportionate to the 
depression of the basal metabolic rate. This fact, coupled with the immediate 
and dramatic relief, the skin temperature changes, the effect of adrenalin 
before and after operation in the production of experimental angina pectoris, 
the known relationship between the thyroid, the adrenal, and the sympathetic 
system, suggests that adrenal secretion is an important factor in the attacks 
Of angina pectoris. 

44 How total thyroidectomy shifts the adrenal effect is not known, but since 
the cardiac innervation is intact and thyroidectomy does not decrease the 
output of adrenalin we have proposed that the effect is produced locally and 
the cardiac mechanism rendered less sensitive to this hormone.” 

It is surprising, in view of the known effects of hyperthyroidism on the 
cardiac mechanism, the familiar myocardial failure in neglected cases of toxic 
adenoma, the auricular fibrillation so common in Graves’ disease, and the 
relief afforded even to water-logged patients by thyroidectomy, why the 
operation under discussion was not practised in cases of heart disease many 
years ago. Only by tottering steps, however, does science advance, says 
G. H. Pratt, 7 when discussing complete thyroidectomy in advanced heart 
disease. He has performed the operation on 19 patients. He states that the 
results have been excellent. Full details are given, and special mention is 
made of pre-operative and post-operative treatment. This paper teaches 
the lesson once again that to obtain good results in major surgery the most 
meticulous personal care must be given to the patient before and after operation. 
The reviewer has frequently pointed out that a good operator is not necessarily 
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a, good surgeon—in luct, a good operator may be u menace to the science ot 
surgery. Pratt summarizes his paper as follows : (1) The development of 
complete thyroidectomy for heart disease is traced. (2) Suggestions are made 
for the extension of the procedure to the arteriosclerotic, renal, and syphilitic 




Fig. 70.—Variations in the course of the recurrent laryngeal nerve : a. In tracheo-oJsophageal 
sulcus ; b , Through adherent zone ; c, Partially penetrating gland ; d, Division of nerve. 



Fig. 71.—Variations in the relationship between the nerve and inferior thyroid artery, 
a, Eight side ; 1, Nerve anterior to artery ; 2, Nerve posterior to arterv 5 3, Nerve passing 
between terminal branches, b. Left side : 1, Nerve anterior to artery; 2, Nerve posterior 
to artery; 3, Nerve passing between terminal branches. 

(Figs', 70 and 71 by kind permission of ‘Surgery, Gynecology, and Obstetrics ’») 
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groups, with the presentation of case summaries. (3) A routine pre-operative, 
operative, and post-operative regime is detailed. (4) Results in 19 patients 
are presented. (5) The potential dangers are emphasized. (6) A suggestion 
is made for more complete thyroidectomies routinely. 

(See also Heart Failure., Thyroidectomy in ; Thyroid Gland — Thyroid¬ 
ectomy in the Treatment of Cardiac Compensation.) 

The Recurrent Laryngeal Nerves In Total Ablation of the Normal 
Thyroid Gland.—AH writers stress the danger to these nerves during the 
operation of total thyroidectomy. D. D. Berlin 8 states that in 10 per cent of 
the cases the nerve is found partially penetrating the gland, more frequently 
on the right side than on the left. It must' be dislodged by blunt dissection 
from its surrounding bed of glandular tissue. In about 25 per cent the nerve 
traversed what Berlin describes as the adherent zone. After mobilization 
of the lobe by ligature of the main arteries and lateral veins traction reveals 
the pronounced fixation of the gland to the trachea. The nerve is concealed 
in this region beneath a stratum of fascia and fatty tissue. By careful blunt 
dissection the nerve can be seen and preserved from injury. In 65 per cent 
the nerves were found coursing safely in the tracheo-oesophageal sulcus. 
The cartilaginous prominence of the inferior cricothyroid articulation is 
a valuable surgical landmark for identifying the recurrent nerve as it 
enters the cavity of the larynx. The nerve passes posteriorly to this 
articulation. Occasionally the nerve divides into two twigs (Fig. 70, d). The 
variations in the relationship between the nerve and inferior thyroid artery 
are shown in Fig. 71. 

End-results of Thyroid Surgery.—C. H. Frazier and J. Johnson 0 discuss 
the end-results of thyroid surgery, and give the following summary. “(1) 
The end-results of 467 cases of diffuse toxic goitre and 163 cases of nodular 
toxic goitre have been reviewed. (2) In the series of diffuse toxic goitres 
there was residual toxicity in 6*6 per cent, and recurrent toxicity in 3*4 per cent 
of the eases, giving a total post-operative hyperthyroidism of 10 per cent. (3) 
Re-operation was performed or advised in 2-1 per cent of the diffuse toxic goitre 
series. (4) With a reasonable amount of co-operation on the part of the 
patient with diffuse toxic goitre, complete relief of thyrotoxicosis may be 
expected. 

Hyperthyroidism In Pregnancy.—Normal hyperfunction of the thyroid 
in pregnancy may be followed by true hyperthyroidism. Pregnancy may also 
be the determining factor in lighting up quiescent Graves’ disease. F. A. 
Bothe 10 thinks that the increased activity of the gland in pregnancy should 
be classified into physiological and pathological. A study of the degree of 
activity should be made in all eases of pregnancy exhibiting toxic symptoms 
which do not respond to accepted therapeutic measures. Formerly the 
interruption of pregnancy was advised in the presence of severe hyperthyroidism. 
Miscarriages were common. Thyroidectomy should be advised unless the 
condition is well controlled within a fortnight of the administration of LugoVs 
solution. In severe cases operative treatment should be adopted when condi¬ 
tions are favourable after the administration of the iodine solution. 

Cancer of the Thyroid.—In the early stages there are no signs or symptoms 
which are positive and diagnostic. The persistent growth of an adenoma 
with increasing fixation to the surrounding structures should arouse suspicion. 
In Riedel’s struma (so often mistaken for cancer) the tumour is bilateral 
as a rule, it is smooth and of stony hardness. Paralysis of the recurrent 
laryngeal nerve does not occur. Occasionally hone metastases may be the 
first indication of thyroid cancer. In this respect the thyroid resembles the 
prostate gland. 
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H. M„ Quite 11 writes an interesting paper on this subject. One patient with 
cancer of the thyroid was only 9 years of age. He mentions other cases under 
20 ; 16 per cent were under 81 years of age. 

J. de J. Pemberton 12 recommends a combination of radiation and surgery in 
treatment of cancer of the thyroid. The presence of distant metastasis should 
not necessarily be construed as a contra-indication to operation for removal 
of an encapsuled and obstructing malignant adenoma. There is a tendency 
for metastatic malignant tissue to undergo marked differentiation, a single 
metastatic tumour may not seriously impair the health of the patient for years. 
Sarcoma of the thyroid is very rare, the prognosis is hopeless. Adenomatous 
goitre is a precursor of malignancy in a high percentage of cases. This factor 
should be considered in every case of nodular goitre. In the Mayo Clinics , 1931 
(p. 588), it is stated that irradiation only is a poor policy unless the growth 
is so extensive as to be totally inoperable. Surgery only is not justifiable even 
if the carcinoma is entirely removed. The growths, as a rule, are radiosensitive 
and post-operative treatment by radiation is strongly indicated. 

J. de J. Pemberton 13 also gives a very full account of the methods of treatment 
to be adopted in cases of carcinoma of the thyroid gland. He mentions that 
2 patients with carcinoma were less than 10 years of age and 9 others less than 
20. The total number of cases under review was 658. It is probable that 
malignancy was superimposed upon benign goitres in 87 per cent of the cases. 
As a rule, a clinical diagnosis of malignancy can only be made after the growth 
has perforated the capsule of the gland and invaded the surrounding tissues. 
Operability depends on the extent of the local lesion and the absence of distant 
metastasis. Tumours which are completely fixed to all the contiguous struc¬ 
tures should not be operated on, otherwise exploration is justifiable, and often 
the tumour can be removed in its entirety. Even when the tumour cannot 
be removed completely, radium can be applied to the small fragment of carci¬ 
noma that is left attached. The appearance of enlarged lymph nodes months 
or years after removal of a carcinomatous thyroid is not so significant as when 
they appear after operation for carcinoma elsewdiere. Surgical removal offers 
a reasonable chance of cure. Even in the presence of metastases in the bones 
or lungs, if the goitre is causing tracheal obstruction operation should be 
recommended. Instant relief is obtained, and the patient may live to enjoy 
many years of useful life. It is important to note that metastatic malignant 
thyroid tumours may undergo such differentiation that they simulate benign 
growths. It should also be noted that during the removal of a carcinomatous 
thyroid gland it is usually unnecessary to remove the adjacent lymph nodes 
unless they are obviously involved. Inoperable carcinomata are radiosensitive, 
and should be treated by combined radium and Roentgen therapy. 

T. A. Shallow, W. T. Lemmon, and Eli Saleeby 14 come to the following 
conclusions in dealing with the question of malignant disease of the thyroid : 
(1) Metastases occur relatively late in thyroid malignancy; (2) Sarcoma holds 
a place as a pathologic entity; (3) When the disease is limited to the gland 
and adjacent lymphatics surgical treatment should be instituted. They 
deprecate protracted medical treatment of thyroid adenoma. 

{See also, for treatment of hyperthyroidism, Sympathetic Nervous System, 
Surgery of—Denervation of the Adrenal Glands.) 
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TOBACCO AMBLYOPIA. Sir Stetvart Duke-Elder, M.B., FM.C.S* 

As long ago as 1001 Parsons suggested that one of the factors causing the 
amblyopia following excessive use of tobacco was the vasoconstrictive effect 
of nicotine ; others have cited degenerative changes in the ganglion cells as the 
underlying cause ; but in both cases little has been done "in the direction of 
therapeutics apart from the advice to abstain from alcohol and tobacco and the 
empirical administration of strychnine. More recently, Pflimlin, Duggan, 
and Turtz used vasodilators in the form of sodium nitrite in twenty-three cases 
of amblyopia due to tobacco and alcohol, with almost uniformly good results. 

R. Pflimlin, 1 who reported 15 cases of toxic amblyopia in 1980, found a systolic 
blood-pressure of 180 mm. of mercury or more in the majority of his patients. 
He suggested that arterial spasm is an important factor in the development 
of such amblyopia and treated his patients with intravenous injections of a 
vasodilating agent consisting of inorganic salts, among them sodium nitrite, 
in an isotonic solution of sodium chloride. All his patients improved. Fifteen 
of the thirty eyes treated obtained vision of 20/30 after the use of an average of 
twelve injections over a period of five and two-tenths weeks. The rapidity 
of improvement or cure was the outstanding feature in all the cases. He 
believed that abstinence alone is not sufficient to effect a cure or even much 
improvement in many of the long-standing cases. One of his patients improved 
under treatment with the aforementioned vasodilating agent in spite of the 
continued use of tobacco and alcohol. 

W. F. Duggan 2 in 1932 reported 6 cases of toxic amblyopia in which the 
patients were treated with daily intravenous injections of a solution of sodium 
nitrite. On each of the first three days 40 mgrm. of the sodium nitrite solution 
was given. For the remaining injections 100 mgrm. a day was used. From 
six to fifteen injections were given. Eight of the twelve eyes obtained vision 
of 20/30 or better within from three to fourteen days. Two eyes required five 
weeks to obtain maximum improvement. Two eyes remained unchanged. The 
visual fields showed correspondingly rapid improvement in the scotomas. 

More recently still, F. C. Cordes and D. O. Harrington 3 have had a similar 
experience. Of their 8 patients, 6 received daily subcutaneous injections of 
a vasodilating agent consisting of inorganic salts, among them sodium nitrite, 
in an isotonic solution of sodium chloride. The dose was 100 mgrm. in 1 e.c. 
of the solution, and the number of injections was determined entirely by 
the patient’s response. One patient received twelve subcutaneous injections of 
the sodium nitrite solution, and then, because of inability to report for daily 
injections, was given 1*5 gr. (0*09 grin.) a day of erythrol tetranitrate by mouth. 
The eighth patient received only erythrol tetranitrate by mouth. 

The only evidence of a disagreeable effect of these drugs was a complaint 
by one patient of attacks of abdominal pain coming on shortly after the ingestion 
of a tablet of erythrol tetranitrate and lasting for from one half to three-quarters 
of an hour, and by another of headache following the ingestion of such a tablet. 
In every case there was much more rapid improvement in vision than would 
have been expected with abstinence alone. In some cases the amount of visual 
improvement was almost as remarkable as its rapidity. As a therapeutic test, 
the results obtained with these drugs seem to substantiate the argument that 
tobacco is a vasoconstrictor, and that the primary etiologie factor in amblyopia 
due to tobacco and alcohol is spasm of the blood-vessels. 

They conclude that the vasodilating drugs are of definite value in the treat¬ 
ment of the toxic amblyopias caused by tobacco and alcohol, accomplishing 
in many cases remarkably rapid and complete return of vision. 

A paper on the same subject is contributed by W. F. Duggan, 4 who employed 
sodium nitrite in the form of intravenous injections of nitrosclemn , wherein 
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are given the results of treatment in 24 eases of tobacco amblyopia without 
optic atrophy, described at length. Two patients were relatively unimproved 
and 1 patient who was showing improvement failed to return after six days. 
The remaining 21 patients (87-9 per cent) attained vision of 20/30 in one or 
both eves in an average time of eighteen and four-tenths days, having received 
an average of nine injections in fifteen days. Five of these patients smoked 
during part or all of their treatment. Their average time of improvement was 
thirty-six and two-tenth days. In the Hi cases in which the patients did not 
smoke the average time for similar improvement was eleven and nine-tenth 
days, and in 10 of these cases this result was obtained in from one to seven days. 
Improvement in vision was definitely more rapid in the patients who received 
daily intravenous injections of nitroscleran (the average time was eight and 
two-tenths days per eye) than in those who received injections every second 
or third day (the average time was thirty-four and five-tenths days per eye). 
Improvement was definitely more rapid in the tobacco-alcohol group than in 
the tobacco group. Of 16 patients with tobacco amblyopia with temporal 
optic atrophy, 2 showed marked improvement; 7 showed slight improvement, 
and in 1 the condition was unimproved. Seven of the total 34 patients smoked 
during part or all of their treatment. Definite improvement occurred in all 
these while they were smoking, and 8 of the 3 3 eyes involved attained their 
best final vision in from eight to twenty days. He concludes that the use of 
from six to ten daily intravenous injections of 100 mgrm. of sodium nitrite 
(as nitroscleran) brings about rapid restoration of vision in cases of tobacco 
amblyopia uncomplicated hv optic atrophy. In cases in which temporal optic 
atrophy is present the prognosis is poorer, but some improvement may be 
expected. In uncomplicated cases, even if the use of tobacco is continued, 
definite improvement in vision may be expected. 

While histopathologieal evidence is lacking to confirm the hypothesis that 
the development of tobacco amblyopia is due primarily to a vascular spasm 
in the visual pathway, yet, because of the uniformly good results obtained 
with treatment based on this hypothesis, such eases deserve a trial with vaso¬ 
dilators. The treatment seems to he safe as well as effective. 

References.— 1 Klin. Monats.f. Augenheilk. 3 930. Ixxxv, 787 ; v.l rch . of Ophthalmol. 
3932, viii, 304 ; *lbid. 1935, xiii, 435 ; Hbid. 1935, xiii, 3059. 

TONSILS, AFFECTIONS OF, F. TV. Wathjn-Thoma,% F.R.C.S. 

Indications for Tonsillectomy,—G. Dolilman 1 reviews the indications 
for tonsillectomy from the point of view of oto-larvngology and of internal 
medicine. He points out that as the modem views of the importance of focal 
sepsis have increased the demand for tonsillectomy, so some confusion has 
arisen as to the exact indications for performing the operation. One difficulty 
is that, while the physician has the opportunity of seeing the patient during 
Ms illness, the surgeon only sees him in the quiescent stage, and has to depend 
on the history which is given him. Although we are justified theoretically 
and practically in removing tonsils for repeated attacks of tonsillitis, or for 
complications, articular, cardiac, or renal, associated with such attacks, we 
cannot from the histological examination of the tonsils determine the actual 
pathological condition which can he. regarded as responsible for the effects. 
As there seems to be no certain means of distinguishing microscopically the 
tonsil of a healthy subject from the tonsil of a patient liable to attacks of 
tonsillitis or of complications at a distance following such attacks, it follows 
that the ordinary microscopic signs cannot be of much value. If the microscope 
cannot decide, we cannot rely on accumulations of detritus, redness of the 
pillars, or evidence of lymphatic irritation; these may be evidence only of 
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past inflammation. If, however, the history shows a definite connection between 
attacks of tonsillitis and other conditions, w T e should remove the tonsils even 
if we do not find in them evidence of inflammation. Normally there is probably 
a continual struggle in the tonsil between invading organisms and the natural 
defences ; thus some degree of chronic tonsillitis is a normal state, and is always 
present except in animals living in an environment free from outside infection. 
To suggest that all tonsils are therefore diseased organs and should be removed 
is an untenable argument, for this continual struggle is a property of lymphoid 
tissue throughout the body. A more legitimate conclusion would be that in 
the clinically diseased tonsil we have a pathological reaction which manifests 
itself in repeated acute attacks in the tonsil itself and by an abnormal perme¬ 
ability to organisms and their toxins which can result in the whole series of 
complications. If the tonsil reaction to bacteria in the mouth and the tonsillar 
tissue depends on local damage to the tonsil by previous attacks of acute tonsil¬ 
litis, tonsillectomy will give a good result. If the condition is due to a general 
lack of resistance, tonsillectomy will not cure the pharyngitis, bronchitis, etc. 

Bacteria behave according to the nutrient medium in which they live, and 
this suggests the importance of studying the buccal secretions and the reaction¬ 
ary qualities of the tonsil. In some experiments which Dohlman has performed 
he has found that Gram-positive organisms disappeared from the mouth after 
a carbohydrate-free diet. It is possible that in some cases operation, leaving as 
it does large new surfaces which take some days to heal, allows auto vaccination 
to take place from the mouth. The rest in bed and the enforced partial 
starvation due to difficulty in swallowing may also play some part in the cure. 

But in spite of these criticisms Dohlman holds that it is the duty of the 
surgeon to remove a tonsil which after careful examination he believes to be 
a source of infection which produces or aggravates pathological lesions either 
locally or generally, even though strict scientific proof may be lacking. At 
the same time, this doctrine does not exempt the physician from his responsi¬ 
bility ; the fact that the surgeon must depend for his decision largely on the 
history provided him makes it the more incumbent on the physician to select 
with the utmost care the cases which he submits for surgical intervention. 

[It is interesting to compare this paper with the debate on tonsillectomy 
reported in the Medical Annual last year (p. 445). Dohlman raises several 
points of interest which, it may be hoped, will be dealt with more fully later, 
e.g., the possibility of modifying the local indigenous organisms by changes 
in diet. On the whole, in Lord Dawson’s words, the paper is “ not an argument 
against operation, but an argument for greater discrimination in doing it ”.— 
F. W. W.-T.] 

Diathermy in Diseases of the Tonsils.—E. R. Roberts 2 writes on the 
present status of diathermy in the treatment of tonsil disease. There has 
been much discussion as to the suitability of this method for ordinary cases 
of chronic tonsillitis (see Medical Annual, 1933, p. 494), and in this article 
the author describes the rise of diathermy to favour in the treatment of 
tonsillar sepsis and its present position in specialist opinion in the United 
States. 

The good results obtained by diathermy in malignant disease of the tonsil 
suggested that it might be used for the septic tonsil. The idea was elaborated 
by the instrument-makers, wdio developed a suitable apparatus. “ Ushered 
in by clever advertising and marketed by good salesmanship, and later by 
the Life Extension Institute who are advocating its use, there arose a public 
demand for this form of treatment utterly out of all proportion to its merits.” 
Claims are made that the method is safe and simple; that there is less pain 
and less risk of haemorrhage ; finally that it saves the patient time and money. 
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The method has been very widely used in the States, and the writer has 
had a mass of material on which to base Ms opinions. They are uniformly 
unfavourable. He points out first the difficulty of removing all the tonsil. 
Even with bipolar needles the area coagulated is pyramidal, with the base to 
the faucial surface ; the difficulty of complete removal is compared to taking 
custard out of a cup with a spoon ; ridges and streaks arc left between the 
spoonfuls, in practice the danger of secondary haemorrhage has proved to be 
considerable, and when haemorrhage does occur it is very difficult to control. 
In many cases there is post-operative pain. Lastly, in many cases the removal 
is incomplete. In support of these findings, Roberts quotes the stated opinions 
of various clinics, all unfavourable, and many (e.g., Shambaugh School) violently 
so. He summarizes his conclusions as follows :— 

44 Contrary to the advice freely given by some, that surgical diathermy is 
the procedure of choice over tonsillectomy, the facts are that with the use of 
surgical diathermy: Theoretically, the tonsil is not entirely removed and if 
my idea of the mechanics of this technique is correct, it cannot be—practically 
as' most of us see end-results, this is the fact. The danger of secondary haemor¬ 
rhage is great. There is post-operative pain in the series of treatments. 
Secondary infection, with oedema, is always present in some degree, and sear 
tissue invariably in the end-resnlt. Diathermy is unsurgieal and dangerous 
in itself, and may be dangerously inefficient from the standpoint of the patient. 
Additional surgical removal is necessary afterwards. Tonsillectomy is, as yet, 
the only operation which adequately fulfils the demand for complete removal 
of the faucial tonsil and complete eradication of this organ as a focus of infection.” 

References. —'Acta Otolaryngol . 1934, xx, 394; 2 Laryngoscope , 1934, xliv, 941. 

TRACHEA, AFFECTIONS OF. (See Larynx and Trachea.) 

TRICHINOSIS. J. D. Rolleston , M.D., F.R.C.P. 

Epidemiology. —According to A. I. Goldschlager, 1 trichinosis is much more 
prevalent in the United States than is generally supposed, as is shown by the 
following figures ; 263 cases were notified from 15 states in 1932 and 208 cases 
from 13 states in the first nine months of 1933, more being reported from New 
York and California than from any other states. A similar view as to the 
prevalence of trichinosis in the United States is held by W. W. Spink and 
D. L. Augustine, 3 who record their observations on 35 cases occurring in and 
around Boston during the last three years, and state that the majority of cases 
were mild. The commonest sources of infection were raw pork sausages or 
sandwiches and boiled ham. 

Symptoms and Complications. —A. I. Goldschlager, 1 who reports eight cases 
in patients aged from 16 to 20 due to consumption of imperfectly cooked pork 
or sausage, states that oedema of the eyelids and intense headache on flexing or 
extending the neck were the principal symptoms. All recovered. 

A fatal case df trichinosis complicated by encephalitis and myocarditis is 
reported by M. B. Gordon, R. Cares, and B. Kaufman 3 in a girl aged 14 follow¬ 
ing consumption of pork sausages. Symptoms of encephalitis predominated, 
whereas the usual diagnostic features of trichinosis, viz., gastric intestinal 
symptoms, muscular tenderness, and eosinophilia (until the day before death), 
were absent. 

Diagnosis. —Goldschlager 1 states that mild trichinosis may be very easily 
overlooked or mistaken for influenza or other infectious diseases. The intra- 
dermal test introduced by Bachman in 1928 was positive in all his eases in 
dilutions of 1-100, 1-1000, and 1-10,000. The results of precipitin tests were 
less positive. 
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W. W. Spink and I). L. Augustine 2 state that the most reliable diagnostic 
sign is the presence of eosinophilia, which usually begins in the second week, 
reaches its height in the third or fourth week, and then gradually declines". 
The skin test usually became positive about the seventeenth day of infection, 
and the precipitin test at the end of the fourth week. Other laboratory tests, 
such as search for the parasite in the stools, blood, or cerebrospinal fluid, were 
usually unsuccessful in their cases. 

References.— Mnn. of Internal Med. 1935, viii, 939 ; -Jour. Amer. Med. Assoc. 
1935, liv, 1801 ; Vow. of Pediat. 1935, vi, 6G7. 

TROPICAL ULCER. Sir Leonard Rogers , M.D., F.R.C.P. , F.R.S. 

Ulcers in Africans are dealt with by J. C. R. Buchanan and I. Sanderson. 1 
They occur chiefly in underfed people and subjects of helminthic infections 
with a haemoglobin percentage of below 80, and are mainly situated over bony 
and tendon prominences of the ankle. They were treated with Zipp dressings, 
either under a plaster-of-Paris casing in ambulatory cases or without it in 
hospital. Arsenic or bismuth injections and Hg and KI orally were used, 
together with a diet containing milk, meat, germinating beans, spinach, and 
maize-meal porridge, and patients were also given cod-liver oil, yeast, and iron. 
In others the ulcers were treated with a mixture of 80 parts of beeswax with 
20 parts of zinc oxide spread on lint after being warmed. The dietetic treat¬ 
ment improved the general health without benefiting the ulcers, but the bees¬ 
wax and zinc oxide accelerated healing, after preliminary cleaning up of the 
ulcers had been obtained by the application of Zipp in seven to ten days under 
the plaster-of-Paris support, and this ambulatory method of treatment was 
popular and economical. Zipp is composed of iodoform 2 parts, zinc oxide 
1 part, paraffin liq. 2 to 3 parts to make a thick paste. 

Reference. — lr j Vrans, 1Roy. Soc . Trop. Med . arid Hyg ., 1935, xxviii, March, 505. 

TRYPANOSOMIASIS. Sir Leonard Rogers, M.D. , F.R.C.P., F.R.S. 

Etiology.— Important work on the natural defences against infection by 
trypanosomes has been done by N. and H. von Jancso. 1 They point out that 
the two known factors in producing immunity to infection by trypanosomes by 
drugs are ; (1) The action of the drug in destroying trypanosomes in the system; 
and (2) The humoral immunity of the specific antibodies, which kill a consider¬ 
able number of the parasites that have escaped the chemotherapeutic shock of 
the drugs. To these must now be added the natural defence forces of the 
system. These are abolished by removing the spleen in which the specific 
immune bodies are formed, and by the injection of electro-colloidal copper, 
as this poisons the reticulo-endothelial system and also abolishes phagocytosis. 
With the use of minimum curative doses splenectomy leads to early reappear¬ 
ance of trypanosomes in the blood, and if the copper preparation is also injected, 
the reticulo-endothelial system is poisoned and the action of germanin (Bayer 
205) in causing phagocytosis of the trypanosomes is prevented, with resulting 
exclusion of the natural mechanisms of defence and early relapse. In a further 
paper 2 the same workers show that by the exclusion of the mechanisms of 
defence in the manner described above, treatment by germanin produces a 
jdrug-fast strain with remarkable rapidity, such as after 12 treatments, as 
against 100 passages taking some twelve months by former methods, or 250 
times the normal increased resistance against the drug, apparently because 
the parasites rapidly adapt themselves to the drug in the absence of the defence 
mechanism. Ordinarily the treatment of a trypanosome infection with repeated 
non-sterilizing doses in normal mice led to a permanent cure, but failed com¬ 
pletely after the exclusion of the protective forces in the manner described. 
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The infectiyitv of Trypanosoma rhodesiense in relapses after Bayer 205 is 
reported on by J. F. Corson, 3 who found it to be transmissible by direct 
inoculation and cyclically. The same worker' 1 reports on the influence of 
body weight and the dose of trypanosomes in experimental white-rat infections, 
and he found no differences in the effect of doses of 100 to 100,000 parasites 
and variations of the body weight between 50 grm. and 100 grm. Corson 5 
has also found that a strain of human T. rhodesiense was still infective to man 
after a year’s transmission cyclically through Glossina jnorsitans and through 
dik-dik antelopes. In a further paper Corson 6 shows that such birds as 
francolins and guinea-fowls, in addition to the domestic fowl, only very rarely 
act temporarilv as reservoirs of T . rhodesiense , so appear to be of little or no 
importance in the etiology of human trypanosomiasis. * Once more the same 
writer 7 has shown that 60 per cent of G. morsitans fed on a reedbuck infected 
with T. rhodesiense developed an infection of the salivary glands under normal 
laboratory conditions. 

The mechanical method of trypanosome infection has been studied by J. G, 
Thomson and W. A. Lamborn 8 —namely, through the agency of non-biting 
hematophagous flies. These feed readily on the serous discharges of ulcers 
and the secretions from the nose, eyes, and mouth, and they subsequently pass 
blood or serum in their numerous dejecta, which may contain large numbers 
of living trypanosomes, leishmania, or the Treponema pertenue of yaws. In 
Nyassaland Mu sea spectanda persistently haunts man in search of such 
serous fluids, and they readily ingest T. bracei from the blood of rats and dogs 
and pass the parasites in their droplet dejecta for from five minutes to six hours 
afterwards. Rats were infected by placing such dejecta on a fresh cut on the 
ear or on a drop of blood exuding from the bite of a horse-fly. Some flies also 
extrude infected drops of ingested blood from their proboscis five to ten minutes 
after a full meal. 

The presence of a mild infection of cattle by T. vivax has been discovered 
in Mauritius by A. R. D. Adams 9 in addition to the previously known virulent 
T. evansi infection of animals or surra. 

F. P. Mackie 10 reports on the Jariseh-Herxheimer reaction in trypanosomiasis. 
This consists in a cutaneous and general flare-up following treatment by organic 
arsenical or other drugs, including tryparsamide, and in the case now reported 
severe and fatal nervous symptoms following a 2-gr. dose of tryparsamide were 
found at an autopsy to be due to widespread haemorrhages in the caudate and 
lenticular nuclei of the brain, accompanied by the presence of the morular cells 
of Mott. 

H. L. Duke 11 reports that the blood of the baboon, Papio tessellatus , and 
also that of the monitor lizard, Varanus , when ingested by G, palpalis shows 
masses of light-green-coloured crystals in the intestinal contents of the fly ; 
so tests were made to ascertain if the blood of these animals had any inimical 
effect on the development of polymorphic trypanosomes in the tsetse fly, but 
no definite results were obtained, as full development of the flagellates took 
place, although the animals are practically completely resistant to infection 
with the trypanosomes. 

Treatment. —Further studies in chemotherapy are reported by W, Yorke, 
F. Murgatroyd, and Helen Russell. 12 * 13 * 14 The length of time an arsenical 
preparation remains in the circulating blood has been investigated by the 
trypanocidal titre of the serum of the blood at intervals after the intravenous 
injection of arsenobenzol, trivalent, and pentavalent arsenical compounds 
respectively. It was found that the first two preparations produced an immediate 
enormously high trypanocidal titre in proportion to the dose, and this fell 
rapidly at first and more slowly later to reach zero, most rapidly in the case of 
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the trivalent compound. On the other hand, the pentavalent arsenical com¬ 
pound produced only a slight immediate trypanocidal litre, not reaching its 
maximum until after six hours. The authors conclude that the pentavalent 
compounds, such as tryparsamide, owe their therapeutic activity to a gradual 
reduction in the blood to the much more active corresponding trivalent compound. 
In discussing the application of their researches to treatment they point out 
that even the rapid elimination of trivalent compounds through the kidneys 
does not fully account for the extreme rapidity of their disappearance from 
the blood-stream after intravenous injection; they find that reduced tryp¬ 
arsamide and N.A.B. diffuse rapidly into and out of red corpuscles, as 
does tryparsamide, and is to some extent reduced by the haemoglobin into 
the active trivalent form, and this accounts for the steadily rising trypanocidal 
titre Of the serum during six to eight hours after the injection of the penta¬ 
valent tryparsamide. 

J. M. Wallace 15 has tested the resistance of a strain of trypanosome in vivo 
to arsenic by injecting increasingly tolerated large doses of the drug up to 
twenty-four hours before giving the injecting trypanosome. 

J. F. Corson 10 found that doses of from 0-015 to 0-03 grm. of Bayer 205 per 
kilo body weight failed to protect white rats against the bites of infected 
tsetse flies. 

References.—- 1 l Ann. Trop. Med. and Parasitol 1934, xxviii, Oct., 419 ; 2 Ibid. 1935, 
xxix, April, 95; s Ibid. 1934, xxviii, July, 225 ; A Ibid. 1934, Dec., 525; h Jour. Trop. 
Med. and Hyg. 1935, xxxviii, Jan. 1, 9 ; Hbid. Feb. 15, 48 ; 7 Trans. Boy. Soo. Trop. 
Med. and Hyg. 1935, xxviii, March, 501 ; 8 Brit. Med. Jour. 1934, ii, Sept. 15, 506 ; 
9 Ann, Trop. Med. and Parasitol. 1935, xxix, April, 1 ; 10 Trans. Boy. iSoc. Trop. Med. 
and Hyg. 1935, xxviii, Jan., 377; ll Ibid. xxix, July, 207 ; 12 Ann. Trop. Med. and 
Hyg. 1934, xxviii, July, 227 ; u Lancet , 1935, i, Jan. 26, 1916 ; 14 Trans. Roy. Soc. Trop . 
Med. and Hyg. 1935, xxviii, March, 435 ; 18 Ibid. 1934, Nov. 347 ; 18 Ann. Trop. Med. 
and Parasitol. 1934, xxviii, Dec., 535. 

TUBERCULOSIS, GENITO - URINARY. (See Bladder ; Kidney ; 
Testis.) 

TUBERCULOSIS OF LYMPHATIC GLANDS. 

John Fraser , Ch.M., F.R.C.S.Ed. 

A fresh interest has been infused into the problem of treating this condition 
if we are to accept the arguments of certain French observers—P. Moure, 
Raude, and Ch. Rouault. 1 They recommend the injection into the tuberculous 
gland of a solution composed of ether, chlorophyll, and formalin —the exact 
proportions of the constituents and the method of preparation are not divulged. 
The quantity injected varies from 2 to 10 c.c., the injections are given twice 
weekly, and the number of them depends upon the clinical result obtained ; 
in certain instances cure followed two injections. The technique is briefly as 
follows. Picking up the affected gland between the finger and thumb, the 
operator perforates it with a fine needle attached to a syringe holding 
the appropriate quantity of the fluid. The injection is then introduced into the 
centre of the gland, and if it is properly placed the gland becomes thin and 
distended as the fluid accumulates within the confines of the capsule. The 
authors claim that from the intra-glandular area the injection penetrates the 
efferent and afferent lymphatics. As the property of the solution is to induce 
tissue-sclerosing effects, a successful injection should result in the cure of the 
glandular disease and also in obliteration of the related lymphatics ; the latter 
effect is, in the authors’ opinion, an important and valuable sequel as it prevents 
extension of the disease. They foresee that in the future the method may 
have important applications in connection with the prevention of cancer 
dissemination. 
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The results recorded by the observers are not as impressive as the general 
trend oi* the com 1 1 mnication might seem to imply. In a total of 112 cases, 
45 are reported as cured, 11 were untraced, 50 are under treatment. 

The reviewer is a frank advocate of the operative treatment, and he lias 
no hesitation in stating that the results of operation are definitely better than 
those just recorded. A further point which must arouse dispute was brought 
out in discussion by hi. Cuneo. In the opinion of the authors the chlorophyll 
is the really active substance in the combination, but M. Cuneo suggests that 
it is more likely to be the formalin, and to our minds this would seem a more 
reasonable suggestion. 

Reference .'— 1 JBuiL et JSlem. Sac. nat. de Chir. 1035, Isi, May 18, 664. 

TUBERCULOSIS, PULMONARY, L. S. T. Burrell, M.D., F.R.C.P. 

Tuberculin.—It is considered by some authorities that a severe skin 
reaction to tuberculin indicates active disease. Stewart 1 tested a number 
of children, and found that those with definite and demonstrable intrathoracic 
lesions had the same degree of skin sensitiveness as those with negative or 
indefinite signs or symptoms. He concluded, therefore, that there is no 
justification for the belief that children with large and severe Mantoux 
reactions have more extensive pathological changes or more active disease 
than those who are less sensitive. This view is confirmed by the work of 
Badger and Mvers, 2 who tested by the Mantoux method 207 people with 
measured dilutions of tuberculin to determine whether there is any relation 
between the reaction produced and the nature of the tuberculous disease in 
the lung. Two groups were taken, one consisting of 161 nurses in training 
and the other of 46 tuberculous women. They found no consistent relation 
between the degree of skin reaction and the degree of activity of the disease. 

Haliiday Sutherland 3 agrees that all the skin tests are qualitative, and give 
no indication whether a lesion is active or not. In his opinion, however, the 
subcutaneous test can differentiate between active and latent disease. A 
febrile reaction to any dose of old tuberculin up to 0-001 c.c. means definite 
activity, no reaction to 0-01 excludes active disease. Reactions to about 0-005 
are indefinite. The tuberculous patient may react to the injection of tuber¬ 
culin locally at the site of injection, focally with exacerbation of signs in the 
lesion, or generally by a rise of temperature. It is the rise of temperature 
only which is used in the subcutaneous test. 

The danger of this test has been much exaggerated, and provided it is used 
with ordinary caution it is quite safe. Sutherland points out that one cannot 
abandon the use of a drug—morphia, for example—because it is dangerous 
if improperly employed. He describes six types of febrile reactions 4 : (1) An 
immediate reaction with a fall by crisis. (2) An immediate reaction with 
fall by lysis, the normal being reached within forty-eight or seventy-two 
hours. (3) A delayed reaction and fall by crisis. (4) A delayed reaction 
and fall by lysis. (5) A progressive reaction and fall by crisis after some 
seventy-two hours. Sutherland regards this as a danger signal, the rising 
temperature being due to focal reaction. (6) A progressive reaction which 
persists or falls by lysis is the temperature of tuberculous bronchopneumonia, 
and indicates that too large a dose of tuberculin has been given. He regards 
the ideal case as one with early symptoms and suspicious X-ray signs with the 
diagnosis confirmed by the subcutaneous test. Tuberculin is contra-indicated 
in febrile cases, but after a period of rest in bed or sanatorium treatment the 
temperature may settle and the patient become suitable for tuberculin. 

In treating a case with tuberculin he advocates starting with a small dose, 
such as 0T c.c. of dilution 4 (or even a smaller one if there is a strong skin 
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reaction to the preliminary subcutaneous test), and doubling until a reaction 
occurs, when the dosage should be increased gradually by adding a half, 
quarter, fifth, or tenth to the next dose—the object being to increase the dose 
as much as-possible short of causing a reaction. 

The tubercle bacillus is said to consist of: (1) A protein part, which alone 
can make the uninfected body allergic, or produce a reaction in the allergic 
body; (2) A lipin part, which causes cell necrosis ; and (8) A carbohydrate 
part. 

Purified Protein Derivative (PJPJD.) has been isolated by Florence Seibert, 
and can be obtained in tablet form. It is said to contain no extraneous proteins. 

Long, Seibert, and Aronson 5 state that the various preparations of old 
tuberculin are of unknown strength of the active principle. The suggested 
dose of P.P.D. for testing by the intradermal method is 0*00002 mgrm., and 
failing a reaction 0*005 mgrm. is then given. It is claimed that the smaller 
dose causes a reaction in the highly sensitive cases, and if not the larger one 
can be given without fear of a severe reaction, and will detect the remainder 
of positive cases. They admit that, as with other tuberculins, P.P.D. may 
fail to cause a reaction in an occasional case of old healed tuberculosis with 
calcified foci. Reactions to P.P.D. should be examined forty-eight hours 
after the injection. If negative, there is no swelling, or only a very little, and 
no redness. Positive reactions may be classified as :— 

+ Swelling of from 5-10 mm. in diameter. 

■f 4* Swelling of from 10-20 mm. 

+ 4* + Swelling of more than 20 mm. 

H—1—i—h Swelling and necrosis. 

Hamburger's Test is a modification of the Moro test. The skin over the 
sternum is rubbed with ether to free it of fats, and then a small drop of ointment 
is well rubbed in, and the result read forty-eight or more hours later. If 
positive, papules are seen over the area. Dorothy Price, 6 using this method 
in Dublin, found an error of only 4*5 per cent.^ She also found a low percentage 
of reactors which may be taken as indicating a racial susceptibility. Although 
this test may be helpful in certain cases of children it cannot be regarded as 
of the same value as the von Pirquet or Mantoux test. 

Tnboulet Test .—Robinson and Cruickshank 7 tested 109 patients at Papworth 
Settlement by this method in the hope of diagnosing early intestinal ulceration. 
They came to the conclusion that the test was not reliable. Of 93 cases the 
clinical and Triboulet results were as follows :— 


Triboulet Test 

Negative 

Clinically 

Probable 

Positive 

Negative .. 

15 

3 

1 

Positive ( 5 hours) 

34 

8 ! 

7 

„ (24 hours) 

18 

7 ! 

; | 

0 


Radiology.—Fellows 8 reports on 141 cases of pulmonary tuberculosis in 
apparently healthy applicants applying for employment at the Metropolitan 
Life Insurance Company, New York City. A fluoroscopic examination was 
made in each case, and if any suspicious shadow was seen a radiograph was 
taken. By these means 91 (65 per cent) were diagnosed in the minimal stage, 
42 (30 per cent) in the moderately advanced, and 8 (5 per cent) in the advanced 
stages. This proportion of minimal cases is about five times greater than the 
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average admission rate of minimal eases : 181 went on to the sanatorium, and 
of these 25 had a positive sputum, 12 were positive with a guinea-pig test, and 
a further 4 were subsequently positive ; 90 had negative laboratory reports 

throughout. 

Physical signs are notoriously misleading in the diagnosis of tuberculosis 
of the lung, and it is possible for advanced disease to exist without any physical 
signs being detected even after careful examination by experienced physicians. 
The only sign which is of real importance, and is almost pathognomonic of 
tuberculosis, is the presence of crepitations heard over the upper part of the 
lung, and persisting after cough. It is noteworthy that this sign was present 
in 59 (42 per cent) "of this series. Owing to the expense of routine radiography 
a film is taken only if there is some indication in the history or physical or 
screen examination. In 59 out of the 141 cases it was only as a result of 
fluoroscopic examination that evidence of disease was detected. 

Kattendt 6 stresses the importance of fluoroscopy, which is regarded as an 
essential part of examination at Munich. Clinical examination alone missed 
disease in a large proportion of cases, and fluoroscopy, though much less expen¬ 
sive than taking a film, will detect the disease in nearly every case. 

Taylor 10 states that radiographs show that the lesions in pulmonary tuber¬ 
culosis are either exudative or productive. The former ends either by complete 
resolution, by the formation of a fibrous scar, or by caseation and ultimate 
excavation. The productive form leads to fibrotic strands with nodular 
fibrosis and numerous small cavities like a bronchiectasis. Taylor states 
that these types are not serial changes of one lesion. Clinically as well as 
radiologieally, each type runs its own characteristic course. As regards the 
indication for treatment, they fall into two groups which he calls benign and 
malignant. In the former, there is practically no mortality, but the latter 
leads to breaking down of lung tissue with local and metastatic spread 
of disease. 

Pregnancy and Tuberculosis.—Floyd 11 points out that pregnancy throws 
a considerable strain upon the woman. It makes demands on calcium, iron, 
and iodine metabolism ; the parathyroids hypertrophy and cause an additional 
drain of calcium. During the later months of pregnancy the basal metabolism 
is raised some 30 per cent. There is glycogen deficiency in the liver and a 
lowered renal threshold for sugar. In addition to this the rate of respiration 
is increased, and the number of red blood-corpuscles diminished. Parturition 
adds a further strain, and Floyd states that the descent of the diaphragm 
causes a sudden fall of intrapleural pressure. He says that sanatorium treat¬ 
ment to be of real value should include the whole period of gestation and a 
period of at least six months after parturition. 

Artificial pneumothorax will render the pregnancy safer, but should, be given 
carefully towards the later weeks, when both lungs are embarrassed by the 
raised diaphragm. He advocates the immediate induction of artificial pneumo¬ 
thorax in cases of unilateral disease when pregnancy occurs. If for any 
reason pneumothorax cannot be induced he advocates abortion, but points 
out that in advanced cases abortion cannot save the mother, and sacrifices 
the child. In the early stages of pregnancy termination is a simple matter 
and need not distress the patient, but after the fourth month it is a serious 
operation. One would certainly expect the intrathoracic pressure to be raised 
during the later stages of pregnancy, but this is not found in all cases treated 
by pneumothorax. Ford 12 describes a case where the confinement took place 
on April 14. On April 9 the intrapleural pressure was — 12 — 5, and this was 
raised to — 24-2 by giving a refill of 500 c.c. On April 20 the pressure was 
— 7 — 4, which was raised to 0 4-4 by giving 340 c.c. of air. 
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Lloyd and Richard 13 recorded the intrapleural pressures in four patients 
before, during, and after labour. As would be expected, there was a great 
rise during the pains, but after delivery there was no noticeable fall. The 
patients were under gas and oxygen anaesthesia during delivery : otherwise 
the intrapleural pressure would probably have been still higher. * The pressure 
in cm. water in one of their eases varied as follows :— 


Anesthesia, 

Inspiration 

Expiration 

Remakes 

Non© .. 

—14 

— 5 

Before labour 

Gas and oxygen— 

Deep 

—16 

+ 7 

Hoad presenting 

Deep 

: 

+ 85 

Birth of head 

Deep 

+ 52 j 

+ 57 

Expulsion of placenta 

None 

+ 4 

+ 11 

None .. 

j — 9 

+ 2 

After refill of 250 c.e. 


They state that during artificial pneumothorax treatment they have found 
pressures of from + 50 to -f- 65 in women and from + 109 to + 249 for men by 
getting them to make violent expiratory efforts. 

Pulmonary Tuberculosis in Young Women.—Bentley 14 suggests that no 
single factor accounts for the fact that pulmonary tuberculosis has failed to 
decrease amongst young women as it has with others during the last half 
century. It has been suggested that this is due to a large proportion of people 
reaching adult life without the protection of a previous infection. If this 
were a serious factor one would expect it to affect both sexes alike. It has 
also been suggested that women stay at home, and their domestic duties 
render them more liable to acute infection. This may play some part, but 
the incidence of tuberculosis as regards age and sex varies so greatly that one 
must suspect some more definite explanation. 

Webb, Gilbert, and Ryder 15 consider that endocrines play an important 
part in making the disease so frequent and acutely active in young women. 
It is at least remarkable that the incidence rises abruptly at the age of puberty, 
and falls quickly after the age of about 35 or 40 in women, whereas in men the 
rise starts later but lasts longer. This peculiarity is found in all countries 
however varied are the habits of the people. For England and Wales during 
1933 the deaths from pulmonary tuberculosis were :— 


age 

MALES 

Females 

10-15 

135 

280 

15-20 

795 

1379 

20-25 

1787 

2110 

45-50 

1701 

690 


From 1901 to 1929 the decline of pulmonary tuberculosis in England and 
Wales was :— 


AGE 

MALES 

Females 

10-15 

42% 

42% 

15-20 

21% 

0 

20-25 

36% 

4% 


Lyle Cummins 16 thinks that physiological factors are important, but he 
stresses the risks of domestic occupations at a susceptible age, and the exposure 
to infection in homes of open cases for those who sweep out the rooms, make 
the beds, and attend to the sick. 

Childhood Tuberculosis.—Saye, Shelton, and Alsina 17 inoculated guinea* 
pigs \yith the gastric contents of 107 tuberculous children, and tubercle bacilli 
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■were found in 44 (41 per cent); of these 44, there was a history of contact in 26, 
the remaining 18 having had no known exposure to infection. Almost all the 
children showed some impairment of health and responded strongly to tuberculin, 
but pyrexia was rare. 

Parsons 18 disagrees with the popular belief that pulmonary tuberculosis in 
early childhood is nearly always fatal. He cites epituberculosis as a benign 
form commonly found in children. It is associated with slight malaise, and 
radiography may disclose an extensive area of consolidation of the lung, but 
recovery is~ the rule, although the condition may last for months. He believes 
that the course of the disease in childhood depends upon the dose ; a small one 
may be completely overcome ; a moderate one produces infiltration which 
may go on to perifocal inflammation ; a massive dose may lead to a generalized 
tuberculosis or to caseous pneumonia and cavitation. 

He remarks that in the majority of eases of tuberculous meningitis the 
infection comes from one of the parents, only rarely does it come from milk. 

Blood Picture in Pulmonary Tuberculosis.—Houghton 19 has elaborated his 
work on the blood, and discusses the results of testing over 1000 cases. He uses 
the sedimentation rate (S), von Bonsdorfffs 20 (VB) variation of the Arneth count, 
and the differential leucocyte count. Neutrophils (P), monocytes (M), lympho¬ 
cytes with eosinophils added (L). His formula is VB — [SR + (P + M — 2L)], 
and a result of 260 or over is regarded as normal. He found that activity in 
the tuberculous process is reflected in the blood picture, and leads to decrease 
of lymphocytes and eosinophil percentages, and in the von Bonsdorff count, 
and increase in the sedimentation rate, but the different criteria are not always 
affected to the same extent. He suggests that the sedimentation rate is 
affected by constitutional disturbance, the von Bonsdorff count by toxaemia, 
and the differential count by changes taking place in the lungs. He has found 
the blood picture of value in prognosis and as a guide to treatment, since it 
will often indicate a breakdown before physical signs or symptoms of it appear. 
Dramatic improvements in the blood picture sometimes follow artificial 
pneumothorax or phrenic evulsion. There is not much change, however, as 
a result of routine sanatorium treatment, and only a slightly greater improve¬ 
ment in those treated by sanocrysin. 

Muller and Davidson 21 state that a patient with pulmonary tuberculosis 
will have a normal monocyte-lymphocyte ratio at some time or other during 
the disease, so that it cannot be used for diagnosis, and it is not as sensitive as 
the sedimentation rate as an index of activity. It does, however, give valuable 
information as to the degree of resistance of the patient. An increasing ratio 
indicates the supremacy of the infection, whilst one that is normal or below 
indicates good resistance of the patient. 

Treatment. 

Artificial Pneumothorax,—Artificial pneumothorax is still regarded as 
the safest and most reliable method of collapsing a lung, but its possible 
dangers are becoming more appreciated. Jaquerod 22 says that pneumothorax 
should not he lightly undertaken, for it may lead to a series of painful pro¬ 
cedures continued over a number of years. Amongst these procedures we 
may mention phrenic evulsion, aspiration or drainage of a tuberculous empyema, 
and thoracoplasty in two, three, or more stages. He points out that there 
are cases which reap the greatest possible benefit by being given the opportunity 
of obtaining a lasting cure by simple and natural means, 

Dufault and Laroche 23 discuss the difficult problem of when the lung should 
be allowed to re-expand after collapse by pneumothorax. To allow this too 
soon is to risk a recurrence of activity, and may necessitate thoracoplasty if 
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the pleural surfaces adhere. To delay is to risk thickening of the pleura and 
the dangers associated with a permanent pneumothorax, but they emphasize 
their view that the dangers of maintaining a pneumothorax for many years 
are not great. They point out that a small infiltration without cavities will 
heal quickly and therefore the lung need not be collapsed for so long as one 
with old fibro-caseous lesions, which may require seven years of collapse before 
healing occurs. A minimum of two to three years’ collapse from the time 
the sputum has become negative is suggested for the early eases without visible 
cavities. In those with fibro-caseous lesions with thick-walled cavities five 
to seven years’ collapse may be needed. 

Myers and Levine 24 advocate artificial pneumothorax at the earliest moment. 
They point out that the complications associated with the treatment are very 
rare in early cases, and that delay in collapsing the lung often leads to 
spread of the disease. Ebert 26 also advocates the early application of 
pneumothorax. It involves a long course of treatment, but may save months 
of invalidism. 

Pottenger 26 thinks that cases of pulmonary tuberculosis fall into two types, 
the one that tends to heal without operative assistance and the other that 
does not. In the first group he puts practically all the early cases which 
include limited lesions whether proliferative or exudative with small cavities. 
In the other group he puts the more advanced eases such as larger cavities, 
or cavities in proximity to adherent pleura. Although cases in the first group 
may be expected to heal by natural methods, this does not mean that operative 
measures are contra-indicated, for some such special treatment may be needed 
in any stage of the disease. 

Taylor 10 is of opinion that cases can be recognized by radiography as either 
benign, in which case there is practically no mortality and no special treatment 
is required, or malignant, in which ease the prognosis is bad unless some collapse 
treatment is started. His classification, according to X-ray findings, is given 
in an earlier paragraph. There can be no doubt that radiography is of the 
utmost importance in determining whether or not artificial pneumothorax 
should be induced. 

A mobile mediastinum may prove a very troublesome complication in arti¬ 
ficial pneumothorax treatment, and some times makes it necessary to abandon 
the treatment. Thoracoplasty is dangerous in these eases, for the patients 
are apt to die of mediastinal flutter. Phrenic evulsion has been tried, but often 
makes matters worse by adding a mobile diaphragm which fluctuates with 
change of intrathoracic pressure. Gomenol has been used in these cases with 
success, but more recently a 50 per cent solution of glucose has been injected 
into the pleural cavity in order to produce an effusion and subsequent adhesions 
between the visceral and parietal pleura over the low r er zones of the lung and 
thus anchor the mediastinum. At first 20 or 80 c.e. of the glucose solution 
are injected, and this quantity is gradually increased at weekly intervals up 
to 100 or 200 c.c. 

Chandler 27 describes 110 consecutive operations for the division of adhesions 
(internal pneumolysis) performed on 89 patients between 1929 and 1934. Of 
these, 47 remain in good health, 11 in fair health, 6 are not robust or have had 
a relapse, 3 are ill, 15 dead, and 7 untraced. It must be noted that these cases 
include several bilateral and many advanced cases. Effusion formed in 24, 
of whom 20 are well to-day, so that this complication is not really serious 
although it may lead to obliteration of the pneumothorax cavity. An empyema 
occurred in 7 cases, in 3 of which it was tuberculous. Haemorrhage occurred 
15 times in this series, and was always from the parietal pleura or parietal 
end of the stump. It was controlled in every case and there never was a 
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hEemoihorax. To prevent bleeding, care was always taken to coagulate before 
using the electro-cautery. 

Climate.—Evans 28 believes that climate is of secondary importance in the 
treatment of tuberculosis, although It used to be regarded, and still is by most 
of the general public, as one of the essential factors. Now it is becoming more 
and more recognized that rest is the essence of treatment, that provided the 
patient has Ms rest and exercise regulated by a physician of experience, the 
actual site of the sanatorium or the climate in which he is being treated is of 
minor importance. He states that treatment in unfavourable climates near 
the large Eastern centres of population in America can and is being successfully 
carried out. 

It is, however, a matter of the first importance to make the patient as happy 
as possible, or at least to try and remove all unnecessary restrictions which 
make life irksome for him, and so the psychological effect of climate should he 
considered. If a patient wants to go to a certain place and has confidence that 
he will improve there, it is usually wise to send him, and similarly it is a mistake 
to send him to a place that he dislikes. For example, a patient who is x>ining 
to go to Switzerland will very likely improve rapidly if sent there, but one who 
dislikes the altitudes and has no confidence that the crisp dry air is beneficial 
is better treated elsewhere. For certain advanced or very acute cases the 
altitudes are actually harmful, and it often happens that patients arriving at 
such places as Davos or Arosa have to be sent at once to a lower altitude. The 
value of the high Alps is partly due to the reduced pressure of oxygen and 
partly to the excess of ultra-violet light. These conditions produce a rise in 
serum calcium and stimulate the blood-forming tissue. 

Gauvain 20 thinks that sun treatment is not so important as alterations of heat, 
cold, light, and shade. A change from a heat wave to a week or so of dull or 
wet weather is beneficial for tuberculous patients ; he therefore regards the 
English climate as good. 

R. A. Young 30 quotes Ellsworth Huntington ; 44 the climate of England 
comes nearer to the ideal than almost any other place.” He, too, stresses 
the importance of variability. 

The great variation in the death-rate from tuberculosis in different countries 
in Europe suggests that climate can play but a small part. In 1926 it was as 
follows per 1 0,000 of the population. 31 


Hungary 

. 241 

Switzerland 

, 145 

Trance 

. 209 

Germany 

97 

Spain 

. 151 

England and Wales ,. 

94 

Italy 

. 154 

Holland 

87 


And yet people will leave England and Holland and flock to Switzerland or 
one of the Southern countries. 
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TUBERCULOSIS, PULMONARY : SURGICAL TREATMENT. 

A. Tudor Edwards, M.Ck., F.B.C.S, 

Thoracolysis.—Increasing reports are found in the literature of the 
surgical treatment of pleuro-pulmonary adhesions during pneumothorax treat¬ 
ment. The measure has been accepted for some time as of value within its 
very definite limitations. It is, like other measures, likely to incur considerable 
odium unless due care and consideration are observed in its indications and 
skill in its practice. It is very doubtful whether extensive short adhesions are 
ever worth the risk of their division by cautery in view of the evident dangers 
of damage to the lung with its subsequent secondary infection of the pleura. 
Such cases are the usual precursors of the disasters which are met with after 
this operation, and while other less dangerous measures are still available, 
obviously, in general, it can be considered inadvisable to cauterize such even 
by the method of so-called enucleation (Maurer). A good deal of discussion 
has taken place as to the time at which these adhesions should be divided, and 
it is obviously an advantage to allow sufficient time to elapse before under¬ 
taking their division, as large numbers of bands, which earlier in the treatment 
would appear to require cauterization, will subsequently stretch and disappear. 
In spite of the increase of the reports and the literature little seems to be added 
to improvement in technical procedure except for an increasing tendency to 
return to the original electric cautery rather than the high-frequency current 
as a means of division ; particularly in this country there is a tendency to 
reserve the diathermy current as a means of dealing with any residual bleeding 
from the stumps, especially that on the chest wall after division. Realization 
of the difficulty in controlling the spread of the coagulation towards the lung 
has been the cause of this return to the earlier type of cauterization. 

Phrenicectonay.—Considerable doubt has been thrown recently upon the 
value of phrenicectomy in pulmonary tuberculosis. This is the inevitable 
result- of the indiscriminate use of this operation where the true indications 
are ignored and it has been employed in a haphazard manner. In judging 
the value of this relatively minor operative procedure it is essential to realize 
its limitations, and to estimate the results according to what is expected of it 
in the particular case involved. In a large proportion of cases it is not intended 
as a sole curative procedure but as an aid to other measures, such as pneumo¬ 
thorax ; in some cases to relieve pain ; in others to limit the rapidity of reac¬ 
cumulation of effusions and such-like complications. If its value is estimated 
upon this basis, no one of experience can doubt its value. Its use alone in 
widespread unilateral fibrosis or fibro-cavemous disease can only result in its 
condemnation. 

The value of phrenicectomy in the soft-walled apical cavities is often difficult 
to forecast, and it is in such cases where phrenicectomy has failed that localized 
thoracoplastic measures are often required later. The performance of an upper 
thoracoplasty in cases with a paralysed diaphragm has been definitely shown 
to increase the incidence of basal atelectasis—so-called inhalation pneumonia. 
As it is, therefore, inadvisable to have a permanently paralysed diaphragm 
when the outcome of the operation is problematical for apical cavitation, there 
ha,s been a considerable increase in the numbers of temporary phrenic operations 
performed. As a rule, after crushing of the main phrenic nerve, and the division 
of accessory branches, paralysis of the diaphragm persists for about four to six 
months. 

Should the apical lesions heal during this period the phrenic paralysis may 
be made permanent. If, however, the effect upon the lesion is disappointing, 
localized apical thoracoplasty may be considered afresh on its merits. 

O. Monod 1 advises in all cases in which a permanent phrenicectomy is 
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desirable that the nerve to the subciavius should also be divided, as unless 
this is done there is often recovery of function of the diaphragm owing to the 
communicating branches between the phrenic nerve and the subciavius nerve 
below the clavicle taking over the function of the paralysed phrenic nerve. 

Extrapleural Thoracoplasty.—Hedblom and Van Hazel 2 record results 
of total posterior extrapleural thoracoplasties and partial thoracoplasties in 
8762 cases reported in the literature since 1926, including 200 cases of their 
own. The partial thoracoplasties number 236. Of these results special 
reference is made to early and late mortality, causes of death, and duration and 
degree of improvement or of rehabilitation. The authors’ mortality was 
10-3 per cent; of the remainder, the mortality was 10-5 per cent. From 
one-quarter to nearly one-half of the deaths, occurring within a period of from 
five to ten years, took place in the first eight weeks. The most common 
causes were cardiac failure and pulmonary complications, of which the latter 
comprised 34 per cent of the total mortality. Among the total number of 
patients—namely 3762—from one to twelve years after operation 35-3 per 
cent were free from symptoms and at work, 22-1 per cent were improved and 
able to do some work, 5*5 per cent were not improved or were made worse by 
the operation, 3*5 per cent were untraced, and 33*6 per cent were dead at the 
time of the report. 

As the result of the accumulation of these records the authors have come 
to the following conclusions :— 

“ The surgical treatment of pulmonary tuberculosis offers to properly 
selected patients not suitable for pneumothorax therapy the best if not the 
only prospect of a complete arrest of the disease, and when that cannot be 
achieved, of relief of symptoms and prolongation of life. 

“ The proper selection of the patients and of methods, and of the most 
opportune time for operation, demands the closest collaboration of the physio¬ 
therapist and surgeon. 

44 From one-quarter to one-half of the total deaths during the first ten years 
following thoracoplasty occur during the first eight weeks, and are due largely 
to shock, cardiac failure, and pulmonary complications, all in considerable 
measure preventable through pre-dperative preparation, through operation 
graded into stages according to the patient’s condition, and watchful prolonged 
post-operative supervision. Such measures will extend indications for opera¬ 
tion. Even though by so doing the total mortality is not reduced more, patients 
otherwise hopeless are given the chances it affords. 

44 Deaths after the first eight weeks are due largely to extension of the 
tuberculosis, in some measure preventable through primary adequate collapse, 
through secondary additional collapse or compression for recurrence, and through 
reasonable care of health. 

“ Adequate application of the method or combination of methods indicated, 
early in the disease before extensive destructive changes in the lung, and before 
secondary visceral damage has occurred, will result in a minimal mortality, 
a maximal conservation of respiratory function, and in the greatest possible 
measure of rehabilitation.” 

Overholt 3 discusses selective thoracoplasty, and states that the attitude 
towards these procedures is changing, particularly as regards the extent of the 
operation and the preservation of relatively normal lung tissue. In addition, 
he advocates a wider interval between stages than is commonly accepted. Out 
of a total of 73 patients, 60 have had only a partial thoracoplasty, generally 
carried out in stages. Of these, 35 have had their collapse treatment com¬ 
pleted, which has resulted in closure of the cavities, as shown by X rays, in 34 
patients, and 30 have negative sputum. 
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Semi) 4 reports the use of a new type of what is termed 4 extra-fascial pneumo¬ 
lysis’ in association with thoracoplasty. By this he is able to realize a complete 
freeing of the apex of the lung and collapse of the cavities in that region from 
above downwards as well as from side to side. In the majority of cases this 
procedure has been confined to the apical or upper lobe regions, and less com¬ 
monly to the extensive unilateral types of disease. In association with this 
there is complete resection of the whole of the first and second ribs and decreasing 
lengths of the subjacent ribs. Posteriorly, the medial stumps of the ribs 
are resected beyond the point of the transverse process after exarticulation 
at the costo-vertebral joint. Likewise the uppermost intercostal muscles 
and the periosteum of the ribs are divided posteriorly. The operation is 
performed in one or several stages. In the cases operated upon complete collapse 
of the cavity or cavities was obtained in more than 90 per cent, and freedom 
from bacilli in more than 80 per cent, with mortality of just under 3 per cent. 

An account of the treatment of tuberculosis by this method is also given 
by Holst, Semb, and Frimann-Dahl. 5 The whole procedure has been carried 
out under local anaesthesia, and operation has been done on 200 patients in 
three different sanatoria. Considerable care is taken in the localization of the 
cavities, particularly from an antero-posterior aspect. Isolated cavities were 
found in one of the upper lobes in 128 cases ; in the middle and lower lobes 
in only 8. This goes to prove that in the great majority of cases of surgical 
pulmonary tuberculosis, collapse of the upper lobe alone is required. In their 
opinion the paravertebral total thoracoplasty does not have a selective effect, 
and it does not produce definite effective collapse of the upper lobe. The cause 
of this deficient collapse is partly deficient relaxation from one side to the other, 
i.e., insufficient resection over the upper lobes ; partly that the lung does not 
relax from above and from behind. This has been the cause of the evolution 
of Semb’s procedure, which is stated to allow the cavity to shrink concentrically. 
The authors furthermore show that the mortality of the operative procedure 
depends upon the extent of the operation and its impairment of the expectorative 
ability with its accompanying pulmonary complications. The most frequent 
post-operative pulmonary complications depend upon the retention of bronchial 
secretion due to the reduced expectorative ability of the operated side. Of a 
total number of 14 deaths, all were due to these complications. Approximately 
50 per cent of the cases examined radiologically revealed post-operative 
atelectasis. It is important, therefore, to avoid too extensive resection of ribs 
in one stage, to avoid phrenicectomy as a preliminary operation to thoracoplasty, 
and to take particular care when operating upon patients with a mobile media¬ 
stinum. Furthermore, the authors attach importance to the choosing of the 
right time and the favourable phase of the disease for the operation. 

References. — 'Presae med. 1935, xliii, Feb, 23, 299 ; z Jour, of Thor. Surg. 1934, Oct., 
55 ; 3 Ann. of Surg., 1935, Jan., 576. ; 4 Acta Chir. Scand. 1935, lxxvi, suppl. 37 l *Ibid. 

TULARiEMIA. J. D. Rolleston , M.D., F.R.C.P. 

Epidemiology.—G. Olin 1 states that in a previous paper he had shown that 
in 1931 about 30 cases of tularaemia had been observed in Sweden among 
human beings and 2 in hares ( see Medical Annual, 1934, p. 499). Since 
then no further human cases had been discovered in Sweden, although the 
disease was still present in hares, guinea-pigs, and squirrels. 

Symptoms and Complications. —C. N. Kavanagh 2 records his observations 
on 123 cases, 69 of which appeared in males and 54 in females ; 108 were of 
the primary cutaneous type, 6 of the primary ophthalmic type, and 9 of a 
cryptogenetic type. The average incubation period in 58 cases was four and 
a half days. Pulmonary involvement occurred in 16, the head was affected 
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in 2, abdominal symptoms were prominent in 5, peritonitis being present in 2. 
Delirium was a striking feature in 0 and acute mania occurred in 1, sub¬ 
cutaneous nodules were found in 20, and a cutaneous eruption in 28, There 
were 5 deaths. The characteristic pathological process consisted in the presence 
of focal areas of necrosis in various stages of evolution. 

The frequency of pulmonary involvement in tularaemia, to which reference 
was made in previous issues (see Medical Annual, 1933, p. 513 ; 1934, p. 499 ; 
1935, p. 458) is emphasized by S. D. Blackford, 3 who found clinical evidence 
of pleuro-pulmonary involvement in 17 out of 35 cases. Pneumonia was shown 
by clinical and X-ray examination to be present in 7, bronchitis alone in 7, 
and pleural fluid was aspirated in 3. 

References Off* inter nat. d’Hyg. publ. 1934, xxvi, 890 ; 2 Arch, of Internal 
Med. 1935, lv, 01 ; 2 Jour. Amer. Med. Assoc. 1935, civ, 891. 

TYPHOID FEVER. (See also Paratyphoid Fevers ; Scarlet Fever.) 

J. D. Rolleston , M.D., F.R.C.P. 

Epidemiology. —A. Loir and H. Legagneux 3 report an epidemic of typhoid 
fever at Havre, -where 3 eases occurred in July, 4 in August, and 17 in September, 
1034, with 3 deaths. There was a history of consumption of raw mussels or 
other shellfish in each case shortly before the onset of the disease. The 
writers attribute the outbreak to the injurious effect upon the shellfish pro¬ 
duced by the oil discharged from the numerous factories used for refining petrol 
into the estuary of the Seine at Havre. Although the oil is not in itself very 
toxic, it causes a morphological degeneration in the shellfish which reduces its 
natural resistance to typhoid infection. In view, therefore, of the increasing 
tendency to set up petrol-refining factories near estuaries, both for the sake of 
economy in transport and for obtaining the water needed for the working of 
the factories, it is most important that the shellfish in such areas should not be 
eaten until they have been cooked. 

The twenty-third annual report of the Journal of the American Medical 
Association 21 on the 93 cities in the United States with a population of more 
than 100,000 shows that while the total number of typhoid deaths in these 
cities was the same in 1934 as in 1933 (see Medical Annual, 1935, p. 459) 
three cities (Fall River, Lynn, and Waterbary) completed their fourth con¬ 
secutive year without a single typhoid death. 

Symptoms and Complications. —According to J. Martel, 3 the frequency of 
relapses in typhoid fever depends upon several factors, of which the most 
important is the patient’s age, the incidence being 4-5 per cent in the adult 
as compared with a frequency ranging from 6-5 to 30 per cent in the child. 
Relapses are commoner in mild or moderate attacks than in severe forms. 
Their pathogenesis appears to consist in auto-infection. As a rule the relapse 
is of shorter duration and less severe than the primary attack. The only 
constant sign is a rise of temperature, the next most frequent manifestations 
being headache, enlargement of the spleen, rose spots, and intestinal symptoms. 
The diagnosis is easy when the primary attack has been recognized. The 
prognosis is usually good. 

M. A. Perez-Medina 4 states that the coexistence of typhoid fever and tuber - 
culosis may occur under the following circumstances : (1) Typhoid fever in a 
tuberculous subject; (2) Tuberculosis and typhoid fever running a parallel 
course in the acute stage—a very rare occurence; (3) Tuberculosis following 
typhoid fever. In the first group the two diseases run their course indepen¬ 
dently, and it is rare for tuberculosis in such cases to show either improvement 
or aggravation. In the second group the prognosis of typhoid fever is grave 
if the tuberculous process becomes active. In the third group the tuberculous 
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disease may occur during or after convalescence from typhoid in the form of 
a pleural or pulmonary process. The diagnosis is often difficult when the two 
diseases coexist. As regards prognosis, meningitis and generalized miliary 
tuberculosis are not uncommon in young persons following typhoid fever. In 
view, therefore, of the occasional association of the two diseases special care 
should be taken to protect typhoid patients from tuberculous infection, and 
vice versa. 

L. Cartagenova 5 records three cases of the association of typhoid fever and 
measles in children aged 4, 5, and 7 years respectively. In each ease the measles 
eruption appeared in convalescence from typhoid fever. In two who recovered 
nothing remarkable developed apart from the pale pink colour of the measles 
eruption, while in the third patient who died the rash lasted barely twenty-four 
hours, death being due to bronchopneumonia. In none of the cases was there 
the recrudescence of the intestinal symptoms observed by Dumontet. 

H. Nicolas 6 reports eight cases in patients aged from 8 to 26 years in whom 
typhoid fever (7 cases) or paratyphoid fever (1 ease) was complicated by 
appendicitis . Appendicectomy was performed in 7 eases with 1 death, and 
1 patient died without operation in twenty-four hours from the onset. 

S. de JEtenzi 7 reports a case of suppurative hepatitis following typhoid fever. 
The patient was a boy aged 14 who on the thirtieth day of disease developed 
severe pain in the right hypochondrium. Death took place twenty days later 
after the appearance of a right pleural and peritoneal effusion. The necropsy 
revealed suppurative pylephlebitis, multiple hepatic abscesses, fistula of the 
gall-bladder, fibrino-purulent peritonitis, and bilateral sero-fibrinous pleurisy. 

A. Dufour and R. Froment 8 record their observations on the nervous and 
mental sequelae among over 3000 cases of typhoid fever during an epidemic 
at Lyons in 1928-9. Some form of nervous complication occurred in 52 
(1-7 per cent), of which 36 were psychical sequelae, 10 were neuritic sequelae, 
and 6 various nervous sequelae, especially epilepsy. The writers found that 
the nervous sequelae during the Lyons epidemic came next in order of frequency 
to the hepatic complications, but were more important. Nervous complica¬ 
tions in typhoid fever are, however, exceptional. A certain number are of 
only transient duration and disappear in a few months or years, especially in 
the case of neuritis. 

J. A. Toomey 9 studied the reflexes in 13 cases of typhoid fever with the 
following results. From seven to ten days after the onset of the disease the 
abdominal reflexes were modified, as the reviewer among others had shown 
many years previously (see Medical Annual, 1907, p. 575), there being usually 
a complete absence of response, if not in all, at least in the infra-umbilical 
quadrants. Within from twenty-four to seventy-two hours later the knee- 
jerks became hyperactive in 11 cases and hypo-active in 2. The knee-jerk 
response was followed two or three days later by the appearance first of a 
pseudo- and then of a sustained ankle-clonus in 10 cases. BabinskPs sign 
appeared in 3 cases. The anatomical explanation of these phenomena is as 
follows. The toxins of B. typhosus are absorbed along the grey fibres of the 
sympathetic nerves, so that the post-ganglionie fibres are involved with con¬ 
sequent modification of the abdominal reflexes. If further absorption takes 
place, irritation of the somatic nerves ensues with heightened response of the 
knee-jerk to stimulation and ankle-clonus. The effect of the toxin usually 
ends there. It may, however, spread to the cell of origin of the sympathetic 
fibres posterior to the lateral pyramidal column and irritate the cell column 
of the pyramidal tract, giving rise to Bahinski’s sign. 

Prophylaxis. —L. Michard 10 records twenty occasions on which combined 
inoculation against diphtheria and typhoid and paratyphoid was earned out 
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simultaneously id various French regiments with the result that the two diseases 
almost entirely disappeared from the regiments so treated. The^ combined 
vaccination consisted of three injections carried out as follows : first injection 
1 c.c. of T.A.B. and -J c.c. of diphtheria anatoxin ; second injection twenty- 
one days later—1 c.c. of T.A.B. and 1 c.c. of anatoxin; third injection a 
fortnight later—1*5 c.c. of anatoxin only. 

M. Tsurumi 11 reports that antityphoid inoculation by mouth was carried 
out on 32,130 persons in the region of Tokyo, while 45,790 in other Japanese 
towns served as controls, with the result that only 5 cases of typhoid occurred 
among the inoculated as compared with 40 among the controls. 

R. Goby 12 reports 35 cases of nervous complications of antityphoid inoculation 
in patients aged from 17 to 45, which usually appeared in a few hours, and less 
frequently a few days, after inoculation. He classifies the complications as 
follows: * (1) Symptoms due to the action of the vaccine— (a) hemiplegia, 
(b) epileptic attacks, (c) mental disorders, (d) meningeal reactions, ( e) spinal 
manifestations of the type of Landry's paralysis or poliomyelitis, (/) radiculitis 
or neuritis. (2) Infective or toxic symptoms apparently roused into activity 
by inoculation of syphilitic or tuberculous subjects. Owing to their rarity the 
occurrence of these sequelae is no contra-indication to antityphoid inoculation, 
except in patients who have some nervous lesion of an infective or toxic type. 

Treatment. —A. Felix 13 reports on clinical trials of a new antityphoid serum 
in 43 patients, 32 of whom were given it intramuscularly, 10 intravenously, 
and 1 intrathecally, while 17 served as controls. In the treated cases there 
was a rapid disappearance of toxic symptoms, while in the control group the 
symptoms remained entirely unaffected. 

References. — l Paris med. 1934, ii, 420 ,* 2 Jour. Amer. Med . Assoc. 1935, civ, 2093 ; 
3 These de Paris, 1935, No. 318 ; A Ibid. No. 146 ; 5 Pediatria, 1934, xlii, 1221 ; 6 These de 
Paris, 1934, No. 703 ,* 7 Morgagni, 1934, lxxvi, 1363 ; 8 Presse med. 1934, xlii, 1225 ; 
9 Amer. Jour. Pis. Child. 1934, xlviii, 1296 ; 10 These de Paris, 1934, No. 770 ; n Bull. 
Off. internal. d'Hyg. publ. 1934, xxvi, 1741 ; li Phese de Paris, 1934, No. 530 ; lz La?icet, 
1935, i, 799. 

TYPHUS FEVER. J. D. Uolleston , M.D., F.R.C.P. 

Epidemiology. —According to an official report, 1 the distribution of typhus 
throughout the world for 1933-4 was as follows. Owing to economic difficulties 
the disease became epidemic where previously it had been endemic and sporadic, 
especially in Morocco, Algeria, Tunisia, Egypt, the Union of South Africa, 
Basutoland, and the Urundi territory in South Africa. In the United States 
endemic typhus still continues to spread, while in Mexico typhus is still high, 
the geographic distribution is about the same, and its mortality is high. In 
South American countries where it had been sporadic there has been a consider¬ 
able increase, as in Bolivia and Peru, and most of all in Chile, where there were 
15,000 eases in 1933 and probably as many in 1934. In Asia, with the excep¬ 
tion of Chosen, in which there had been a certain increase in 1933, followed 
by a decline in 1934, and in the Asiatic territories of Soviet Russia, where there 
had been a marked recrudescence in the first half of 1934, there had not been 
the wholesale increase which had been observed in Africa and America. In 
Europe there was an almost general increase in the disease in those countries 
in which it had been formerly sporadic or endemic, such as the European portion 
of Soviet Russia, Poland, Czechoslovakia, Roumania, Bulgaria, and, most of 
all. Yugoslavia. 

E. H. Cluver 2 states that the increased incidence of typhus in South Africa 
in 1933 was due partly to the loss of immunity acquired during the epidemic 
period 1919-23 and partly to aggravation of the economic condition. 

In the United States, according to H. S. Gumming, 3 during the last two 
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years typhus has tended to spread in the country districts, this invasion being 
preceded or accompanied by an increase in the rural population of rats, from 
which the disease was transmitted to man by the same flea which transmitted 
plague. 

M. H. Ghendler 4 states that before the Great War typhus was not endemic 
in Roumania in spite of the prevalence of the disease in the neighbouring 
countries of Serbia and Russia. After the entrance of Roumania into the war 
in August, 1916, however, the crowding, promiscuity, and lack of hygiene 
prepared the ground for the virus which was introduced by the Russian troops 
in January, 1917. A great epidemic broke out, first among the soldiers and 
then in the civilian population. There were about 100,000 deaths, including 
250 out of 1500 doctors mobilized. The campaign against the disease was 
rendered difficult by lack of hospital accommodation, and the coexistence of 
relapsing fever. As the result, however, of extensive disinfestation the epidemic 
was almost stamped out by June, 1918, but the return of prisoners and the 
reflux of refugees from the Ukraine wffiere typhus was prevalent caused a fresh 
outbreak though on a smaller scale, and since then the disease has been endemic 
in Roumania. The fatality rate, however, has fallen from an average of 20 
per cent during epidemic types to 10 per cent. Most of the cases at the present 
time occur in Bessarabia, then in that part of Moldavia adjoining Bessarabia, 
and lastly in Bokovina. Ghendler attributes the persistence of typhus in 
Roumania to the presence of clinically non-apparent forms of the disease. 

Symptoms and Complications. —According to D. Kiszelnik, 5 thrombo-angiitis 
obliterans is not peculiar to the Jewish race, but may be met with in all countries 
in which typhus is endemic, such as the Balkans and Soviet Russia. Owing 
to the liability of typhus to attack the vessels, and the frequency of thrombo¬ 
angiitis in countries where typhus is endemic, Kiszelnik suggests that a number 
of cases of Buerger’s disease are due to an attenuated form of typhus, and that 
a careful search for that disease should be made by clinical examination and 
the Weil-Felix reaction in such cases. 

Prophylaxis. —Gaud 6 describes a method of vaccination, which he regards 
as practical, harmless, and efficacious, carried out by Blanc and himself on 
723 prisoners aged from 16 to 20 ; 309 were injected intramuscularly with 
1 c.c. of a vaccine of murine typhus in a dilution of 1-1000, and 414 with 2 c.c. 
of the same vaccine in a dilution of 1-500. A febrile reaction of four to nine 
days’ duration ensued in 1*6 per cent of the first group and in 4 per cent of 
the second. Revaccination of 75 prisoners with 1 c.c. of a 1-1000 dilution 
three weeks after the first inoculation was followed by no reaction, indicating 
that they had been immunized. The duration of the immunity conferred by 
this vaccine has yet to be determined. 

C. Nicolle 7 states that the protective power of Wright’s vaccine, which is 
obtained from the intestine of infected lice, is certain though not of long 
duration, but that the vaccine is probably not constant, and is available 
only in small quantities at a time. He still regards the use of convalescent 
serum as the most certain and rapid prophylactic method against typhus. 

References. — 1 Epid. Rep. Health Sect. League of Nat. 1934, xiii, 237 ; z JBull. Off. 
internat. d’Hyg. publ. 1934, xxvi, 1531 ; *Ibid. 1547 ; *TMse de Paris, 1935, No. 101 ; 
s Ibid. 1934, No. 513 ; Q Bull. Off. internat. d'Hyg.publ. 1935, xxvii, 474 ; 7 Rev. d* Immunol. 
1935, i, 9. 

TYPHUS FEVER, TROPICAL,. 

Sir Leonard Rogers, M.D. } F.R.C.P., F.R.S. 

Further cases of tropical typhus have been described in India by A. Sachs, 1 
who reports seven cases occurring as far apart as Jubbulpore in the Central 
Provinces, Bareilly in the United Provinces, and Peshawar on the North-west 
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Frontier, in two there was a clear history of previous tick bites, one proved 
fatal on the eleventh day, and in the others the fever lasted for from twelve 
to twenty-two days. The appearance of a widely distributed dark-redmaculo- 
papular rash on the fourth or fifth day is the most characteristic sign, and 
catarrh, passing gradually into bronchopneumonia, is very suggestive of the 
disease, together with a mousy odour, a relatively slow pulse, and the absence 
of leucocvtosis. In two cases low titre and in two more high titre agglutination 
was obtained with Proteus X 19 strains. From South Africa A. Pijper 2 
describes a case of tick-bite typhus. 

In a discussion on typhus in the tropics, J. W. D. Megaw and W. Fletcher 3 
onee more record their experience in India and Malaya respectively, and 
A. Felix dealt with the serology of this group of fevers. The latter agreed 
with J. Heatley-Spencer that they cannot be classified by their vector in the 
present state of our knowledge, but rather by their serology. Thus the classical 
epidemic typhus, tabardillo fever, endemic typhus, and groups of cases in the 
U.S.A., such as Brill’s typhus, in Australia, Greece, Syria, Manchuria, Malaya, 
and Toulon, all agglutinate strongly with Proteus X 19 and slightly with X 2. 
Japanese river fever, or tsutsugamushi fever of Japan, Malaya and scrub 
typhus of Malaya and the East Indies, only agglutinate with XK, and undeter¬ 
mined types, such as Rocky Mountain spotted fever and cases met with in 
Sao Paulo and South Africa, and Indian tick typhus, give only slight agglutin¬ 
ation with all three proteus types. 

References. — 1 Jour . R.A.M.G. 1935, lxiv, Oct. 217 ; 2 S. African Med. Jour. 1934, 
viii, Aug. 11, 163 ; z Trans. Roy. Soc. Trop. Med. and Hyg. 1935, xxix, July, 105. 

UMBILICAL HERNIA, (See Hernia, Umbilical.) 

UNDULANT FEVER. 

Sir Weldon Dalrymple-Champneys y Bt., M.D., F.B.C.P. 

Large numbers of cases of undulant fever continue to be reported from 
various foreign countries, and no continent and very few countries appear to 
be exempt from the disease. The reviewer has collected a series of 290 well- 
authenticated English and Welsh cases of endemic origin (laboratory infections 
excluded), but he has reason to believe that this represents only a small 
fraction of the cases which have occurred in this country. 

Much valuable work on Brucella infections in man and animals has been 
carried out during the past year, but many difficult problems concerning the 
method of spread of the bovine disease, its eradication, the transmission of 
infection to man, and the diagnosis and treatment of the human and animal 
disease still await solution. 

Prevalence of Brucella abortus in Cattle and their Milk.-—F. W, 
Priestley, 3 carrying out agglutination tests on the blood taken at slaughter 
of 1210 cattle at the Metropolitan Cattle Market, Islington, found that of 
844 unselected animals 27*5 per cent gave a positive reaction for Br, abortus 
and 9*1 per cent were doubtful. Of 366 selected animals, out of 100 cows 
14 per cent were positive and 7 per cent doubtful; of 53 heifers 3*8 per cent 
were positive and 3*8 per cent doubtful; and of 213 steers 0*9 per cent were 
positive and 2*4 per cent doubtful. 

As regards Br. abortus in milk, M. M. Barratt 2 examined 157 samples of milk 
by guinea-pig inoculation and isolated Br. abortus in 34 instances. One of 
the positive milks was a ‘certified milk 1 , but all the 5 samples of pasteurized 
milk were negative. 

A. H. Priestley, 3 at Burnley, carried out agglutination tests on the blood 
of 760 guinea-pigs inoculated with milk samples in the routine examination 
of milk for tubercle bacilli during the years 1927-31. He found that 170 
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(22*3 per cent) of these guinea-pigs gave agglutination for Br. abortus to a titrc 
of 1-40, and 145 (19 per cent) to a litre of X~80. In many cases these results 
were confirmed by culture from the spleen, lymph glands, and heart’s blood. 

E. J. Pullinger 4 examined 101 samples of milk from tuberculin-tested herds 
by guinea-pig inoculation and recovered Br. abortus in 70 eases. He then 
examined samples of milk from 03 rail tanks (3000 gallons capacity) and found 
Br. abortus in 53. Of 105 samples of milk from ordinary herds (not tuberculin- 
tested) in Cheshire, 39 yielded Br. abortus , and of 104 samples from similar 
herds in Somerset, 20 gave this organism. 

Part played by Milk In Transmission to Man.—The preponderant part 
played by milk in the spread of undulant fever in England and Wales was 
shown in a recent communication by the reviewer to the Office International 
d’Hygiene Publique. 6 Thus out of 149 cases for which the necessary informa¬ 
tion was available, raw (i.e., not pasteurized or boiled) milk or cream had been 
consumed in 144 cases, and in 47 of these cases there was evidence of infection 
in the cow—i.e., either a history of contagious abortion in the herd or the 
organism had been isolated from the blood and/or the milk of the cows. If 
the 7 cases in which the patients may have had direct contact with infected 
animals were excluded, there remained 40 patients who had consumed milk 
or cream which was probably or certainly infected and who had had no contact 
with infected animals. 

The Br. abortus is killed by efficient pasteurization, more easily in fact than 
M. tuberculosis , and it is interesting in this connection to note that of the 
290 English and Welsh cases collected by the present writer only 17 were in 
the London area, where over 90 per cent of the milk is pasteurized before 
distribution. Of 11 of these cases for which the necessary information as to 
the milk-supply is available, 10 were raw-milk drinkers. 

Infection by Direct Contact.—With regard to the part played by direct 
contact with infected animals, their carcasses, or excreta in the transmission of 
the disease, in the series of 290 English and Welsh cases already referred to, 27 
of the patients were formers or farm labourers, 2 lived on forms, 3 were butchers 
or slaughtermen, and 2 were veterinary surgeons. It should be noted, however, 
that some of these patients drank raw milk which may have been infected. 

True Incidence in England and Wales.-—The cases of occupational 
infection in this series constitute a much smaller proportion of the total cases 
than is true for some other countries (e.g., Denmark and the U.S.A.), and this 
raises the interesting question of why with such widespread exposure to 
infection, both by the consumption of cow’s milk and by direct contact, so 
few clinical cases seem to occur. Various solutions have been suggested, such 
as the low virulence of Br. abortus strains in this country, the acquirement 
of immunity in childhood by drinking infected milk, the existence of a high 
natural immunity (quite apart from any acquired immunity), the occurrence 
of large numbers of mild unrecognized cases, etc. It seems probable that all 
these explanations are true to a greater or less extent, but the problem remains 
very obscure. The virulence of most bovine strains for man appears to be 
rather low, though laboratory infection is very frequent. The acquirement 
of an active immunity in childhood is difficult to exclude, and is supported 
by the comparatively low incidence of the disease in childhood, but such 
immunity, if it exists and extends its protection into adult life, would not 
appear to be closely associated with the formation of specific agglutinins, as 
only a very small proportion of large series of adult blood sera submitted 
for other diagnostic tests have been shown to agglutinate Br. abortus . Thus 
J. D. A. Gray® found that only 275 out of 211(5 sera submitted for the 
Wassermann reaction caused complete or partial agglutination of Br, abortus 
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at a litre of 1-30, and Parry Morgan, 7 examining 1325 sera sent for the same 
test, found only 6 which gave partial agglutination up to 1-40 and one agglu¬ 
tinated up to 1-50. A number of other similar series have also been reported. 
It should be noted that a titre of 1-100 is usually regarded as being the 
minimum titre justifying a diagnosis of undulant fever, and nearly all patients 
with this or a higher titre for their blood serum have been found to be suffer¬ 
ing ox to have recently suffered from undulant fever. The probability that a 
considerable number of mild cases of the disease pass unrecognized is suggested 
by the long time which often elapses before the correct diagnosis is made, 
the lack of knowledge of the disease shown by large numbers of medical men 
in this country, the frequency with which cases are discovered by the applica¬ 
tion of the agglutination test as a routine to all ‘Widal bloods’, and the great 
variety of clinical manifestations found in this disease, the reviewer having 
recorded 78 different signs and symptoms in a series of 200 cases, and 35 
diagnoses (other than that of undulant fever) in 91 of these cases. 

G. S. Wilson 8 has pointed out that in those laboratories in which ‘Widal 
bloods’ are put up against a suspension of Br. abortus as a routine, the 
numbers of bloods agglutinating, respectively, organisms of the enteric 
group and Br. abortus to a significant titre are in the proportion of roughly 
6 to 1. If this factor is applied to the number of cases of enteric fever 
notified year by year, the number of cases of undulant fever so deduced 
would be 379 for 1931, 424 for 1982, and 293 for 1933, whereas the actual 
number of eases coming to the notice of the reviewer w r ere 40 for 1931, 00 for 
1932, and 56 for 1933. 

Agglutination Test.—A positive agglutination test for Br. abortus is given 
in nearly all cases of undulant fever after the fifth (or occasionally the eighth) 
day. A titre of 1-80 or 1-100 is usually considered as diagnostic of a present 
or recent infection, but it seems probable from the work of G. S. Wilson and 
A. A. Miles 9 and others that if a suitable antigen (i.e., prepared from a perfectly 
‘smooth’ strain) is used for the test, non-specific reactions, even in low titres, 
will not be encountered. The average titre for 255 cases in the reviewer’s 
series was just under 1-1500, and very high titres (e.g., 1-10,000) are not 
uncommon in this disease. Owing to the frequent occurrence of pro-zones 
and para-zones (they occurred in 10*7 per cent of the cases in the present 
series) the test should be spread over a large range of dilutions. Doubt as to 
whether the Br. abortus infection is active or past may often be resolved by 
repeating the test after an interval of a week or so, a rising titre indicating 
active infection. This would not of course necessarily apply to a late stage of 
the disease, when a dying down of the infection may be accompanied by a 
fall in the agglutinin content of the blood. 

Intracutaneous Reaction.—An intracutaneous reaction with a killed 
suspension of Br. abortus , a fat-free antigen, or a filtrate of a broth culture of 
the organism has been employed with considerable success by J. D. Goldstein, 10 
Arbatskaia and Morosldn, 11 W. Levin, 12 E. P. Johns, F. J.‘ H. Campbell, and 
C. Tennant, 13 and others. The test, which resembles closely the Schick test 
for diphtheria, is probably not so reliable as the agglutination test, but is stated 
to give positive results in some cases in which no agglutinins can be demon¬ 
strated. In all the 6 cases of the reviewer’s series in which the test was done 
it "was positive, being strongly positive in a case with an agglutinin titre of 
1-125 and wealdy positive in a case with a titre of 1-1280. It can be regarded 
as a useful adjuvant diagnostic method and deserves a more extensive trial 
in this country. 

Blood-count.—The two commonest features of the blood-count in undulant 
fever are anaemia and an actual or relative lymphocytosis. In one-third of the 
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cases in the reviewer’s series in which the erythrocyte count was noted this 
was less than 4*5 millions per cubic millimetre, and in 13 per cent it was less 
than 3*5 millions. In 65*7 per cent of the cases in which a differential 
white count was done it was found that the lymphocytes constituted more 
than 40 per cent of the cells counted, and in 45*2 per cent they formed more 
than 50 per cent. 

Culture.— Br. abortus is a rather fragile organism and is easily overgrown 
in culture by other more vigorous growths. Many strains, moreover, require 
the presence of 10 per cent carbon dioxide in the atmosphere if they are to 
grow. The organism has been frequently isolated from blood and urine and 
also occasionally from faeces, throat swabs, pus from an abscess, etc. In the 
reviewer’s series blood culture was successful in 10 out of 77 eases (13 percent) 
in which it was attempted, and the organism was also grown from the urine 
in 4 out of 47 cases (8*5 per cent), once from an osteomyelitis abscess, and 
once from the spleen post mortem. Twenty-one attempts to grow it from 
the fjeces were unsuccessful, and the same was true for a throat swab and 
two specimens of cerebrospinal fluid. Specimens of blood for culture should 
be taken at the height of the fever, kept as near body temperature as possible, 
and after defibrination sown in 5-c.c. quantities in at least two flasks contain¬ 
ing 100 c.c. or more of liver infusion broth as soon as possible (G. S. Wilson 14 ). 
One of these flasks should be incubated aerobically at 37° C., and the other 
in an atmosphere containing 10 per cent C0. 2 . These cultures should be plated 
out every five days on liver infusion agar, incubating the plates both aerobic¬ 
ally and in 10 per cent CQ 2 . As the organism is usually very slow-growing, 
the flasks should not be discarded until the expiration of five weeks or until 
positive subcultures have been obtained. 

In fatal cases culture should be attempted from the spleen, liver, and 
mesenteric glands. 

References.— 1 Jour. Compar. Pathol, and Therap. 1934, xlvii, 181’; *lbid. 1935, xlviii, 
43; z Lancet , 1932,i, 1279; A Ibid. 1934, i, May 5, 967; z Bull. Off\ internal . d'Hyg.pub . 1935. 
xxvii, 5, 898 ; *Jour. of Bacteriol. 1933, xxv, April, 415 ; 7 Lancet , 1932, i, 1067 : B Vet, 
Record, 1932, xii, 1226 ; 9 Brit. Jour. Exper. Pathol. 1932, xiii, Feb. 1 ; 10 Jour. Clin. 
Invest . 1934, xiii, March, 209 ; ll Gior. Batter, e Immunol. 1934, xii, 979 ; 12 Jour. Lab. 
and Clin. Med. 1930, xvi, Dec., 275; ia Canad. Med. Assoc. Jour. 1932, xxvii, Nov., 
490 ; u Brit. Med. Jour. 1930, ii, Oct. 25, 679. 

Sir Leonard Rogers , M.D., F.R.C.P. , F.R.S. 

To the many difficulties in the early clinical recognition of undulant fever 
must now he added an indefinite chronic type with slight or even no definite 
symptoms. This has been described under the term ‘chronic brucellosis’ by 
Alice C. Evans, 1 who has done much valuable serological work on the subject. 
An ambulant form had been recognized in 1907 by Shaw in Maltese dockyard 
employees with fever for a few days or not at all; and Hardy reported 25 per 
cent of ambulant cases in Iowa. Similar cases have been met with among 
persons working with the carcasses of hogs, and they may only be detected 
by agglutination or cultural tests. Lumbar pain and spondylitis may result 
in man from such infections, or neurasthenia may be the main symptom. Intra- 
dermal tests may be of value in detecting them. Very similar experience is 
reported fron the South of France by J. Jullien, 2 who found symptoms of 
chronic rheumatism, with hip or sacral pain, among the 15 to 20 per cent 
of chronic cases among Brucella infections. Nervous symptoms, including 
sciatica, may also be met with. Secondary coli and coccal infections may 
complicate the cases, when vaccines made from those organisms may be of 
value in treatment, which is otherwise purely preventive. 

R. M. Johnson 3 has reported three cases of undulant fever in which the 
diagnosis was obscured by the occurrence of a chronic form of pneumonia. 
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Treatment- —The injection of melitine made from an eight-week filtrate of 
Brucella melitensis is reported on by J. E. Bebeno, 4 who obtained abortion 
of the fever in 58 out of 68 cases seen during the first pyrexia! wave by the 
injection of two to live doses of 6*5 to 6*8 c.c., but in chronic cases the effect 
was less striking. 

References.— African Med. Jour. 1934. ciii, Sept., 665; “Presse wed., 1935, 
xliii, March 20, 451 ; z Amer. Jour. Med. Sci., 1935, clxxxix, April, 483 j 4 Lancet , 1935, 
i, Feb. 16, 375. 

URETER, SURGERY OF. Hamilton Bailey , F.R.C.S. 

Complete Ureterectomy.—It is becoming more evident that in several con¬ 
ditions it is advisable to excise the entire ureter as well as the diseased kidney. 
The study of papillary tumours of the pelvis of the kidney and primary tumours 
of the ureter has been stimulated by numerous case reports. Various methods 
of ureterectomy which have been practised were inadequate in dealing with 
these types of case. In a case of papilloma of the renal pelvis described by 
C. A. R. Nitch 1 recurrence occurred in the bladder near the ureteric orifice ; 
this recurrence ultimately proved fatal. It is necessary, therefore, to remove 
every trace of the ureter in tills condition. J. A. Colston 2 advises the following 
technique. The operation can he done in one or two stages, according to the 
discretion of the operator, but in the average case a one-stage operation is best. 
Nephrectomy is performed in the usual manner through a lumbar incision. 
The ureter is divided between ligatures with an electric cautery, the mucosa 
of both stumps being cauterized most thoroughly. The distal end of the ureter 
is freed as far as possible and pushed down towards the pelvis. The lumbar 
incision is closed. With the patient rolled on to his hack, through a muscle- 
splitting incision the ureter is freed down to its entrance into the bladder. 
It is very desirable to have the bladder moderately distended with fluid 
during this part of the operation. The ureter is divided close to the bladder, 
after which its intramural mucosa is destroyed with a coagulating electrode 
(Plate LXXI). The stump of the ureter is then ligated. In this way every 
trace of the ureter is removed. 

Other indications for nephro-tireterectomy are tuberculosis of the kidney, 
particularly when the ureter is involved, and hydro-uretero-nephrosis, especially 
when infected. 

Pyelitis.—A. Ellis 3 has found that when the symptoms of acute pyelitis 
are not controlled by alkalinization of the urine an indwelling ureteral catheter 
for forty-eight hours often acts dramatically. The temperature falls quickly 
and pain is relieved at once. In cases of chronic pyelitis renal lavage with 
colloidal silver relieves the pain and in many instances is of unquestionable 
benefit. Not infrequently such patients are equally relieved by the passage 
of a ureteral catheter and the making of a retrograde pyelogram. No case of 
pyelitis should be considered satisfactorily explained until some cause of 
urinary obstruction within the bladder, ureter, or pelvis has been demonstrated. 

Ureteric Calculus.—When the stone is in the lower part of the ureter 
S, Power 4 says the first thing to be done is to enlarge the ureteric orifice. This 
can be accomplished by scissors at the lower end of a long flexible cable passed 
through the cystoscope. If the ureteric orifice is grossly oedematous, the same 
effect can be produced, but less accurately, by a diathermy electrode. Injection 
of local anaesthetic up the ureter by a ureteric catheter is also helpful. It can 
be stated definitely that the great majority of ureteric stones pass either 
spontaneously or as the result of instrumental treatment. 

A* E* Roche 5 suggests that about 70 per cent of ureteric calculi pass naturally. 
He says that expanding dilators and other contrivances should ]fee qsed only 
in the lowest inch of the ureter. 



PLATE LX XI 


COMPLETE URETERECTOMY 

(J. A. Colston*) 



Colston’s method of performing complete ureterectomy. The ureter is divided dose to 
the bladder, after which its intramural mucosa is destroyed by diathermy. 


By kind ‘permission of the ‘Journal of Urology ’ 
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F. E. B. Foley 8 says that the management of a ureteral stone by expectancy 
and manipulation has been employed too extensively. Only stones of truly 
minute size should be allowed to pass or should be treated conservatively. 

When a ureteral stone is impacted in the extreme lower end of the” ureter 
EL Wade 7 advises that it be approached, not by opening the ureter, but by 
opening the bladder suprapubically. The ureteral orifice on the affected side 
is viewed, the stone located by a delicate probe, and the ureter slit up from 
where it enters the bladder and the stone extracted. 

Accidental Injuries to the Ureter.—I. R. Sisk 8 advises that when a ureter 
has been cut accidentally a ureteric catheter should be passed each way from 
the point of injury, and over the catheter an end-to-end anastomosis be made 



Fig. 72.—Obstruction at the urefcero-pelvic junction. Th© obstruction has been made 
more evident by injecting saline into the pelvis of the kidney. An obstructing band has 
been divided and the stricture of the ureter relieved by Eammstedt’s operation. (After C. T. 
Bidgood and JO. G. Roberts.) 

with fine catgut. The catheter may be left in place for many days to prevent 
contraction of the lumen during healing. The catheter is removed in due course 
with the operating cystoscope. 

: Obstruction at the Uretero-pelvlc Junction.—C. Y. Bidgood and D. G. 
Roberts® discuss obstructions at the uretero-pelvic junction. When the parts 
are displayed at operation the obstruction is made more evident by injecting 
saline into the pelvis of the kidney (Fig. 72). In certain cases of stricture of 
this portion of the ureter an operation akin to Rammstedt’s operation for 
pyloric stenosis of infants is effective. A longitudinal incision of about cpm. 
is made in the narrowed area of the ureter and extended through the muscular 
layers onlv, and the mucosa is seen to bulge through the defect. The pelvis 

Z2 
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of the kidney is again injected with saline, and is seen to empty easily. The 
operation is completed by nephropexy. In other cases this procedure is 
insufficient, and a few of these can be remedied by making a longitudinal 
incision into the strictured portion of the ureter anti sewing it up transversely. 

Uretero -intestinal Anastomosis.—There are a number of papers dealing 
with modifications in technique of Coffey’s method of implanting the ureters 
into the bowel. One of the most important appears to be that of F. Hininan, 10 
who uses Coffey’s operation (‘Technic 3’) (see Medical Annual, 1934, p. 511), 
but a ureteric catheter is placed in the ureter above the anastomosis and brought 
out extraperitoneally. This, it is claimed, mitigates infection. 

References. — 1 JBrit. Jour. Urol. 1934, vi, 349; 2 Jour. of Urol. 1935, xxxiii, 110; 
3 Lancet , 1935, ii, 127 ; 4 Practitioner , 1935, cxxxiv, 678; *Proc. Roy. Soc. Med. (Urol. 
Sect.), 1935, xxviii, 589 ; 6 Jour. Amer. Med. Assoc . 1935, civ, 1314 ; 7 Froc. Roy. Soc. 
Med. (Urol. Sect.), 1935, xxviii, 5S2 ; s Surg. Gynecol, and Obst. 1935, lx, 857 ; °New 
Eng. Jour. Med. 1935, eexii, 705 ; m Surg. Gynecol, and Obst. 1935, lx, 1115. 

URETHRA, SURGERY OF. Hamilton Bailey , F.R.C.S. 

Urethrography.— This is a splendid method of investigating the urethra 
in young children. I. Mihalovici 1 injected a 50 per cent solution of thorotrast 
into the urethra of an infant suffering from dysuria. The subsequent X-ray 
showed a narrow stricture of the urethra at the peno-scrotal junction. After 
the stricture was dilated the infant voided urine normally. 

Stricture of the Urethra.— 

Stricture of the External Urinary Meatus. —Acquired stricture of the external 
meatus quite commonly affects elderly and old men. A. R. Thompson 2 finds 
that the most potent cause of this condition is chronic meatitis associated 
with phimosis and want of cleanliness. Other causes are gonorrhoea, meatal 
chancre, and (rarely) badly performed circumcision. Those most resistant to 
treatment are meatal strictures due to healed chancres. 

In cases of intractable stricture of the urethra which has not involved the 
posterior part of the bulbous urethra, J. D. Barney 3 transplants the urethra 
behind the stricture into the perineum. The urethra behind the stricture is 
always found to be dilated, and by careful dissection it can be freed and brought 
out in the perineum, where it is sutured to the skin. There must be absolutely 
no tension. If properly performed, retraction of the stump of the urethra 
takes place until it finally presents a button of mucous membrane emerging 
through the skin. The patient must void urine in a squatting position, and 
this is the only drawback. [Excision of the stricture after the manner of 
Hamilton Russell is so successful in this type of case that the need for Barney’s 
method would appear to be very limited.—H. B.] 

Stricture following Rupture of the Deep Urethra. —Complete rupture of the 
deep urethra (intrapelvic rupture), unless treated skilfully soon after the 
accident, leads to one of the most hopeless forms of urethral stricture. The 
prostate becomes displaced backwards and the continuity of the urethra is 
separated by a wide gap filled with scar tissue. E. M. Watson 4 has devised 
an operation to restore the continuity of the urethra. Through a U-shaped 
incision in the perineum the distal end of the urethra and the apex of the 
prostate are identified and the scar tissue is excised. By using two (laps cut 
from the distal urethra the gap is bridged over a retained catheter in the manner 
shown in Fig. 73. In three cases perfect results were obtained; one has been 
free from stricture formation for eleven years. This is a great triumph in a 
class of case which has been the despair of surgeons heretofore. 

Anaesthesia of the Urethra.—Before attempting to pass a catheter in 
cases of acute retention, F, M. Loughnane 5 recommends that the uretlira should 
be anaesthetized in the following manner: 2 drachms of an efficient local 
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anaesthetic are injected by means of a 10-e.c. Record syringe. The meatus 
is clamped so as to retain the anaesthetic in the urethra for five minutes. The 
anaesthetic is then massaged back into the posterior urethra and one waits 
again for the anaesthetic to take effect. Local anaesthetics recommended are 
per cent cocaine, 2 per cent novocain, or 1 per cent pheolaine. The last is 
more expensive, but has the advantage of being antiseptic as well as anaesthetic. 
To prevent instrumental infection 1 oz. of 1 per cent silver nitrate solution 
should be injected into the empty bladder and left there. 



Fig. 73.—Plastic repair of the deop urethra iu eases of stricture following rupture of the deep 
urethra. (After E. Af. Watson.) (lie-drawn from the ‘Journal of Urology'.) 

Granular Urethritis in Women.—J. Iv. Ormond 6 believes the most common 
urinary ailment in women is due to a non-purulent urethritis, which he calls 
‘granular urethritis’. The commonest symptoms are frequency and dysuria. 
Frequency is the chief symptom, and often the only one. It is apt to be more 
troublesome in the morning than the rest of the day. Cystoscopy and all other 
investigations are negative. Only too often the urethra is not examined. 
For inspecting the urethra Ormond uses a half length of Kelly’s endoscope, 
and it is necessary to have more than one size of instrument. In a typical 
case a smooth, glistening urethral mucous membrane is replaced by a rough, 
granular appearance, from which the condition takes its name. Treatment is 
simple, and usually extremely effective. The urethra should be dilated gradu¬ 
ally with Hegar’s dilator, followed by an instillation of mercurochrome or 
argyrol. If this does not give relief soon, application through the endoscope 
of 10 per cent silver nitrate solution to the upper pole of the urethra and the 
bladder neck often gives striking results. 
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The Operative Treatment of Urinary Incontinence,—B. S. Abeshouse 7 
reports the successful use of the gracilis muscle transplanted to make a new 
sphincter urethrae in cases of urinary incontinence. The muscle has a double 
nerve-supply which, together with its artery, enters the muscle close to its 
origin. The gracilis muscle is easily accessible and is not essential for loco¬ 
motion. It can be used as a new sphincter urethrae in both the male and 
the female. The technique of the operation in the male is illustrated in 
Plate LXXII , which shows the muscle being made to encircle the bulb of 
the corpus spongiosum. 

C. L. Doming 8 says that 9 cases of gracilis muscle transplantations have 
been reported by six different surgeons with 8 excellent results. 

References,— l Jour . de Urol. 1934, xxxvii, 5X6 ; ^Lancet, 1935, i, 1373 ; ®Neu> Eng. 
Jour. Med. 1934, cexi, 759 ; 4 Jour. of Urol. 1935, xxxiii, 64 ; Med. Jour. 1935, 

i, 1115; *>Jour. of Urol. 1935, xxxiii, 483 ; Hbid. 28 ; *Ibid. 73. 

URINARY THERAPEUTICS. Hamilton Bailey, F.R.C.S. 

Intravenous Sodium Sulphate as a Diuretic.—Until recently the best 
method of endeavouring to produce diuresis in the case of oliguria and anuria 
has been the continuous intravenous infusion of normal saline and glucose. 
I. L. Dick 1 finds that the continuous administration of an isotonic solution 
of sodium sulphate is superior to normal saline. In every ease the diuresis 
produced by the sodium sulphate was greater than that induced by sodium 
chloride. In no case is there any evidence of storage of sodium sulphate in 
the body. An isotonic solution of sodium sulphate is made by dissolving 
42*85 grm. of Glauber’s salt in 1 litre of water. In the first case in which this 
solution was used its action was definitely life-saving. The case was one of 
acute renal cortical necrosis of pregnancy. The patient had passed no urine 
for four days and the bladder was empty. Two litres of an isotonic solution of 
sodium sulphate was allowed to gravitate into the vein. Nothing happened, 
and the patient became uraemic in the extreme. On the fifth day the infusion 
was repeated. In a few hours she began to micturate; improvement was 
maintained, and by the sixteenth day the blood chemistry was normal. 

Acidification of the Urine with Nitrohydrochloric Acid.—A. M. Crance 
and T. W. Maloney 2 consider that it is the strength of the acidity of the urine 
rather than any specificity of the (3 oxybutyric acid which destroys the growth 
of the colon bacillus. They find that nitrohydrochloric acid reduces the Ph 
value of the urine to five or below, apparently in less time than the ketogenic 
diet. If this is so, it will prove to be a great boon, for the ketogenic diet is 
expensive, nauseating, and necessitates institutional treatment. The nitro¬ 
hydrochloric acid treatment can be undertaken without hospitalization and 
without a change from ordinary diet. The treatment is applicable especially 
to cases of B. coli bacilluria. The first thing is to determine the type of B. coli 
which is the infecting agent. 

Determining the Type of B. coli. —Before any uniformity in results can be 
expected, standardization in laboratory methods must be adopted. The two 
principal types of B. coli are the aerogenes and the Escherichia . Both produce 
gas in lactose in forty-eight hours, whereas only the aerogenes type produces 
gas in saccharose. Consequently, if after forty-eight hours the saccharose tube 
shows no gas, the type is considered to be Escherichia, and likewise the type 
most suitable for the nitrohydrochloric acid treatment. 

Treatment consists of giving the patient the following mixture :— 

R Acid. Nitrohydrochlor. Fort. .. .. .. 3 iv 

Aquam Best. .. .. .. ., a d |i v 

oi in two-thirds glass of water followed by a full glass of water 
after meals and late at night. 
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The medication should be continued for approximately one week after the 
cultures of the urine have become sterile. 

Mandelic' Acid.—The introduction of mandelic acid # as a urinary anti¬ 
septic is the result of research based on the fact that urinary sepsis is 
checked by the administration of a kotogenic diet. Unfortunately, p oxy- 
butyric acid cannot be administered by mouth, for it is destroyed in the 
intestine. M. L. Rosenheim 3 investigated the action of a series of organic 
acids and found that mandelic acid had an antiseptic action equal to that of 
oxvbutyric acid, and, what was of fundamental importance, could be given 
by mouth and was excreted unchanged in the urine. Mandelic acid has been 
shown by clinical experiments to be particularly effective in cases of chronic 
B. coli pyuria. The therapeutic dose is 12 grm. per day, and it is given with 
sodium bicarbonate to prevent gastric irritation. It is necessary at the same 
time to make the urine distinctly acid to litmus, and this is done by adminis¬ 
tration of ammonium chloride or acid ammonium phosphate (see Medical 
Annual, 1984, p. 518). Sodium mandelate is a later product which is better 
tolerated than the original mandelic acid. 

The Prevention of Recurrence of Urinary Calculi.—S. Power 4 suggests 
the following. In oxalate calculi spinach, rhubarb, asparagus, and strong tea, 
coffee, and cocoa should be avoided. There must be a full vitamin intake. 
Vegetable fermentation in the intestine should be mitigated by the ingestion 
of alkalis. In uric acid concretions the purin intake should be reduced. 

L. D. Keyser 5 advises that dietary regulations with regard to the intake of 
purins, oxalates, calcium, or phosphorus are indicated according to the pre¬ 
dominant chemical found in the analysis of the calculus. A high intake of 
vitamin A deserves a clinical trial. In cases of oxalic, carbonate, and phos¬ 
phate calculi intense acidification of the urine should he obtained, while 
alkalinization will be indicated in urate and cystine calculi. 

The Action of Morphia upon the Human Ureter.—N. F. Ockerblad 
et al.,° by a convincing series of experiments, show conclusively that the usual 
notion that morphine quietens ureteric peristalsis is entirely erroneous. Morphia 
stimulates the ureter. Invariably atropine in doses of gr. wipes out the 
contractions stimulated by the morphine. Atropine does not act strikingly 
or constantly when given alone. 

Acetylcholine in Post-operative Retention of Urine.—J. T. Gernon et.' 
al. 7 find acetylcholine a good parasympathetic stimulant to the bladder, and 
recommend its use in post-operative retention of urine and in other condi¬ 
tions, particularly organic nervous disorders, which render the complete empty¬ 
ing of the bladder ineffective. 

A New Urinary Antiseptic.—Picochromef is one of the latest antiseptics. 
A. Ravich 8 and C. XL Chetwood and M. W. Mason 5 are favourably impressed'. 
with it. They find that it acts equally well in an acid or an alkaline medium, 
and it destroys coliform bacilli as well as cocci. It is potent in high dilutions, 
and well tolerated orally and intravenously. Its only drawbacks are that it 
tends to produce diarrhoea and it colours the urine red. 

The Treatment of Acute Pyelitis.— 44 The treatment of acute pyelitis is', 
extraordinarily simple,” says Professor A. Ellis. 10 It consists in the adminis¬ 
tration of adequate doses of alkali for a sufficiently prolonged period, but the 
alkalinization must be adequate and sufficiently prolonged. Potassium citrate, 
00 gr. in £ oz, of water, with syrup of orange to flavour, is the prescription 


* Supplied by Boots Pur© Drug Co. Ltd., Nottingham, 
f Obtainable from W. Martindale, 12, New Cavendish Street, London, W.l. 
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recommended. It is given two-hourly for eight cSoys, and then four-hourly. 
II after thirtv-six hours, the urine is still acid, two-hourly doses should be 
given again. After that sufficient alkali is given to keep the urine alkaline to 
litmus. ° A common error is to substitute the alkali for sodium acid phosphate 
and hexamine too early. Ellis has discarded entirely the use of hexaminc in 
these cases. When alkalinization fails to remedy matters quickly, continuous 
drainage of the renal pelvis through a ureteric catheter left in situ for about 
forty-eight hours relieves the pain at once, the temperature falls, and the toxic 
manifestations disappear. 

TirErERENCES.— 1 Jddin. Med. Jour . 1934, xli, 203 ( Mcd.-Chir. Trans.) ; 2 Jour . of Urol. 
1935, xxxiii, 657 ; 3 Lancet, 1035, i, 1032; 4 Practitioner . 1935, cxxxiv, 678; *Jour. 
Ame'r.Med' Asme. 1935, civ, 1299; 6 Jour, of Urol. 1935, xxxiii, 356; "Med. Record , 
1935 , exli, 141 ; 91 1 bid. 343 ; ,J UroI. and Cutan. Rev. 1935, xxxix, 241 ; 10 Lancet , 1935, 
ii, 127." 

VACCINATION. J. Z>. Rolleston , M.D., F.R.C.P. 

Epidemiology. —Lasnet, 1 Director General of Public Health in Algeria, 
states that owing to the systematic vaccination carried out in the urban and 
rural districts only 29 cases of small-pox occurred during 1934 in Algeria, as 
compared with several thousands in previous years. Of these, 5 were in the 
province of Algiers, 18 in Oran, 2 in Constantine, and 4 in the southern 
territories. 

Symptoms and Complications. —H. H. Donnally and M. M. Nicholson 2 
record their experience of vaccination of 500 newborn infants, in whom a single 
insertion was made just below the head of the left fibula. Their conclusions 
are as follows : (l) Vaccination of newborn infants is a safe procedure with 
negligible complications, insignificant influence on growth and nutrition, and 
almost always without fever. (2) Ten per cent of the infants were resistant 
to vaccination, possibly owing to the resistance of growing young tissues. 
(8) In successful cases the active immunity develops promptly and may last 
for over a year and probably longer. (4) Vaccination at birth is a practicable 
means of increasing protection against small-pox in those prone to do without 
this protection until forced to obtain it at school age. (5) For those who will 
be vaccinated between 3 and fl months of age, when success is more likely, 
vaccination need not lie performed at birtli. J. V. Lukacs and D. Moritz 3 
found that susceptibility to vaccination in children on the second day of life 
was less than was generally supposed, as in only 47*5 per cent of their eases 
was the operation successful on that date as compared with 92 per cent in 
older infants. This relative resistance to vaccination could he overcome partly 
by the use of concentrated lymph and partly by the scarification extending 
over a large area. The resistance did not appear to depend on the mother’s 
degree of immunity but on the peculiarities of the newborn infant, the vaccinal 
reaction being sometimes positive in the mother and negative in the child, and 
vice versa. As regards the development of the reaction in control infants, 
the papule first appeared on the sixth or seventh day, and reached its fullest 
development on the tenth or eleventh, whereas in the newborn the reaction 
did not reach its fullest development until the fourteenth or fifteenth day. 
Lastly, whereas vaccination in older infants is almost always a febrile process, 
in the newborn fever was hardly ever noticed by the authors. 

The duration of immunity to small-pox , as shown by the results of vaccination, 
was investigated by W. P. Bearing and H. S. Davidson 4 in 557 students who 
had been vaccinated and in 9 who had never been vaccinated but had had 
small-pox. Of 337 revaecinatcd ten years or less after primary vaccination 
only 1 showed a primary take, 15 (4*7 per cent) had an accelerated reaction, 
and 321 (91*5 per cent) an immediate reaction. Of 128 vaccinated from ten 
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to nineteen years previously, only 6 (4 per cent) showed primary takes, 50 
(29 per cent) accelerated takes, and 112 (67 per cent) immediate reactions. 
After twenty years, of 52 reactions, 35 (67 per cent) were immediate, 13 (25 per 
cent) were accelerated, and 4 (8 per cent) gave primary takes. Immunity 
therefore conferred by a single vaccination usually lasts longer than six 
to ten years. Vaccination of the 9 students with a history of small-pox 
gave 4 primary takes, 4 accumulated takes, and only 1 immediate reaction. 
Small-pox therefore does not protect so well against cow-pox as does 
vaccination. 

K. C. Chaudhuri 5 illustrates the rarity of generalized vaccinia by the fact that 
during the period 1914-28 only 21 cases, of which 6 were fatal, occurred among 
22,000,000 vaccinations or re-vaccinations in Germany. In the newborn the 
condition is extremely rare, as the author was unable to find a single ease after 
a close search of the literature of the last twenty years. He reports two typical 
eases from his own experience at Calcutta, one in a male infant vaccinated 
within two hours of birth and the other in a female vaccinated on the twentieth 
day of life. Neither infant showed any systemic reaction during the incubation 
period of ten and fourteen days respectively. The male infant recovered after 
a severe illness in which he had an extensive crop of lesions all over the. face, 
body, and extremities. The female infant died after a generalized eruption 
on the twelfth day of disease, death being preceded by convulsions. There 
was no autopsy. Although conclusions cannot be drawn from only two cases, 
Chaudhuri doubts if vaccination in the newborn is indispensable, especially as 
small-pox is not a common cause of death at this age in Calcutta. 

According to F. A. Ellis, 6 who records two cases in twins, one of which was 
fatal, eczema vaccinatum and generalized vaccinia are essentially the same, 
the virus being disseminated by the blood-stream. 

According to official statistics, 7 the incidence and fatality of post-vaccinal 
encephalitis in certain countries during 1933 and 1934 were as follows : In 
England 4 cases with 3 deaths were reported in persons aged from 4 to 18 after 
primary vaccination between September, 1933, and October, 1934, the sym¬ 
ptoms in each case appearing on the thirteenth or fourteenth day after vaccina- 
tion, and there was 1 mild case in a man following re-vaccination. In Germany 
in 1933 there were 14 cases with 1 death following primary vaccination and 
5 cases with 2 deaths after re-vaccination. In the first six months of 1934 
there were 3 cases with 1 death after primary vaccination and 2 cases with 

I death after re-vaccination. In the United States in 1933, in addition to 
5 cases in children aged from 3 to 9 years from eleven to nineteen days after 
primary vaccination, there were 3 cases about which there w T ere no details. 
In Holland there were 8 cases notified in 1933 ; 3 of them, however, were 
excluded after examination by the official neurologist, who also regarded some 
of the remaining 5 as doubtful. As the number of vaccinations in Holland 
was 26,000, the average proportion of 1 case to every 5000 vaccinations remained 
the same as in previous years. In the first six months of 1934, when 10,000 
vaccinations were performed, 2 cases were reported. In Norway 28 cases with 

II deaths were reported during the period 1930-3. Of 18 children who had 
been vaccinated before or after 1930 and had survived the complication, 17 
had completely recovered and only 1 w T as still paralysed. In Sweden only 
3 mild cases were notified in 1934, and there had been no fatal case since 1932, 
the number of vaccinations remaining about the same. In Belgium, where 
about 100,000 vaccinations were performed yearly, there was only 1 case 
following primary vaccination in a girl aged 12 years. The symptoms developed 
twelve days after primary vaccination, and death took place after a few days’ 
illness. No case was reported in British India. Since this report was published, 
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however, J. C. Banerjea 8 has recorded the ease of a female infant aged I year 
and 10 months, who on the thirty-fifth day after primary successful vaccina¬ 
tion developed paralysis of all four limbs and the trunk. She had been 
vaccinated with two insertions on each arm. On the twenty-fifth day. an 
abscess had appeared in the left axilla associated with a remittent temperature 
of 101°—102° for six days. The patient’s elder sister, aged t 4, and six other 
members of the family who were vaccinated with the same lymph did not have 
any complications. 

E. de Gregorio 0 describes an outbreak of 28 cases of ringworm of the skin 
due to Trichophyton faviforme discoides which developed about two months 
after vaccination. Most of the cases were soon cured by tincture of iodine, 
while the rest which were refractory to this treatment were rapidly cured by 
chrysophanic acid. The brilliant green which was used for the preservation of 
the lymph was found to be sterile, so that the lymph itself was responsible for 
the outbreak. The author was unable to find any previous record of such 
an extensive epidemic of ringworm following vaccination. 

References.— Off. internat, cTHyg. publ . 1935, xxvii, 273 ; s ,Jour. Amer . Med. 
Assoc. 1934, eiii, 1269 ; 3 Arch. f. Kinderheilk , 1935, cv, 1 ; 4 Jour. Amer. Med. Assoc. 
1934, eii, 1998 ; Mud. Jour. Pediat. 1935, ii, 111 ; 9 Jour. Amer. Med. Assoc. 1935, civ, 
1891 ; 7 Bull. Off. internat. d'Hyg. publ. 1935, xxvii, 287 ; 8 Ind. Jour. Pediat. 1935, 
ii, 177 ; °Med. lbera , 1934, xxix, 164. 

VARICELLA. ( See Chicken-pox.) 

VARICOSE VEINS. Sir W. I. de C. Wheeler, F.R.C.S.I . 

E. A. Edwards 1 confirms recent observations that injection treatment is 
often unsatisfactory in those patients in whom there is a great widening of the 
saphenous veins. Re-canalization occurs in the sclerosed segment, or the 
blood may be so diverted as to dilate a previously normal vein. In these 
cases it is advisable to perform a preliminary ligation of the internal saphenous 
vein at the sapheno-feinora! junction. A sclerosing solution is injected into 
the divided distal segment. Subsequent injections into dilated veins below 
are usually necessary. A very full discussion on the treatment of varicose 
veins is given by Edwards. Having ascertained the exact condition of the 
veins, treatment is carried out along the following lines :— 

44 We try to determine, at the first visit of the patient:— 

44 1. The actual presence of varices and whether they occur in the distribution 
of the greater or lesser saphenous. 

4 4 2. The condition of the great saphenous vein and whether there is a positive 
Trendelenburg test, 

44 8. The condition of the valves of the perforating veins. 

“4. The condition of the deep veins. 

44 We then proceed with our treatment:— 

“ 1* If the varices are limited to the distribution of the lesser saphenous 
vein, we use the injection treatment alone. The solutions we use are : (a) 
Quinine urethane for the small or medium sized varices ; (b) 20 per cent sodium 
chloride for the large varices ; (c) 5 per cent sodium morrhuate for angiomata. 
(In private practice I prefer this solution in all cases.) 

44 2. If the varices are in the distribution of the great saphenous vein but 
the vein is not widened and the Trendelenburg test is negative, we use the in¬ 
jection treatment alone. If the Trendelenburg test is positive, we send the 
patient into the hospital for ligation at the sapheno-femoral junction, inject 
the distal segment with varisol (invert sugar and sodium chloride), then follow 
up in the out-patient department with injections as in the cases with negative 
Trendelenburg tests. 
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“ 3. If the Trendelenburg test Is doubly positive, we ligate the saphenous, 
excise the incompetent perforation, and inject the remainder In the out-patient 
department. These cases are relatively uncommon. 

“4. In cases of obliteration of deep veins, it is a good rule not to disturb 
the superficial varices. We have injected the varices in the lower leg in a ease 
of occlusion of the inferior vena cava, with much improvement. In this case, 
however, the original deep phlebitis had not involved the deep veins of the leg 
proper. 

44 5. Patients with ulcer we treat according to the criteria laid down above, 
but we inject very cautiously, staying far away from the ulcer, until it is free 
from infection, sometimes not injecting until we have first reduced the inflam¬ 
mation by ligation alone, or by supportive dressings. We have never found 
it necessary to excise an ulcer. If there is an incompetent perforator beneath 
the ulcer, we believe the ulcer can be temporarily healed by ligation and 
injection. The perforator can then be excised several weeks after the ulcer 
is healed. 

44 6. Patients with phlebitis are treated as are patients with ulcer. The pro¬ 
gress of the phlebitis is stopped by the ligation or small injections far from 
the phlebitie focus.” 

Large veins can be easily injected with the patient reclining, small veins 
are more difficult to inject unless the patient stands. A needle with a short 
bevel should always be used. If there is any doubt as to the needle being in 
the vein, the injection should not be made. Contra-indications must always 
be borne in mind. The following are some of the most obvious : Hyper¬ 
thyroidism, severe nephritis, Raynaud’s disease, severe heart lesions, obstruction 
to the deep venous system, and recent thrombophlebitis. The enlarged veins 
of pregnancy are best treated by bandaging until the pregnancy is over. 
(Some authorities ignore obstruction to the deep veins, and notwithstanding, 
recommend the treatment of the superficial varices by injection. They argue 
that the dilated superficial varicosities do not function and are better obliter¬ 
ated. The reviewer agrees with those who regard deep obstruction as a 
contra-indication to injection.) 

G. C. McKinstry 3 draws attention to these points. The ideal solution for 
injection treatment of varicose veins has yet to be discovered. Quinine and 
urethane has many supporters ; many prefer sugar solutions , and many sodium 
morrhuaie. He reviews the work on varicose veins for the year 1933. 

N. J. Kilbourne 3 draws attention to certain dangers in the treatment of 
varicose veins. Twenty deaths which followed the treatment of varicose 
veins by injection were largely due to bacteraemia, infected phlebitis followed 
by embolism. He believes that an antiseptic solution, such as quinine urethane, 
is safer than solutions which are not germicidal. The original purpose of adding 
urethane to quinine was to render the latter soluble, but an important action 
of the urethane is its anaesthetic property. Sodium morrhuate is not bactericidal 
to the staphylococcus. 44 Following the more general use of sodium morrhuate 
fatalities are appearing. At least three have been reported from England, 
and of these it is known that two died from bacteraemia.” Only two fatalities 
are on record after the use of quinine urethane solution ; these were not due to 
infection. This is because quinine solutions are bactericidal, and kill bacteria 
wherever they are deposited. 

Kilbourne, like other observers, recommends vein ligation high up before 
the injection of veins of very large calibre. He calls attention to the fact, 
however, that this small operation is not free from danger. The blood 
stagnates proximal to the ligature, and the thrombus thus formed may become 
detached. It is not adherent to the vessel walls to the same extent as the 
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thrombus produced by the injection of highly irritating solutions. He prefers 
to collapse the vein by an elastic adhesive bandage round the upper portion 
of the thigh which is changed every three or four days. Injections are made 
with small amounts of quinine and urethane (2 min. at first) into the veins 
above and below the bandage. The sclerosing effect reaches the giant vein 
under the bandage without making a huge thrombus. Sloughs from unsuccess¬ 
ful injections are common. The fact that blood can be aspirated through the 
needle before the injection is made is no proof that the injection is intravenous. 
A thin-walled vein can easily be perforated during manipulations. The needle 
may aspirate the blood from the surrounding hsematoma. Although sloughs 
may follow the injection of sodium morrhuate or potassium oleate, they are 
less likely than when quinine urethane is used, and when they do occur they 
heal more rapidly. Kiibourne urges that a complete examination should be 
made before the injection of varicose veins. He mentions cases of underlying 
sarcoma, and also .a case of obliterative arterial disease in which the patient 
developed gangrene and required high amputation. Fortunately, the under¬ 
lying trouble was detected at the time the patient came asking for injection 
treatment of the varicose veins. 

J. W. Riddoch 4 points out that sodium morrhuate has been much used 
for small dilated veins found in the skin. The injection is liable to be. 
followed by a slough when other substances are used. Except for the injection 
of the smaller veins Riddoch has found sodium morrhuate disappointing. Its 
injection is often followed by red and tender swelling of the injected veins 
which may take three or four weeks to subside. There is apparently a wade 
difference in the efficiency of various samples. Kiibourne, quoted above, 
prefers potassium oleate; Riddoch mentions the use of a pure sodium oleate 
solution. 

Quinine urethane or other suitable quinine solutions appear to be favoured 
by most authorities. The only drawbacks are the intolerance of some patients 
to quinine, and to test this intolerance very small injections should be given 
at first. Secondly, there is the sloughing which follows incorrect injections : 
5 per cent solutions are the optimum strength for all-round use; 8 to 9 c.c. should 
be the maximum amount used at one sitting. Recently Riddoch has employed 
saturated solutions of quinine lactate , using 3 to 4 c.c. as the maximum dose. 
In many respects it has proved a better solution than the quinine urethane 
in general use. 

References. — l Surg. Gynecol . arid Obst. 1934, Dec., 916; 2 Inter. Abstr. of Bury. 
1934, Dec., 489 ; z Amer. Jour. Surg. 1934, xxv, July, 148 ; 4 Lancet , 1934, ii, Nov. 17, 
1101 . 

VASCULAR SURGERY. (See Blood-vessels, Surgery of.) 

VENTRAL HERNIA. (See Hernia, Umbilical.) 

VITAMINS. (See also Scurvy, Infantile.) 

Ivor J. Davies, M.D ., F.R.C.P. 

Vitamin A.—Marion B. Richards 1 (Aberdeen) discusses the role of vitamin A 
in nutrition. The main results of her experiments showed: (1) The early 
occurrence of pathological conditions in young rats deprived of vitamin A ; 
(2) The very high incidence of gastro-intestinal affections both in young and 
in adult animals ; (3) The persistence of the pathological conditions once they 
have been established, in spite of subsequent dosing with vitamin A ; and 
(4) The parallelism between the findings in rats and various reported cases 
of disease in human beings. With regard to the problems of vitamin A and 
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human nutrition, much valuable information is contained in the Medical 
Research Council Report on Vitamins, 1032 (reviewed in the .Medical Annual, 
1933, p. 532), in the section entitled “ Vitamins and Human Diets As far 
as vitamin A is concerned, many instances are given in which xerophthalmia 
and hemeralopia in human beings have apparently been associated with 
deficiency of vitamin A in the diet, and have yielded promptly to treatment 
with cod-liver oil or other rich source of the vitamin. It may well be, as 
pointed out in the M.R.C. report with regard to vitamins in general, that the 
damage caused by insufficiency of vitamin A in early youth cannot afterwards 
be made good by an adequate supply of the vitamin, and that much chronic* 
ill health in later life may have its origin in this early deficiency. Miss Richards's 
paper should be carefully studied. 

G. S. Shibley and T. D. Spies 2 (Cleveland) have studied the effect of vitamin A 
on the incidence, severity, and duration of the common cold. The material 
consisted of young adult volunteers observed over a period of fifty-six weeks 
and divided into test and control groups by random selection. It was shown 
by preliminary experiments with rats that vitamin A in the form of halibut- 
liver oil may be administered effectively in large single weekly doses. This 
vitamin was found to have no effect on the incidence or severity of colds. 
Suggestive but not conclusive evidence indicated that vitamin A shortens 
colds slightly in the winter months. 

P. D. Crimrn and D. M. Short 3 (Evansville, Indiana) have made spectrophoto¬ 
metries determinations of vitamin A content of human livers. Seven appar¬ 
ently healthy persons, dying sudden accidental deaths, averaged 311 I.U. of 
vitamin A per gramme of liver, whilst two children averaged 80 I.U. Four 
cases of pulmonary tuberculosis on a high vitamin diet averaged 523 I.U. of 
vitamin A per gramme of liver. The addition of vitamin A as halibut-liver 
oil stores a large quantity of vitamin A in the human liver. 

Vitamin B 2 »—S, Levy Simpson 4 (London) reports a case of pellagra follow¬ 
ing gastrectomy, and apparently cured by vitamin R 2 . The diagnosis of 
secondary pellagra is discussed and the necessity for observing and preventing 
minor manifestations is stressed. The mechanism of production of secondary 
pellagra is described and its etiological significance indicated. A relationship 
between pellagra and adrenal liypofunction was found to exist. 

Vitamin C.—I). Greene 5 (New York) has examined the capillary resist¬ 
ance test in the diagnosis of subclinical scurry. He quotes A. F. Hess, 6 who 
found that there were decided individual variations in regard to the reaction 
to the test, and that although petechial spots are far more numerous in indi¬ 
viduals suffering from latent or active scurvy, the reaction cannot be used as 
evidence of a deficiency in vitamin C. Greene’s studies also showed that a 
positive reaction to the capillary resistance test does not necessarily denote 
an insufficiency of vitamin Cl. 

L, J. Harris and S. N. Ray 7 (Nutritional Laboratory, University of Cambridge 
and Medical Research Council) report on the diagnosis of vitamin C subnutri¬ 
tion by urine analysis, with a note on the antiscorbutic value of human milk. 
The following summary is drawn from their paper. Infants suffering from 
manifest scurvy, or with a history of vitamin € underfeeding, excrete less 
vitamin C in their urine (measured chemically) then do well-nourished infants 
of the same age tested under the same conditions (on controlled diets low in 
vitamin C). The difference can be made more strikingly manifest by the 
administration of a large test dose of vitamin C : a marked peak results in the 
curve of the urinary excretion for the normal infants, but not for the 4 unsatur¬ 
ated \ scorbutic, or semi-scorbutic infants. After cure the scorbutic infant 
behaves like a normal infant both in his output of vitamin C on ordinary diets 




Vitamins 


508 


MEDICAL ANNUAL 


(or controlled vitamin-C-free diets) and in his response after the test dose. 
Further observations on adults are also reported., showing that a low urinary 
output, and a low response to test doses, go parallel with a history of vitamin C 
underfeeding and with a state of vitamin C subnutrition as indicated by a 
lowered capillary resistance. The technique described is being used to estimate 
the prevalence of hypovitaminosis C among certain sections of the community. 
The rarity of scurvy in breast-fed infants is explained by the finding that 
human milk contains three to four times the amount of vitamin C that is 
contained In cow’s milk; part of the latter is also lost generally (1) by 
pasteurization, (2) during standing, (8) by further heating, and (4) by 
dilution. 

L. F. Levy 8 (Biochemical Department, South African Institute for Medical 
Research) has investigated the antiscorbutic value of some South African 
foodstuffs as measured by their indophenol reducing power. During the last 
few years, and largely as a result of the pioneer work of Szent-Gyorgi, the 
chemical nature of vitamin C has been ascertained ; this substance has been 
named ascorbic acid, and its properties are now receiving a great deal of 
attention. A tabular list of the various foodstuffs is recorded and the out¬ 
standing value of the green leaf is the most apparent. It is also noted that 
although the concentration of vitamin is low in Kaffir beer, quite an appre¬ 
ciable amount will be derived from the quart ration. The antiscorbutic vitamin 
varies considerably from sample to sample in various fruits such as apples, 
oranges, and bananas. 

References. — 1 Brit. Med. Jour. 1935, i, 99 ; 2 Jour. Amer. Med. Assoc. 1934, eiii, 
Dec., 2021 ; L4mer. Jour. Med. Sci. 1935, clxxxix, April, 571 ; *Quart. Jour. Med. 
1935, iv, April, 191 ; s Jour. Amer. Med. Assoc. 1934, ciii, July 7, 4 ; 6 Amer. Jour. Dis, 
Child. 1914, Dec., viii, 386 ; 7 Lancet, 1935, i, Jan. 12, 71 ; B Jour. Med. Assoc. S. Africa , 
1935, ix, March 23, 181. 

VOLVULUS. ( See Intestinal Obstruction.) 

VTOVO-VAGINITIS IN CHILDREN. {See Gonorrhoea.) 

WEIL’S DISEASE. (See Jaundice, Infective.) 

WHOOPING-COUGH. J. D. Rolleston, M.D., FJl.C.P. 

Symptoms and Complications. —G. Mannerstedt 1 reports his observations 
on 29 cases of pertussis in adults aged 24 and upwards : 9 had a history of 
a previous attack, 13 had no such history, and in 7 the history was doubtful. 
The incubation period ranged from 7 to 28 days, the average being 14*5 days, 
and the duration of symptoms from 24 to over 80 days, the average being 
6 weeks. In 6 cases Bordet-Gengou organisms were found by the cough 
plate method, and in 2 pertussis-like organisms, while in the rest no bacterio¬ 
logical examinations were made. Mannerstedt emphasizes the epidemiological 
importance of missed cases of pertussis in adults, which are very likely to 
occur owing to the usually mild course of the disease at this age. Although 
the data are not conclusive owing to the absence of the cough plate in the first 
attack, he maintains that second attacks of pertussis are more frequent than is 
generally supposed. 

F. Tecilazic 2 describes the following radiological appearances in the different 
stages of pertussis. At the commencement of the paroxysmal stage the 
numerous small annular formations described by Pincherie are seen in the 
subclavian regions of both lungs and elongated figures with more or less thick¬ 
ened margins. The latter represent dilatations of the small and medium-sized 
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bronchi, while the annular formations represent tangential sections of the 
bronchi and possibly small areas of surrounding emphysema. At a later stage 
the basal triangle described by Gdttche due to endobronchitis, endobronchiol- 
itis, and peribronchitis is seen. The radiological appearances thus faithfully 
reproduce the anatomical changes in whooping-cough. 

M. Braschi, 8 in examination of 12 cases, found that sometimes leucocytosis 
might be slight or entirely absent in pertussis, and when it did exist was subject 
to wide variations quite independent of the stage of the disease. He concluded 
that leucocytosis in whooping-cough was mainly due to the toxic action of the 
causal organism rather than to the mechanical action of the violent cough. 

The effect of whooping-cough upon tuberculosis is illustrated by G. J. Huet, 4 
who recorded an epidemic of pertussis among tuberculous children in a sana¬ 
torium. X-ray examination showed that the tuberculous process was aggra¬ 
vated in 6, remained stationary in 3, and was improved in 10. 

Diagnosis. —I. Inaba and S. Inamori 5 maintain that in the diagnosis of 
pertussis it is better to depend upon the absolute number of lymphocytes than 
on the total leucocyte count and the percentage of lymphocytes, especially 
when complications are present. 

Prognosis. —According to the Epidemiological Report of the Health Section 
of the League of Nations, 6 whooping-cough may give rise to permanent 
physical and mental disorders, such as changes in the lung tissue and mediastinal 
lesions as revealed by X-rays, as well as nervous and vascular lesions, while 
the anxiety which precedes and accompanies the paroxysms may considerably 
disturb the emotional equilibrium of delicate children. 

Prophylaxis. —L. W. Sauer 7 has treated 050 non-immune infants and young 
children by a vaccine which differed from all other pertussis vaccines in being 
made every few months from recently isolated haemolytic strains of the Bordet- 
Gengou bacillus. The total dosage after six months of age was 8 c.c. Local 
and systemic reactions were insignificant. Thirty-two children used as controls 
in 25 of the families contracted undoubted pertussis, while 170 of the injected 
children in these families who had been exposed escaped. 

M. Stallings and V. 0. Nicholls 8 treated 18 patients aged from ten months 
to adult life with no previous history of pertussis and with intimate exposure 
to the disease by doses of 0*2, 0*4, 0*0, 0*8 and 1 c.c. of undenatured pertussis 
antigen every other day, the last dose being repeated, with the result that 11 
showed no symptoms and 7 had an extremely mild attack of pertussis. 
Similarly good results in immunization against whooping-cough were obtained 
by J. M. E rawly® with injections of undenatured antigen of II. pertussis in a 
group of 505 non-immune school children. 

Treatment, —M. Stallings and V. C. Nicholls 8 treated 232 patients aged 
from 7 weeks to 38 years in the catarrhal or paroxysmal stage of whooping- 
cough with undenatured pertussis antigen in doses ranging from 0*1 to 1 c.e. 
daily until the symptoms abated, with the following results. Abatement of 
the symptoms within a week or less took place in 78 per cent and within 
two weeks in 14 per cent, while in 8 per cent the symptoms persisted over 
a fortnight. 

V. de Gironcoli, 10 after failure of vaccine therapy, treated 20 severe cases 
in children aged from 25 days to 30 months in the paroxysmal stage by one 
or two intragluteal injections of maternal blood, with the result that all but 
3 showed rapid improvement. 

Rufjeiienors.— l Jour. of Pediat. 1934, v, 576 ; a Pediatria , 1934, xlii, 921 ; z Ibid. 1935, 
xliii, 396; *Nederl. Tijds . v. Oeneesk . 1935, lxxviii, 2522 ; B Amer. Jour . Bis. Child. 
1934, xlviii, 1193 ; *Epid. Rep. Health Sect. League of Nat. 1934, xiii, 109 ; 7 Amer. Jour. 
Bis. Child. 1935, xlix, 69 ; *Ibid. 1934, xlviii, 1183 ; 9 Joar. Amer. Med . Assoc. 1934, 
eiii, 960 ; w Mv, di Clin, Fed, 1934, xxxii, 69. 
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WORMS, INTESTINAL, IN CHILDREN. 

Reginald Miller , M.D., F.R.C.P. 

The following is culled from an article by F. M. Allen. 1 The worms commonly 
found in the intestine of children of this country are : (1) Thread-worms (Oxyuris 
vcrmieularis) ; (2) Round-worms (Mean's lumbricoidcs ) ; (3) Tape-worms 
{Taenia medioeaneltata , Tmnia solium , and less commonly Tcvnia eucwmerina and 
Taenia nana; (4) Flagellate-worms (Lambda intestinalis), now suspected of 
being a cause of certain obscure types of diarrhoea ; and (5) Whip-worms 
(Trichocephalus dispar). 

Thread -worms,—The Oxyuris vermicular is, in its infestations, occurs in 
large numbers in the intestine. Each 'worm resembles a small piece of thread. 
The female is longer than the male, and measures about half an inch. The 
ova hatch as they pass down the intestine after ingestion by the mouth, and 
reach maturity in the lower small bowel, where they produce large numbers 
of ova. Though the small intestine is their home of election many are passed 
in the faeces. Some, however, migrate from the rectum, and may be found 
around the anus, especially in the dirty child whose perineum is soiled with 
excreta. Re-infection occurs readily in such a child, whose hands become 
soiled with excreta containing ova, which lodge under the nails and elsewhere. 
Original infection may be due to eating food which has been contaminated by 
flies carrying infected, material, but also by toys, towels, handkerchiefs, and 
pencils which have been soiled by an infected child. 

The most prominent symptom is itching of the anus, especially at night 
when the child is in bed. Itching leads through scratching to injury of the 
superficial tissues surrounding the anus, and to restlessness and sleeplessness. 
In girls the worms may migrate or he transferred to the vulva, and so set up 
a vulvo-vaginitis. The worms cause enuresis and frequency of micturition. 
Their presence draws the attention of the child to the perineal region and the 
genital organs, and masturbation may be initiated. Colicky pains may also 
be associated with the presence of thread-worms. Still has recorded that 
they are present in the appendix in a large proportion of autopsies, and the 
relation of appendicitis to their presence is unsettled. 

Treatment. —In instituting treatment it is useful to explain briefly to the 
mother the mode of infection and especially the ease of re-infection. The first 
element of treatment is the destruction of worms by the use of santonin combined 
with calomel. Tablets containing 4 gr. of each are given on alternate nights 
until three or four have been taken. This is a suitable dosage for a child of 
five years. In conjunction with this the lower bowel should be irrigated with 
a pint of warm water containing a large teaspoonful of common salt. After¬ 
wards, the child’s perineum and anus having been thoroughly cleansed and 
dried, the anus should be anointed with an antiseptic mercurial ointment, 
such as 24 per cent white precipitate, or blue ointment. If there is much 
excoriation of the skin aniesthesin powder (5 per cent) may be added. The 
child should sleep in a nightgown, which is sewn up at the bottom, or in pyjamas, 
to ensure that direct scratching of the anus is impossible. The child’s nails 
should be kept very short lest ova find a concealed conveyance to the mouth, 
and the hands should be scrubbed before all meals. Butolan (Bayer) is a 
useful vermicide for oxyuris, and a child of six may take one tablet three 
times a day. This assists in destroying such worms as have already escaped 
and those which axe in the upper intestine at the institution of treatment. 
Worms lodged in the appendix may be eradicated by butolan medication. 
Colonic lavage should be persisted in for six successive nights, and after,an 
- mission of one night should be resumed for six further nights. After an 
t erval of one week, there should be a colon wash-out on three successive 
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nights, and if worms appear in any one of these, a further week’s lavage 
should be undertaken. 

Bound*worms.—In appearance the round-worm (Ascaris lumbricoides) is 
like the common earth-worm. The female is larger than the male, and varies 
from 5 to 10 in. in length, being yellowish-white or reddish-yellow in colour. 
It is not solitary, and the passage of one worm usually means that there is at 
least one more present in the bowel, and perhaps more. The life history is not 
properly understood, but it is possible that the embryos develop outside the 
body and enter in the drinking-water. 

The ascaris is reputed to be notorious for its migratory habits, and it is 
recorded that one has travelled up the oesophagus and down the trachea into 
the lung, where it has set up a lung abscess; it has been found impacted in the 
common bile-duct, and it has perforated the intestinal wall and caused a 
peritoneal abscess. 

It is with ascaris and tienia that the so-called symptoms of worms are likely 
to occur, but it seems to be just as likely that these symptoms are due to faulty 
diet and bad habits at meal times. Scepticism should not be expressed too 
forcefully, however, as it is possible that the presence of worms is merely one 
arc of a vicious circle of chronic catarrh, chronic indigestion, improper diet, 
and bad dietary habits. Their presence may be suspected, and an eosinophilia 
will confirm the suspicion ; but usually the passage of one or more worms is 
the first, and perhaps the only, indication of their presence. 

Treatment.— Santonin is the anthelmintic of choice, and should be given 
combined with calomel, either as a powder or as a tablet :— 

k Santonmi gr. j j iSacch. Lact. gr. iij 

Hydrarg. Subehlor. gr. j | 

Fiat pulv. 

FJ Santonin! | Hydrarg. Subohlor. fifi gr. j 

Fiat tab. 

and followed by a saline in the morning, either a teaspoonful of magnesium 
sulphate or a Seidlilz powder, magnesium hydroxide, or ail effervescent fruit 
salt. It is advisable to secure a preliminary purge with a saline and to institute 
a lluid diet for twenty-four hours preceding the treatment with santonin. The 
active principle of santonin is soluble in oil, so that castor oil is not advisable 
as a purgative at any time during treatment. Yellow vision and reddish urine 
may occur as a result of santonin administration, but are harmless. In the event 
of santonin being inapplicable for any reason, oil of chenopodium may be used, 
one drop being prescribed for each year of age, and being given in capsule form. 

Tape-worms. Tape-worm infestation is not common, but its occurrence 
is not to be regarded with equanimity, as the successful evacuation of the 
parasite is a mutter of considerable difficulty. The commonest tape-worm in 
this country is Ttenia mediocanellata (naginata) derived from meat, although 
T. solium from pork also occurs. The incidence of T. cucumerina from the 
lice of dogs and eats and of T. nana (dwarf tape-worm) is low. The presence 
of the worm is easily recognized by the passage of masses of segments of the 
worm, and the distinction of the type of worm is made by noting the character¬ 
istic features of the arrangement of hooks and suckers on the head. 

Parents recognize the unusual content of the stool (the passage of which 
will probably have alarmed the child) as a tape-worm, and it is then that any 
uncommon symptoms which the child may have exhibited during the previous 
months will be attributed to the worm. The mere presence of tape-worms 
in the intestine cannot account for wasting, although failure to gain weight 
will be attributed to it* 
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Treatment. —Extract of male fern has long been recognized as a lethal 
agent for tsenia, but Its administration is not attended with universal success 
for several reasons* Extracts, to be effective, must be freshly prepared, and this 
is not always possible. Further, the extract is irritating to the stomach and 
is liable to be vomited. Administration by capsule is only possible with older 
children and impossible with many, adults included. Dispensing chemists have 
exercised their ingenuity in devising prescriptions to render the drug acceptable ; 
the following has been used with success :— 

B Ext. Filicis H\xxx | Syr. Aurant. ad gss 

Ovi Vitell. q.s. | 

As the treatment may be ineffective for the reason that the stomach is 
intolerant of preparations of male fern, substitutes have consequently been 
sought. Pelkterin tannate has been used in doses of 2 gi\ in powder, and seeds 
of pomegranate made into an infusion have been administered with partial 
success, but all of these, including male fern, require a three days’ preliminary 
treatment with purgation and low diet, so that the bowel is clear of as much 
extraneous matter as would possibly interfere with the action of the poison 
on the worm. A substitute which deserves an extended trial is tetrachlorethylene, 
as it is easily tolerated by the stomach, is readily taken by the child, has not 
other effects, and does not necessitate three days’ previous purgation. It is an 
oily substance, given in doses of 4 c.c. for an adult, a child of eight years 
accepting 2 c.c. readily. Administration is in a saturated solution of magnesium 
sulphate (1 to 2 oz.), by mouth, the oil being emulsified by repeatedly drawing 
it up into a serum syringe and ejecting it forcefully into the medicine glass. 
Signs of intoxication have been recorded in adults, but so far the author has not 
observed this in children. Six hours after administration a full dose of Epsom 
salts is given, and the whole worm is usually passed in a few hours. Preliminary 
purgation is not essential, but a saline may be given twenty-four hours previously, 
and a low fat diet should be taken during this time. Tetrachlorethylene is 
soluble in oils and fats, and for this reason castor oil should not be used as an 
aperient subsequently. 

Alternatives are filmaron, which is a compound of filicin in castor oil and is 
given in doses of 2 to 4 drachms, and thymol , which may be prescribed in 
cachets to children who can swallow it, in doses of gr. (for a child of 
six years). 

Lamblia or Giardia Intestlnalis.—Attention has been drawn to lambliasis 
on account of its association with some forms of intractable diarrhoea. Lamblia 
is a flagellate organism which is conveyed by water contaminated by mice and 
rabbits, and has been associated with trench diarrhoea as experienced during 
the Great War. It is presumed that the population has a number of carriers 
of this organism, who are responsible ultimately for the spread of the infes¬ 
tation. Others regard the occurrence of Lamblia in the stool as a secondary 
invader. 

In children the stools are frequent and loose and contain undigested food 
and mucus. Peristalsis is increased so that there is insufficient time for proper 
absorption in the bowel, and the stool is pale from excess of fat (although this 
does not reach the figures found in coeliac disease). At first there may be 
considerable increase in the number of the stools, but this gradually decreases 
until the child is passing two, or perhaps three, in the twenty-four hours. 
There are no other symptoms. 

Treatment.—T his is difficult, as no known drag appears to be successful* 
Rest, colonic lavage, bland diet, are indicated when the diarrhoea is severe. 
Organic arsenicals have been tried, and stovarsol administered by mouth has 
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been vaunted. Colonic lavage with weak solutions of quinine have recently 
been reported successful. The importance of the affection is that its discovery 
may prove the solution of a condition which may be mistaken for tuberculosis 
or eoeliac disease. 

Whip-worms.—Still records that, next to round-worms, the whip-worm 
(Triehocephalus dispar) is the commonest intestinal parasite in children, being 
present in 8 per cent of post-mortem examinations. The number of worms 
present is never very numerous, less than a dozen being found in a single case, 
and these usually associated with thread-worm infestation. In appearance 
the worm is white, the caudal end being thick and the remainder resembling 
a fin el y- draw n - out filament. The worm attaches itself firmly to the mucous 
membrane by the fine head which is buried in the tissues. The ova are charac¬ 
teristic in shape, being ovoids with a button-like projection at either end. 
They are sometimes encountered in routine examination of the stool. 

There are not any symptoms directly attributable to the worm, although 
it is recorded that blood has been found in the parasite’s alimentary tract. 
But the number of worms present is never sufficient to cause anaemia of 
any degree of severity. It is conceivable that they may he implicated in 
diseases associated with injury to the intestinal mucous membrane, and with 

appendicitis. 

Treatment. —The treatment is mainly the same as that of thread-worm 
infestation. 

Reference.— 1 Practitioneri 1955, cxxxiv, 5Oil. 

WOUNDS AND WOUND INFECTIONS. (See also Burns ; Skin 
Graftino.) Sir W. /. de C. Wheeler , F.R.C.S.L 

Principles of Treatment.—Gradually orthodox conceptions as to the treat¬ 
ment of infected wounds are changing; there is, in fact, a revolution taking 
place ; old ideas based entirely upon the Listerian ideas of infection and 
antiseptics are giving way to experimental work in other directions. Winnett 
Orr has proved the efficacy of the treatment of septic osteomyelitis by simply 
excising dead and infected tissues, cleaning the parts with spirit and iodine, 
packing the resultant cavity with vaseline gauze, and encasing the limb in 
plaster-of-Pnris without any drainage for several weeks. The treatment of 
septic hone cavities by maggots was discussed in the Medical Annual for 
1082 (p. 885) and 1088 (p. 821). Albee modified Orr’s treatment, believing 
that bacteria produced a s<d I-destroying substance called ‘bacteriophage’. 
This substance, which brings about the destruction of the bacteria, can be 
isolated. Albee does not use gauze for packing the wound; he pours a 
mixture of vaseline and parallin, 75 per cent of the latter and 25 per cent of 
the former, into the wound, where it consolidates. He introduces 10 e.c. of 
bacteriophage daily through a tube which is left in situ at the bottom of the 
cavity. In varicose ulcers the affected part is treated by nothing except its 
own discharge under a tight bandage of elastic strapping. The bandage 
is not changed as a rule until an interval of seven to fourteen days has 
elapsed. 

Murphy many years ago, in his monthly publication known as the Murphy 
Clinics of Chicago , spoke of “defensive and protective” fluids or pus in the 
peritoneal cavity in eases of gastric or duodenal perforation and acute 
appendicitis, as distinct from the “offensive and destructive” pus which 
occurred late in neglected cases. Thus it would seem that a bacterial offensive 
is met by a corresponding defence locally produced by the same organisms 
in the tissues affected. The attempt to destroy bacterial invasion by local 
applications and frequent antiseptic dressings may defeat its object. 

88 
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In the Medical Annual for 1935 (p. 169) mention was made of the treat¬ 
ment of septic lingers after incision by the application of a large lump of sterile 
vaseline kept in position by gauze wool and bandage. The dressing is not 
changed for a week. 44 At first sight the hand looks very dirty with a mixture 
of pus. blood, and vaseline ; on cleaning, however, it is seen that the skin is 
soft and supple, and the wound edges are fresh and clean.’’ The same 
dressing is applied once a week until healing is complete. This treatment 
contrasts favourably with treatment by antiseptics, stupes of hypei tonic salt, 
etc., and results in a soft skin and a supple painless scar. It goes without 
saying that all treatment must be modified according to the presence or absence 
of temperature and pain. 

The treatment of infection (e.g. ? osteomyelitis, burns, septic fingers, varicose 
ulcers, etc.) by closed methods has been referred to in previous numbers of 
the Medical Annual. The avoidance of dressings and the reliance on the 
defensive properties of the local reactions are becoming more generally accepted. 
It would appear as if surgery was passing from an era of antisepsis through 
asepsis back again into a firmer belief in the efficacy of nature’s power for 
repair when allowed to function undisturbed. 

J. J. Robb 1 states that he has little doubt about the benefit of the closed 
method of treating sepsis of bone, whether acute or chronic, and that it seems 
logical to extend the idea to the treatment of other septic conditions. Localiza¬ 
tion and defeat of the invading organisms, he says, proceed under high tissue 
tension both in and around the lesion. Not until the situation is safe does 
necrosis appear ; pus evacuates, and repair begins. Robb points out that in a 
case of acute osteomyelitis pain is intense, but that if the limb is immobilized 
pain disappears even though the infection extends. He infers from this that 
the object of pain is to prevent voluntary movements which interfere with 
the processes of repair. 

Abscesses should be opened, but there is an optimum moment for the 
incision, neither too soon nor too late. The incision should be adequate and 
drainage should be avoided. A drainage tube is no better than a slough, and 
must be got rid of by the tissues. If the opening is made through such a tissue 
as muscle closure may be expected, but if it is made through a route which 
would be chosen by nature no artificial means to maintain the opening is 
necessary. It seems wise to employ very simple forms of treatment to assist 
the processes of healing. Immobilization appears to be an important factor. 
Robb can see no use for any of the antiseptic forms of treatment. The ideal 
dressing for all forms of tissue sepsis is undoubtedly the adhesive elastic; bandage. 

Robb’s treatment of cellulitis is as follows : “ In dealing with cellulitis in the 
surgical out-patient department the bandage is applied so as to cover generously 
the part involved, and, where it concerns a limb, that pari is always completely 
encircled with the bandage. If a lymphangitis is present the bandage is 
continued proximally to cover it. The relief of the patient from discomfort 
is very often almost immediate, and the general physical upset is speedily 
checked. In a bad case I may see the patient the next day, but with increasing 
confidence in this form of treatment I find it unnecessary in most cases to see 
him. sooner than from four to seven days. He is warned, however, to report 
immediately should his' general symptoms increase. At the end of four to seven 
days the splint or sling is removed and the limb is palpated through the bandage. 
If no pain is elicited and no fluctuation felt, he is merely asked to report again 
a week later, when the bandage is removed. Only if a local abscess has formed 
is surgery required, and quite often no such abscess forms. Frequently, with 
quite a severe initial cellulitis of the forearm, a man may return to work in four 
to seven days still wearing his bandage. 



medical annual 


515 Wounds and Wound Infections 


« As regards the use of the elastic adhesive bandage and the viscopaste 
bandage., 1 find very little to choose between them except that the viseopaste 
one can be twisted round areas, such as the clefts between fingers, where the 
elastic adhesive cannot comfortably be applied. The use of these bandages, 
though apparently costly, is not found to be so* Dressings are very greatly 
reduced in number, antiseptics are practically eliminated, and the staff conse¬ 
quently liberated for other duties.” 

Robb's communication brings to mind Hilton’s classic on ‘Rest and Pain’, 
Bayn ton’s treatment of ulcers by strapping in use half a century ago, and 
many of the dicta laid down by our forefathers. Dry-cupping, bleeding, and 
various ancient remedies are again under review, and, as stated elsewhere, 
a quasi-revolution is taking place. The reviewer recommends beginners to 
study the old books before coming to the conclusion that anything modern 
is also new. 

Surgical Maggots In Suppurative Infections.—This method of treatment 
has not found favour in Great Britain ; the word ‘maggot’ is repulsive, and 
whatever the results of their employment neither the profession nor the public 
will favour the method until some more convincing reasons are forthcoming 
for the abandonment of orthodox measures. Wm. Robinson 2 summarizes 
a communication on the subject as follows :— 

“ The use of living maggots in the treatment of infected wounds involves 
certain problems of a biological, as well as a clinical nature. In this article 
a discussion is given of such questions as the inability of maggots to reach deep 
necrotic areas without surgical assistance; the unfavourable effect upon 
maggots of accumulated wound secretions ; the implantation of maggots in 
the wound ; the need of avoiding the use of excessive numbers of maggots 
in the wound ; a description of various types of maggot retainers over the 
wound; removal of maggots ; why they sometimes die in the wound; and 
why they sometimes escape from the wound.” 

Cod-Liver OH Salve In Treatment of Wounds.—W. Loehr discusses 
the treatment of fresh injuries, burns, and phlegmonous inflammations 
with cod-liver oil salve, with and without plaster. If his reasoning is 
correct, halibut oil might be more efficacious. An abstract 3 of his paper is 
as follows !•«- 

“ Loehr has used raw cod-liver oil in the treatment of wounds of the most 
varied types over a period of three and a half years. This was possible because 
bacteriological studies proved that cod-liver oil is sterile, and further investi¬ 
gations showed Shat the organisms most frequently causing suppuration in 
wounds - - streptococci, staphylococci, and colon bacilli—are soon destroyed 
when they arc introduced into it. The chief purpose of these investigations 
was to determine whether it was possible to obtain a direct effect on wound 
tissues by cod-liver oil comparable to that obtained in the many conditions 
in which the administration of cod-liver oil by mouth gives excellent results. 
As the cod-liver oil is too fluid, it was mixed with sterile vaseline and applied 
to the wounds in the form of a paste. 

“ The very favourable effect of the cod-liver oil on wound healing is mani¬ 
fested by quick cleansing of the wound and rapid separation of all necrotic and 
ncerobiotie tissue. As is true of all processes of wound healing, the explanation 
of this very evident excellent healing effect is difficult to explain. However, 
numerous investigators—among them Nordmann, Bisceglie, and Katzenstein— 
have found that vitamins exert a very favourable growth-stimulating influence 
on tissue cultures, and the pathologist Dietrich has demonstrated that the 
injection of vitamin D into the ears of rabbits leads to the formation of epithelial 
cysts and proliferations, a finding which was confirmed by Nordmann. A 
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direct influence of vitamins on wound tissues is thereby proved. Other investi¬ 
gators have demonstrated parenteral resorption and effectiveness of vitamins. 
Accordingly, it seems logical to assume that in the treatment of human 
wounds with cod-liver oil there is a vitamin action such as that which has 
been demonstrated in animals. Whether still other factors are active in such 
treatment has not yet been determined and is very difficult to prove. 

“ The cod-liver oil is applied directly to fresh wounds in the form of a salve 
with the aid of a plaster dressing. No drains or strips of gauze are used. The 
oil has proved especially effective in second- and third-degree burns. In the 
treatment of burns of the extremities it is used in combination with a plaster 
dressing, and in the treatment of burns of the trunk in the form of salve dressings. 
Its effect in stimulating epithelial growth is so extraordinarily great that in 
the three and a half years in which the author has used it transplantation has 
never been necessary. 

i4 Of equal importance is the effect of the cod-liver oil on granulation tissue. 
The author cites illustrative eases of the most varied types—injuries of the 
fingers treated with cod-liver oil and a plaster dressing, gunshot injuries of the 
fingers, burns due to acids and hot water, searing injuries, complicated fractures, 
and defects left by phlegmons and gas gangrene.” 

Acute Infectious following Trivial Injuries to the Hand.—S. L. Koch 4 
deals with this important subject. He first refers to cases known variously 
as ‘acute lymphangitis’, ‘acute spreading cellulitis’, ‘acute streptococcic septi¬ 
cemia’, and, by the laity as ‘blood poisoning’. Such infections most often 
occur from trivial finger injury, infection of the lip, or the extraction of a septic 
tooth. The patients that survived have been those wffio were treated by 
conservative methods and in whom active surgical intervention w r as delayed 
until there was no question as to the presence of a definitely localized suppurative 
process. One group of cases demonstrated the fact that resolution takes place 
without complication or abscess formation even although such danger signals 
as the red lines of lymphatic infection are seen when the patient is admitted 
to hospital. No case in this group received antistreptococcic serum. Koch 
has no evidence that it is of value, but when given by others it did no harm. 
Another group is mentioned in wdiich the question of recovery or a fatal issue 
was in the balance for many days. An axillary abscess usually formed, and 
when this was opened recovery rapidly followed. In this connection, Koch 
states that if by any mischance in incising an abscess one breaks through the 
limiting wall of leucocytes and fibroblasts the liberated infectious material 
finds ready access into the open lymphatics leading directly into the systemic 
circulation. 

It is the part of wisdom to limit surgical procedures to the very minimum— 
a simple incision without retraction, without stretching the wound edges, and 
without digital exploration of the abscess cavity. In one case the abscess 
was allowed to rupture spontaneously, and in so doing, “ we were giving the 
patient the greatest measure of safety ”, Koch’s paper is lengthy, learned, 
and to the point. Of 22 eases which recovered, all were treated conservatively 
from the moment they w r ere first seen, with rest in bed, massive warm wet 
sterile dressings over the entire upper extremity, and forced fluids. In none 
was the inflammatory process incised until there was absolute evidence of 
localization and abscess. 

Electro surgical Aspirator.—G. E. Ward 5 describes an instrument which 
aspirates blood from a surgical wound and at the same time will permit 
coagulation of bleeding points by touching the electrodes to the bleeding 
point, as the area is kept dry with the aspirator and the current turned on 
by means of a switch in the handle of the electrosurgieal aspirator. This 
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greatly facilitates operating through normal tissue, such as abdominal or breast 
wounds, deep-seated wounds, operations In the urinary bladder, oral cavities, 
and brain. 

Superficial Wounds.—J. E. Cannaday® deprecates the frequent dressings 
of granulating wounds. He advocates protection of the wounds with wire 
gauze, and their exposure to warm, dry air, from the sun or electric cradles. 
He says that wound dressings are not only economically wasteful, but delay 
and may prevent healing. 

Crerm-proof Masks.—J. Staige Davis 7 emphasizes the importance of 
adequate masking during operation. He gives some convincing data in proof 
of the potential dangers which exist if the nose and mouth are not covered 
with some germ-proof mask. 

Sterility of Catgut.—R. O. Clock 8 throws grave doubt on the sterility of 
catgut treated by chemical means : 02-5 per cent of brands of foreign catgut 
sutures were found to be noil-sterile. Carefully controlled heat sterilization 
is the only uniformly reliable and positive method of sterilizing surgical catgut 
sutures. 

Bed-sores.—T. J. Carty 9 recommends the application of elastic adhesive 
plaster for the treatment of bed-sores. He believes, like others, that the 
retained discharge has considerable proteolytic powers, and that it helps 
to liquefy the necrosed tissues on the base and edges of the ulcer. He writes 
as follows :— 

“ Two pieces of elastic adhesive plaster, one over the other, are applied so 
that the bed-sore and the skin surrounding it tor at least an inch are covered. 
If the bed-sore has a greater diameter than the elastoplast bandage two pieces 
may be laid side by side and held together by two other pieces placed at right 
angles. The elastoplast is left in position as long as it will adhere—usually, 
in the early stages when discharge is plentiful, twelve to forty-eight hours. It 
is then replaced by similar pieces of adhesive plaster, and this is repeated until 
healing is complete. On removal of the bandage no attempt should be made 
to clean the surface of the sore ; it sulUees to wipe away the discharge from 
the surrounding skin with cotton-wool or soft cloth before applying a new piece 
of bandage. 

44 Ordinary non-elastic; adhesive plaster was not tried because it cannot be 
applied accurately to rounded or irregular surfaces—for example, the elbow, 
heel, shoulder-blade. Us edges are sharp, and it wrinkles unless the part is 
immobilized. The following objects are served by the use of two-layered 
plaster : (a) The discharge does not readily soak through ; (b) The two layers, 
plus the discharge over the ulcer, serve as an effective cushion, protecting 
the granulations by distributing pressure ; (c) Where incontinence of urine 
or fieces is present the ulcer surface is less readily contaminated from this 
source. 

44 Itching under the bandage is usually complained of, and much attention 
is required to keep the patient from scratching the bandage off. In my 
experience itching has never been so pronounced as to demand cessation of 
this form of treatment. 

44 Ten cases of bed-sore were succeessfully treated by the application of 
elastoplast dressing. Fifteen days was the longest time taken for healing, and 
no case proved intractable. No systemic reaction, due to retention of discharge 
about the ulcer, was observed. The application of elastoplast in two layers 
is advised.” 

Kemrknoes.— l Brit. Med. Jour. 1935, i, March 9, 466 ; *Amer. Jour, Burg . 1934, 
xxv, Sept,* 526 ; ®Burg. Gynecol, and Obst. 1934, lix, Dec,, 622 ; Mbid. Sept,, 277 ; 
L4 mcr. Jour. Burg. .1934, Aug., 353 ; Ibid , 288 ; 7 Aim. of Burg. 1934, Nov., 1008 j 
& Burg. Gynecol. and Obst. 1934, Doc.* 899 ; Writ. Med. Jour. 1936, i, 105. 
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X-RAY DIAGNOSIS* (See also Lung, Radiography of ; Whooping- 
cough ; Etc., Etc.) James F. Brailsford , M.D., M.R.C.S. 

THE SKULL. 

Thorotrast Injection of Ventricles,— E. W. Twining and G. F. Rowbotham* 
have investigated the method of ventriculography by opaque injection and 
recorded their findings in a paper under this heading. The ventriculograms 
in Plate LXXIII were obtained by the following method. With the patient 
lying on the left side 25 c.c. of fluid was withdrawn from the right ventricle 
and 10 c.c. of air was introduced followed by 10 c.c. of thorotrast. The 
thorotrast was poured into the funnel used for the reception of the cerebro¬ 
spinal fluid and mixed with it by agitation. It was run into the ventricles 
by raising the funnel. Radiographs are made within fifteen minutes. 

The reviewer 2 has published a radiograph showing that the thorotrast is 
picked up in the lining cells of the ventricles, where it is retained for a very 
long time. Radiographs taken six months after showed thorotrast lining the 
ventricular system with apparently equal density. In view of the slight radio¬ 
activity of this thorium salt it would perhaps be unwise to apply this method 
until the possibilities of this retention have been thoroughly explored. 

Intracranial Tumours.—H. K. Pancoast 3 has taken advantage of the 
fact that localized erosion of bone often indicates the presence of a tumour 
in the neighbourhood and has published a paper in which he indicates the 
significance of erosion of the optic canals in the study of intracranial tumours. 
K. Kornblum and L. H. Osmond 4 have critically analysed the X-ray appearances 
in a series of 74 verified intrasellar tumours, and state that definite deformity 
of the sella turcica occurred in every instance. 

Basilar Impression*—B. Ebenius 5 has recorded the details of four eases 
in which the radiographs showed evidence of the so-called basilar impression. 
In this condition the volume of the posterior fossa of the skull is reduced by 
the upward thrust of the spine on the softened base. The following symptoms 
were noted : (1) Symptoms of cerebellar disturbance ; (2) Symptoms from the 
medulla oblongata due to its compression by the odontoid process ; (3) Symptoms 
of irritation and paralysis of the cerebral nerves in the posterior fossa of tile 
skull and the uppermost spinal nerves; (4) General increase in the intra¬ 
cranial pressure. The lesion is indicated by slowly progressive symptoms; 
and apparently only relieved by decompression. It may occur as a complication 
in any condition which causes softening of the base. 

, Cysticercosis.—H. B. F. Dixon and D. W. Smithers,® in' a paper on epilepsy 
in cysticercosis, and S. S. Allen and H. W. Lovell, 7 in a paper on cysticereus 
of the brain, have again drawn attention to the significance of the presence 
of the cystic stage of Tcenia solium . It was shown by the reviewer (see Medical 
Annual, 1927, p. 582) that this parasite could be demonstrated by radio* 
graphy if calcium had been deposited within the cyst; Unfortunately /this 
may not occur for several years after infestation, and, as intracranial cysts 
rarely undergo calcification, such localization by radiography is not Often 
helpful. The radiographic demonstration of parasites in the musculature, 
however, may serve to suggest the nature of the cerebral lesion. 

THE HEART. ^ 

Kymography.—Amongst the most interesting papers on radiology which 
haye been published during the year are those by P. Stumpf 8 and I. S. Kirsch.® 
The graphic method of recording movements—-kymography—permits a study 
of the size, shape, and movements of the heart and large vessels in diastole 
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PLATE LXXIV 

INTRAVENOUS PYELOGRAPHY DURING PREGNANCY 

(JAMES F. muiLSFORD) 


Note the mild degree of dilatation of the kidney, pelvis, cadets, and ureter on 
the left side, the rounded calcareous gland on the right, and the pressure deformity of the 
maternal bladder produced by the presenting foetal head. 


MEDICAL ANNUAL , 1936 



PLATE LXXV —ANTE-NATAL RADIOGRAPHY 
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Fit}. B.~ Radiograph of the hand of case 
shown in Fig. A (April 26.1935), showing marked 
increase in the osteoporosis, particularly in the 
cancellous tissue. Kote the irregular circum¬ 
scribed areas of severe deealeilication. 


Fig. 0 .-— Radiograph of the hand of case 
shown in Figs. A and B (Oct. 17,1935), showing 
evidence of re-calcification. 
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and systole. Instead of using the single slit which was employed by the ■' 
earlier workers in this field, a diaphragm with multiple slits is used, and this 
records the heart’s movements at many points, the slits being but 12 mm. 
apart. It Is claimed that by using the method it is possible to distinguish 
the shadows of the extrinsic from those of the intrinsic lesions of the heart 
and large vessels, and that certain areas of degeneration of the myocardium are 
indicated which may not be recorded by the electrocardiograph. 

Cardiac Mensuration.—F. G. Wood 10 describes a method of comparative 
measurement of the heart in relation to the size of the chest from single 
films taken at a tube film distance of six feet. He shows that all the move¬ 
ments increase uniformly in relation to the surface area of the chest as seen 
in the radiogram. The diameters in the erect position are less than in the 
prone. 

P. Natvig 11 demonstrates by radiographs the increase in the volume of the 
heart during inspiration with closed glottis (Muller’s test), and diminution of 
the volume during forced expiration with closed glottis (Valsalva’s test). 

Calcification of the Valves.—P. A. Bishop and H. Roesler 12 give the details 
of the clinical signs, radiographic appearances, and post-mortem appearances of 
three patients whose radiographs indicated calcification of the cardiac valves, 
and discuss the X-ray diagnosis of intracranial calcification. 

J. V. Sparks and C. Evans 13 publish details of a case in which radiographs 
show calcification of the cardiac valves. 

Coarctation of the Aorta.—A review of the recorded radiographic m' 
appearances in coarctation or congenital stenosis of the aorta is given by E. F. 
Taylor. 14 The appearances referred to are : (1) Hypertrophy of the left ven¬ 
tricle ; (2) Dilatation of the first part of the aorta ; (8) Absence of the aortic 
convexity to the left of the dorsal spine; (4) The pencilled outline of the 
bifurcation of the trachea; and (5) Erosion of the borders of the ribs by the 
dilated intercostal and anastomosing vessels, 

THE CHEST. ' 

Chest Injuries.-—No more remarkable stereoscopic radiograph of the 
chest than that in the short communication by A. Campbell 15 has been 
published. It shows a motor-car door handle lying in the pleural cavity. 
The patient, a boy aged 18 years, had a motor accident. He sustained a 
lacerated wound over the right upper chest which was sutured and healed 
by first intention. He ran an intermittent pyrexia so Was sent for X-ray 
examination on the tenth day to determine whether there was a fractured 
rib and for possible injury to lung, and the radiograph revealed the door 
handle. The ease illustrates the importance of X-ray examination of lacerated 
wounds inflicted by motor-car and machine accidents. 

Xntrathoracic Lymphogranuloma and Lymphosarcoma.-—- EL R. 
Williams 16 has published his findings in a radiological study of twenty cases 
of intrathoracic lymphogranuloma and six cases of lymphosarcoma. His 
work supports previous observations that Hodgkin’s disease has an earlier 
age incidence than lymphosarcoma. The palliative benefit of X-radiatidh ; 
is most noticeable, but prolongation of life is not so readily determined. The 
longest survival was that of a woman of 52 years who received radiation 
from 1922-88, The chief radiographic characters are discussed. Certain 
uncommon features were observed—namely, oesophageal involvement, lobar 
collapse, and phrenic paralysis. 

BronchiectasisP. Kerley 17 has given us an interesting and critical 
review of the recent work on bronchiectasis and the theories of its causation. 
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He shows that radiography reveals two distinct forms : (1) A cylindrical 
form associated with bulbous dilatation of the distal bronchi and thickening 
of the bronchial walls ; and (2) A saccular form which even when first detected 
is saccular, but there is no dilatation of the larger bronchi and the walls are 
thin and atrophic. These two forms do not appear to be related and there 
is no tendency for them to merge or develop together in one individual. The 
saccular form, he suggests, results from developmental errors, while the 
cylindrical is acquired and due largely to disturbance of the pulmonary 
innervation, either vagal inhibition or sympathetic stimulation. He suggests 
that, like asthma, it should take its place among the allergic diseases. 

Silicosis.—In a paper on silicosis in porcelain workers, P. F. Moller 18 reviews 
the radiographic findings in 798 workers : 361 were found to have silicosis. 
He mentions spontaneous pneumothorax and hypertrophy of the heart as 
signs, and that emphysema is frequent but tuberculosis comparatively rare. The 
silicosis is slowly progressive, of the peribronchial perivascular nodular type, 
with a tendency to early interstitial changes. It leads, he states, to 100 per 
cent of the workers having silicosis in a severe degree after 50 years. 

THE ALIMENTARY CANAL. 

The Acute Abdomen.—In the Medical Annual 1935 (p. 486) the reviewer 
pointed out the importance of a radiological examination of patients suffer¬ 
ing 'with so-called acute abdomen. That such an examination should be an 
essential part of the investigation of these cases is stressed again, for by it 
patients’ lives will be saved and surgeons relieved of considerable responsibility. 
In these days of efficient portable X-ray apparatus the excuse that the patient 
will be subjected to unnecessary mauling is no longer tenable, as radiographs 
can be taken with the apparatus at the bedside with perhaps even Jess discomfort 
to the patient than he experiences during a clinical examination. Such 
radiographs can reveal, amongst other conditions, free gas in the peritoneal 
cavity, isolated loops of distended bowel, and pneumonic consolidation of 
the lung, before such can be detected on clinical examination. One has but 
to think of the cases with pleural pain associated w T ith the basal pneumonias 
of childhood (which has been referred to the abdomen and been the cause of 
a peritoneal exploration or even death), to appreciate the value of a radio¬ 
graph which reveals evidence of pneumonia and so checks the hand of the 
surgeon. Or again, one may think of the fate of patients who have been 
operated upon because their signs and symptoms suggested an acute abdomen 
though they were really due to coronary disease. Had such patients been 
X-rayed and the negative findings led to electrocardiographic confirmation, 
patient and surgeon would have been well saved. 

I. W. Ponemon, 19 in a paper on the value of X rays in the diagnosis of the 
acute abdomen, cites a number of cases in which the X-ray gave the definite 
indication for or against operative interference. 

The Chronic Abdomen.—-As distinct from the former class, these are the 
patients wdio complain of vague abdominal pain and a loss of the sense of 
well-being. On clinical examination no evidence of disease may be detected. 
In such patients a radiographic examination may reveal definite signs of a 
lesion : these signs must not be ignored because of the lack of support from 
the clinical examination. Radiographic evidence of malignant disease has 
been detected by the writer six months before the clinical examination has 
yielded sufficient supporting evidence to convince the surgeon. 

H. H. Berg, 20 in the Sylvanus Thompson Memorial Lecture on Clinical 
Radiology of the Digestive Mucosa, states : “ The smallest carcinoma of the 
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stomach I have seen was the size of a thumb-nail. Nobody believed me 
when I said it was a carcinoma, but six months later, when it was removed, 
it was the size of a goose’s egg. The patient died a year later.” In this paper 
the author indicates the importance of investigating the mucous folds of the 
alimentary canal for the detection of small lesions, and claims that oesophageal 
varices can be so detected long before any clinical evidence of cirrhosis of the 
liver is forthcoming. 

B. R. Kirklin, 21 in a paper on some problems in diagnosis and their solution 
by radiologic examination of the alimentary canal, suggests that the follow¬ 
ing signals should call for X-ray investigation : (I) Haemorrhage from the 
alimentary canal ; (2) Anaemia; (3) Marked and rapid loss of weight; 
(4) Repeated attacks of nausea and vomiting ; (5) Persistant abdominal pain 
or recurring epigastric pain or distress related to food; (6) Constipation 

associated with abdominal pain, constipation alternating with diarrhoea; 
(7) Vague atypical symptoms for which no definite cause can be found. He 
cites examples under all the above headings with the clinical history and radio- 
graphic findings. 

Peptic Ulcer of the (Esophagus.—A. E. Connolly 22 records the details 
of a case with radiographs showing an ulcer crater and spasm of the lower 
third of the oesophagus which was confirmed at a subsequent post-mortem 
examination. 

Post-operative Conditions.—An interesting and instructive paper, with 
radiographic illustrations of the appearances and pathological conditions 
developing subsequent to the various surgical operations on the stomach and 
duodenum, has been published by S. C. Shanks . 23 He discusses the wide 
variety of appearances which may present themselves in the absence of any 
pathological condition and points out the difficulties in disentangling these 
normal variations from the pathological. 

Diverticula.—The radiographic demonstration of a Meckel’s diverticulum 
was made by G. E. Pfahler 24 and his findings were confirmed at operation. 
He gives an account of the radiographic appearances and clinical signs. Ross 
Golden, 25 in a paper on diverticulosis, diverticulitis, and carcinoma of the 
colon, sets forth the distinctive radiographic and clinical features of these 
lesions. 

Appendix.—The roentgenological diagnosis of the diseased appendix is 
reviewed by A, Orley .* 6 He discusses the significance of length, mobility, 
tenderness, filling, and stasis of the organ. 

Ileum.—J.L. Kan tor 2 7 draws attention to a non-specific ulcerative granuloma¬ 
tous inflammation of the terminal ileum in a paper in which he cites six cases. 
He states that the chief roentgen signs affect the colon and the terminal ileum, 
those in the colon possibly being reflex in nature. The chief changes in the 
ileum seen on X-ray are: (1) Filling defect just proximal to the caecum; 
(2) Abnormality in contour of the last filled loop of ileum ; (3) Dilatation of 
the iliac loops just proximal to the lesion ; (4) A ‘string sign’ representing 
the actual lesion. 

Gall-bladder.-—W. H. Dickson 28 has given us an excellent survey of the 
possibilities of X-ray investigation of the upper right quadrant. He describes 
the technique adopted and illustrates many of the lesions which may he 
detected, and explains the significance of certain radiographic appearances. 

B. R. Kirklin’s 29 paper on cholecystography gives the technique used at 
the Mayo Clinic for this examination. He states that at the Clinic reports 
are made in three forms: (1) Normally functioning gall-bladder; (2) Non¬ 
functioning gall-bladder; (3) Poorly functioning gall-bladder. Evidence of 
gall-stones may be associated with any of the three. His radiographs of 
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tumours of the gall-bladder are very instructive and illustrate the great value 
of this test in the hands of the skilled radiologist. His findings are based on 
the examination of 60,000 patients, and he records that, using the test, 95 per 
cent of the X-ray reports were accurate. 

A general review of the work done in the radiology of the gall-bladder is 
contributed by H. Graham. Hodgson. 30 

PYELOGRAPHY. 

There is no method more valuable for the investigation of obscure pathology 
of the urinary tract than intravenous pyelography. It rivals cholecystography 
as a physiological test which indicates normal and pathological changes of 
the gross anatomical structure. It does not necessitate hospitalization of 
the patient. The test can be carried out with but slight discomfort to the 
patient within little more than an hour, and there are few surgical lesions of 
the urinary tract which it will not indicate before any other test or localizing 
physical sign. 

In a paper on ante-natal radiology the reviewer 31 indicates the uses of 
intravenous pyelography not only for visualizing the shape, size, and position 
of the renal pelves, ealices, and ureters during pregnancy, but also for assisting 
in the diagnosis of placenta praevia. Following intravenous injection of 
uroselectan or oral administration of hippuran, the outline of the urinary bladder 
can be visualized by X rays (Plate LXXIV). In cases of placenta praevia 
the radiographs show the placenta occupying the space between the crescentic 
deformity of the bladder and the presenting foetal part. This method of 
investigation may yield considerable assistance to the obstetrician in the treat¬ 
ment of his patient 

H. Morris 32 has pointed out that the oral method is applicable in those 
patients in whom intravenous injections are contra-indicated, but that it is 
not so reliable as the intravenous method owing to individual differences in 
absorption of the hippuran. 

The value of intravenous pyelography as a method of investigating such 
conditions as painless hsematuria, renal calculus, renal tuberculosis, pyelitis, 
pyelonephrosis, and neoplasm is described in a paper on excretive urography 
by I. B. Barclay and J. B. Baird. 83 

ANTE-NATAL RADIOGRAPHY. 

The obstetrician can obtain by this method of investigation information 
concerning: (1) The nature of deformities in the shape and size of the pelvis, 
whether due to congenital defects, osseous dystrophies, deficiency disease, 
endocrine dysfunction, localized bone disease, trauma, remote skeletal disease, 
or impaction of the foetal head. (2) The size of the maternal pelvis with an 
error of no more than \ in. These measurements can be obtained without 
disturbing or causing discomfort to the most sensitive patient. (8) The 
presentation of the foetus, the position of its limbs, and the size of its head. 
(4) Abnormalities of the foetus, multiple pregnancy, deformity (Plate LXXV), 
or death. (5) Placenta praevia. (6) The condition of the. urinary tract, i.e., 
degree of dilatation of the renal calices, pelves, and ureters (Plate LXXIV), 
The more important indications of this method of investigation are given by the 
reviewer. 31 

S. H. Clifford 34 describes a stereoscopic method of triangulation which he 
has applied to the X-ray measurement of the foetal head diameter in utero 
and for which he claims a high degree of accuracy, i.e., 97 per cent correct 
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to within 0-3 cm. and 99 per cent correct to within 0-5 cm. In a further paper 36 
he publishes a graph which has been prepared from the study of 479 infants ; 
from this graph he claims that it is possible to estimate the weight and age 
of the foetus in ntero from the stereo-roentgenometric determination of the 
occipito-frontal diameter of the foetus. Data have been presented which 
suggest that the foetus gains in weight in utero at the rate of 5 to 6 oz. per 
week during the seventh and eighth lunar months, and at the rate of 8 to 12 oz. 
per week during the last two months of pregnancy. 

G. W. Gustafson 30 stresses the importance of ante-natal radiography in a 
paper on the intra-uteri ne diagnosis of monstrosities. With his conclusion 
44 that every condition calling for Caesarean section should be X-rayed and 
especially so in cases of placenta previa ”, most obstetricians who have ex¬ 
perienced the value of the method will readily agree. 

K. Overgaard, 37 in a paper on Otto’s disease and other forms of protrusio 
acetabuli, has reviewed the literature, and points out that the deformity is 
most prevalent among women, and that a highly developed protrusion may 
mean a serious complication at a birth. 


BONES AND JOINTS. 

Traumatic Osteoporosis.-—Following trauma, particularly in the neigh¬ 
bourhood of the multi-articular joints of the wrist and foot, but also in the 
neighbourhood of the larger joints such as the knee and shoulder, a sequence 
of symptoms develops in some patients which may give rise to the diagnosis of 
tumour or tuberculosis. The trauma may in itself not occasion any great pain 
or disability : even that which is present soon after the injury may gradually 
disappear. Following a period of quiescence, in the affected part or in the 
extremity distal to the injury a painful and disabling condition may develop 
which is not relieved by rest and often resists all electro-medical applications. 
The affected part appears turgid, its skin thin, shiny, and red or bluish, and 
often moist. Movement of the part is painful. Serial radiographs taken dur¬ 
ing the development of the condition reveal a progressive decalcification of 
the cancellous tissue, at first as small circumscribed foci in the cancellous ex¬ 
tremities of long bones, or in the short tarsal or carpal bones. The compact 
tissue of the shaft may appear to be very contrasty against the decalcified 
extremities, but ultimately this may show a progressive decalification, at first 
rather irregular in its distribution, giving the bone a mottled appearance. 
(Plate LXXVI.) 

The condition, which was first described by Sudeck, is often referred to as 
‘acute bone atrophy’, a name which unfortunately does not readily occur to 
observers of this type of lesion, for it may last a number of years. As the 
condition develops in but a small proportion of patients who have suffered 
traumata, some other factor such as focal sepsis and intoxication may be the 
sensitizing agent. Treatments of different kinds have been applied. Turner 
claimed good results following injections of iodine. D. S. Middleton and 
J. Bruce 88 used acetylcholine. 

R. Fontaine and L. G. Hermann 80 point out that sympathectomy has added 
greatly to the comfort of the patient as well as having brought about the 
restoration of function much quicker than could possibly have taken place 
without the operation. However, in cases in which there is an advanced 
stage of the disease, the sympathectomy frequently gives only partial relief 
of the pain and little or no improvement in functional disturbance. 

F. B. Gurd 40 considers that the condition is not recognized by surgeons to 
the extent which its importance warrants, and this may result, on the one 
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hand, In accusing innocent persons of malignancy, and, on the other hand, 
a small number of surgeons prove their unfamiliarity with the condition by 
recommending too heroic measures, e.g., amputation. 

The reviewer has described the radiographic appearances of lesions simulating 
tuberculosis and tumour, 41 and in a further paper 42 has given an account of 
the serial radiographic appearances throughout the development and healing 
of sites of osteochondritis, and indicated how these may be used in the control 
of treatment. 

Marcia Fracture ( Plate LXX VII) .■—H. Dodd 43 has cited a case of fracture 
of the second metatarsal, the radiographic appearances of which were inter¬ 
preted as those of sarcoma and led to amputation. This error with like grave 
consequences has occurred several times before, as indicated by the reviewer. 2 

Kyphosis.—In an interesting paper on adolescent kyphosis, J. M. Edelstein 44 
discusses the etiology of this deformity. It appears most commonly in boys 
between the ages of 12 and 17 years, and it is usually during this age period 
that the vertebral epiphyses appear. Scheuermann, who first described the 
condition, considers that ossification is affected by a severe trauma or 
multiple small traumata. The deformity of the affected vertebral bodies 
slowly progresses and a marked permanent kyphosis results which is associated 
with the radiographic appearance of wedge-shaped vertebral bodies with or 
without Schmorl’s nodes (herniations of the nucleus pulposus into the vertebral 
bodies) and marked diminution of the intervertebral space suggesting degenera¬ 
tion of the discs. That the lesion may be associated with very early appearance 
of the vertebral epiphyses is illustrated by Plate LX XVIII. 

Skeletal Dystrophies.—In his Hunterian Lecture the reviewer 45 has classi¬ 
fied the dystrophies of the skeleton on their serial radiographic appearances, 
typical illustrations of which are given in Plates LXXIX-LXX X /. 

Chondroma of the Intervertebral Discs.—B. J. Alpers 40 has recorded 
the clinical and radiological findings occasioned by these cartilaginous 
extensions of the intervertebral cartilages into the spinal canal. He states 
that they are usually to one or other side of the mid-line, usually the left, 
firmly anchored to the disc, and causing pressure on the anterior aspect of 
the cord. They have been found in the lumbar and cervical regions. They 
appear to be related to trauma. The symptoms are slowly progressive and 
recovery follows removal. No indication may he given on the straight X-ray, 
but following lipiodol injection an obstruction will be indicated by the hold¬ 
up of the opaque injection. (See also Spine and Spinal Cord, Surgery of —■ 
Herniation of Nucleus Pulposus.) 

MISCELLANEOUS. 

Peripheral Nerve Radiology.—An interesting paper dealing with the 
demonstration of the peripheral nerves and their pathological changes in 
injury and tumour has been published by Makato Saito. 47 ” The sheath of 
the nerve is slowly injected with 0-5 to 1 e.c. of thorotrast and radiographs 
are taken twenty-four hours, two days, and three days afterwards. The 
injection flows centrally. The fibrous structure of the nerve is visualized, 
also the internal and external sheaths of the nerve for 10 to 17 cm, of their 
length. The author demonstrated that by this means the size and connections 
of neuromata can be visualized, and so far no injury has resulted from the 
injection. 

: Laryngeal and Hyp ©pharyngeal Tumours. —Borge Worning 48 records 
the results of X-ray investigation of fifty eases at the Finsen Institute. The 
results agreed in almost every particular with those obtained by laryngoscopy. 
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PLATE LXXVlll 


INFANTILE KYPHOSIS 

(James F. Brailsford) 



Eadlograph of the dorsal spine of a girl, aged 4 years, showing epiphyses on the superior 
and inferior borders of the vertebral bodies. There is deformity of the inferior border of the 
8th and the superior border of the 9th dorsal vertebra. Early case of kyphosis wiih bony 
deformity. 


MEDICAL ANNUAL, 1936 



PLATE LXXIX 


MULTIPLE CHONDROM ATA 



Phofoirraph of a, youlh uiTeetod with multiple clinndromatii which have produced hideous 
deformities of the hands and feet. 


Mogul College of Surgeon# Museum , No. 2157.2. 
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Neither of the methods gives by itself sufficient information, but the two 
supplement each other fully. The radiograph shows : (1) Limit of the 

tumour's extent in downward direction ; (2) Extent of its growth into the 
region back of the larynx and its recurrences there ; (3) The destruction of 
the laryngeal cartilages. Tumours are manifested by : (1) Projections into 
the lumen of the air-passages ; (2) Dislocation of the larynx ; (3) Destruction 
of the cartilage. 

ItmoiiKNOKS.- 1 Lancet, 3 935, li, July 20, 122 ; -Radiology of Bones and Joints , J. and 
A. Churchill; Man. of Butg. 1935, Jan., 246 ; 4 /6?V/. 201 ■ 'Acta Radiol. 1934, xv, 652 ; 
®Quart. Jour. Med. 1934, xxvii, 603 ; Man. of Burg. 1933, xcvii, 1 ; & Bnt. Jour. Radiol. 

1934, vii, Dee., 707 ; Hbid. 728 ; 10 Lancet , 3935, i. May 25, 3 210 ; 11 Acta Radiol. 1934, 

xv, 657 ; ll Amer. Jour, of Roent. and Rad. Ther. 1934, Jan., xxxi, 1 ; u Brit. Jour. 
Radiol. 1934, vii, Aug., 463 ; li Jbid. 452 ; 15 Ibid. 1935, viii, March, 196 ; in Ibid. May, 
265 ; 11 Ibid. 1934, vii, Sept., 531 ; ^Acta Radiol. 1934, xv, 587 ; *Amer. Jour. Burg. 

1935, xxviii, 122 ; 2{ 'Brit. Jour. Radiol. 1935, vii, March, 137 ; 2l Proc. Roy. Soc. Med. 
1935, xxviii, March, 549 ; -Brit. Jour. Radiol. 1934, vii, Dec., 764 ; 23 Brit. Med. Jour. 

1934, ii. Doe. 8, 1032 ; ~‘ l Burq. Gynecol. and Obst. 1934, Dec., 929 ; 25 New Eng. Jour. 

Med. 193*-!, Oct. 4, 614; *°B) it. Jour. Radiol. 1935, Aug., 487 ; i7 Jour, Amer. Med. 
Assoc. 1934, Doc., 2010 ; -Brit. Jour. Burg. 1934, July, 69 ; Jour. Radiol. 1935, 

vui, March, 170 ; w Proc. Roy. Boo. Aled. 1934, Sept., 1473 ; 31 Birmingham Med. Rev, 

1935, June, 82 ; A *Brit. Jour. Radiol. 1935, Juno. 393 ; 33 J6/d. April, 201 ; u Sur t g. 
Gynecol, and Obst. 1934, Jviii, 727 ; **Jbid. 959 ; ™Ibid. lix, 223 ; 37 Acta Radiol. 1934, 

xvi, 390 ; ,K Edm. Med. Jour. 1934, May, 41, 49 ; M Jnn. of Burg. 1933, xcvn, 26 ; M Ibid. 

1934, xeix, 449 ; 41 Lancet , 1935, i, Juno 29, 1487 ; **Brit. Jour. Radiol. 1935, Feb., 87 ; 

Jour. Burg. 1933 4, xxi, 131 ; ™lbid. 1934 5, xxni, 119; ™Brit. Jour. Radiol. 

1935, vui, Sept., 533 ; 4 Mwn of Burg. 1933, xcvii, 10 ; 4 Mmer. Jour. Surg. 1934, 
xxvi, 300 ; iH Ada Radiol. 1931, xv, 8. 

X«RAY AID RAB1UM THERAPY. (See also Cancer, Radiotherapy oe j 
Etc., Etc.) James F. Brailsford , M.B. , M.R.C.S. 

Bon© Tumours.—During the year an interesting series of papers 1-6 have 
been published by Ewing, Meyerding, Bloodgood, Coley, and Simmons. 

J. Ewing states : 4 ‘ It is my impression that radiologists, by their tendency 
to avoid biopsies, have acquired remarkable skill in interpreting clinical and 
radiological data and thus in general surpass the surgeons in diagnostic skill,*’ 
Often the rate of growth, the extent of the disease, and the radiological details 
indicate the general nature and grade of malignancy of the process better than 
does the histological structure of the tumour, but this is not always the case. 
He points out that the histological structure of certain single lesions often 
wrongly suggests malignancy. While radiographic appearances may suggest 
the nature of a tumour, the response of the latter to X-radiation will some¬ 
times definitely confirm the diagnosis. 

Meyerding is of the opinion that removal of the primary growth by amputation, 
and post-operative irradiation and use of Coley’s toxins, is the treatment of 
choice for osteogenic sarcoma, 

Opinion as to the value of pre-operative irradiation differs : thus, while 
Bloodgood advises its use, W. R. Coley is against it, chiefly because he believes 
valuable time is wasted before operative measures* W. B. Coley’s treatment 
with toxins calls for very careful investigation, for the results which he claims 
to have achieved are better than with any other form of treatment. He com 
siders that the treatment of choice for osteogenic sarcoma is early amputation 
followed by prolonged treatment with Coley’s toxins. C. S. Simmons supports 
this view, and states that “ the experience of the Registry of Bone Sarcoma 
of the American College of Surgeons 1$ that there has been no case of proved 
osteogenic sarcoma cured except by amputation or wide resection 

W. B. Coley and B. L. Coley, 6 in a paper dealing with “ Five-year Cures 
of Malignant Bone Tumors ”, analyse the results of treatment of 360 cases 
of tumours of the long bones, and make the following claim in regard to a 
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Kelodestrin,--Ketu4iv«it , o:ir.i.v f 3trin for subcutaneous injection, supplied in 1-e.c. 
urno-rules eonxa.iniiig from 5o«» to 5tXi,olM> i.a. Duxes of «> and 12 ampoules. (Paines & 
Byrae Ltd., Lhkon Road, Greeniord.) 

Larostldin.-_Lurostidiu histidine oral tablets have been introduced for use in peptic 

u k>er treatment as supplementary to Larostldin histidine injections (described in 
Mfdu'vi/ Ass ual, I {bio: to combat persistent- flatulence, (dee Brit. Med . Jour., 
pyfy .inly 27,"and Deni, tiif-l. Wwh., 1935, No. 33). (The Hoffmann-La Roche Chemical 
Works Ltd., 53. Bowes Ruud, London. X.1‘3.) 

Liver Extract— Solution Liver Ext met ( Lederlc) for Oral Use .—A hydro-alcoholic 
solution of an active principle of liver extract (Cohn’s fraction G) ; 10 c.c. represents 
the autbauicmic potency of 100 grm. of liver (1 fluid ounce represents the anti-ansemic 
pot sue v of 107- oz. avoirdupois f. It is for oral use in the treatment of pernicious 
anonnia. Dosage : from 20 to GO c.c. {5 to 15 fluid drachms) daily. The maintenance 
dose is determined individually for each patient. Manufactured by Lederle Laboratories, 
Xtnv York, Literature sent‘on application to the distributors. 

'SoluUn Liver Extract 1 c.c. Parenteral Refined and Concentrated (Lederle). —A sterile 
aqueous solution, containing the nitrogenous non-protein fraction G of Cohn et al. 
obtained from fresh mammalian liver preserved with 0-5 per cent phenol. Each 1 c.c. 
represents the anti-ainemie potency of 100 grru. of whole liver. It is intended for 
intramuscular injection in the treatment of pernicious anremia and sprue. Dosage: 
to ensure optimum dosage for eases of pernicious anremia in relapse it is advisable to 
make an injection of 1 c.c. each day for three or four successive days. In a series of 
eases in which remissions have been thus initiated there is evidence that weekly injec¬ 
tions of 1 c.c. provide sufficient active material to complete the remission and maintain 
a satisfactory blood picture. In complicated cases and those with extensive neurologic 
involvement' the optimum dosage may be much larger and must be determined for 
each patient. Manufactured by Lederle Laboratories, New York. Literature sent on 
application to the distributors, (dirts. F. Thackray Ltd., Park Street, Leeds, and 
252, Regent Street, London, MM.) 

Mandelie Acid B.D.H. Outfit.—This outfit is designed to facilitate the practice of 
mandelie acid therapy as a substitute for a ketogenie diet in the treatment of urinary 
infections. The technique of mandelie acid treatment has been described in the 
Lancet, 1955, May 4, p. 1052, and full particulars of the B.D.H. Outfit are given in 
a descriptive booklet on the subject. (The British Drug Houses, Ltd., Graham Street, 
London, N.l.) 

Mandelie Acid (Boots).—A new* antiseptic for use in the treatment of urinary infec¬ 
tions unassociated with urinary obstruction, and replacing dietary measures in the 
treatment of chronic infections of the urinary tract. The standard mixture used at, 
University College Hospital contains 3 grin, of mandelie acid per ounce just neutralized 
by sodium bicarbonate {1-6 grrn.) and flavoured with lemon. Ammonium chloride is 
also given to ensure acidity of the urine { Lancet , 1935, i, 1032; ii. 741). Supplied in 
bottles of 4 oz. and 8 oz. A 4-oz. bottle is sufficient for nine days’ treatment. (Boots 
Pure Drug Co. Ltd., Nottingham.) 

Merfenll (Pfcenylmercnrie Nitrate).—Combines the highest bactericidal and fungicidal 
potency yet discovered for any class of compounds, with relatively low toxicity for 
animals arid man. For use in fungoid and bacterial skin infections and in gynaecology. 
Supplied as powder and as ointment containing 1-1000. (Pharmaceutical" Specialities 
(May & Baker) Ltd., Dagenham.) 

Maltivite Pellets,—.During the past few years physicians have suggested that a 
concentrate containing the fat-soluble vitamins A and D and the water-soluble vitamins 
B and C would be of considerable value. Each Multivite Pellet contains vitamins A, 
D, and C in the following proportions : vitamin A, 3000 international units; vitamin D 
mi) international units ; vitamin O, 100 international units. There is also a measured 
proportion of the vitamin B complex equivalent to 2 gr, of distiller’s yeast, but as at 
present there are no standards for the various components of this complex, with the 
exception of vitamin B lf it is impossible to express the content of the pellets in terms 
of any unituge. Multivite Pellets are presented to the medical profession not as a 
specific for overcoming acute deficiency diseases, but as a medium through which to 
administer the group of vitamins A, B, C, and D, a deficiency of which is manifested 
in a proneness to infection and a general ill-defined feeling of being 4 out of sorts The 
pellets are chocolate-coated and can be crunched and eaten as an ordinary sweetmeat 
or swallowed whole. (The British Drag Houses, Ltd,, Graham Street, London, N.l,) 
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Neo-Olesal.—A 10 per cent solution of bismuth dimethyl-endomethvlene-hexahydro- 
benzoate in oil. This preparation is well tolerated, and can be used in all stages of syphilis. 
It is given by intramuscular injections of 2 c.c. two or three times weekly. The total 
dosage during one course of treatment usually amounts to 25 or 30 c.c. In small 
children injections of 0-05 c.c., increasing to 0*1 and 0*2 c.c., according to age, are well 
tolerated. Older children receive half the adult dose. Neo-Olesal is supplied in boxes 
of 10 ampoules of 2 c.c. (Bayer Products Ltd., Africa House, Kingsway, London, W.C.2.) 

Neothaeine (Thackray ).—A new oral and nasal antiseptic, containing as active 
ingredients powerful bactericidal derivatives of p-hydroxybenzoic acid, having phenol 
coefficients of 15 and S3. Important properties claimed for this preparation are that it is: 
(1) Xon-fcoxic and non-irritating ; (2) Mildly analgesic; (3) Rapidly bactericidal even 
in high dilution ; (4) Highly penetrating, thus producing a lasting antiseptic effect; 
(5) Pleasantly flavoured, deodorizing, and refreshing. It'may be used as a gargle in 
treatment of general oral sepsis, streptococcic sore throats, tonsillitis, etc., or as a nasal 
douche or spray in acute coryza and post-nasal infections, chronic rhinitis, etc. In 
nil cases used in a dilution of 1-7. (Chas. F. Thackray Ltd., Park Street, Leeds.) 

Nov-Umbrose Barium Cream.—A concentrated (1 in 1) preparation of barium 
sulphate, ready for immediate use, either oral or rectal; particularly useful for rectal 
administration. Can be measured. Remains well suspended. Report from a leading 
hospital: “The best shadow we have ever obtained”. Suggestions for dilution: 

6 oz. of BaSC> 4 , or 6 fl. oz. of this cream, diluted with warm water to about one pint, 
is the usual quantity for oral use; 10 oz. of BaS0 4 , or 10 fl. oz. of this cream, diluted 
with warm water to about three pints, is the usual quantity for administration as an 
enema. (Allen & Hanburys Ltd., Bethnal Green, London, E.2.) 

CEstroform.—CEstroform presents the pure crystalline follicular hormone for the 
treatment of conditions arising from ovarian deficiency. It is becoming increasingly 
recognized that CEstroform therapy is not purely substitutive. The genital hyperplasia 
it induces has a lasting effect in rendering subsequent menstruation easier." 

(Estroform ‘ B \—The injection of large doses of the follicular hormone has been 
facilitated by the introduction of CEstroform ‘ B ’ (the benzoic ester of the follicular 
hormone). This preparation has the further advantage of giving a prolonged action, 
distinctly more beneficial in severe cases than several equally large doses of the hormone 
itself. (The British Drug Houses, Ltd., Graham Street, London, N.l.) 

(Estrosalve.— Ointment for local application containing cestrin and other hormones. 
Indicated in the treatment of irritating skin conditions at the menopause. 1-oz. jars. 
(Paines & Byrne Ltd., Bilton Road, Greenford.) 

Grgidine.—A new non-toxic organic iodine compound. Each capsule is equivalent 
to | gr. pur© iodine or 31 minims LugoPs solution. The possibility of iodism occurring 
is remote except with massive doses, as solution does not take place in the stomach 
but in the alkaline secretion of the duodenum. Among its many applications are the 
following : rheumatoid arthritis, polyarticular arthritis, bronchitis and bronchiectasis, 
obesity, goitre. (Reynolds & Branson, 13, Briggate, Leeds.) 

Ostoeaicium.—This is the original preparation of calcium sodium lactate with sufficient 
pure crystalline vitamin D (Calciferol G.L.) to ensure its assimilation. Each tablet 
contains 71- gr. of the double salt and 500 international units of vitamin I). . To facilitate 
swallowing, the tablets have cleavage lines at which they can be broken into four 
sections. Ostoeaicium is recommended for the following purposes : the maintenance 
of calcium reserves in pregnancy ; prevention and treatment of chilblains, urticaria, 
and other capillary vasomotor disturbances; routine pre- and post-operative treat¬ 
ment; treatment of menorrhagia, exudative skin diseases, migraine, delayed union of 
fractures, tuberculosis, and general debility. The dose is 1 to 12 tablets daily. (Glaxo 
Laboratories Ltd., Greenford, Middlesex.) 

Perliepar.—Liver extracts concentrated—Ext. Hepatis Liq. B.P. and Ext. Hepatis 
Sice. B.P. Indicated in pernicious anaemia. Palatable, stable, and potent. Issued 
in ampoules, 2 c.c. and 10 c.c., in bottles from 4 oz. to SO oz., and in phials of powder 
each equivalnet to 8 oz. of fresh liver. (Gedeon Richter (G. B.) Ltd,, 1—2, Hardwick 
Street, London, E.G.l.) 

Petrolagar with Cascara, — This new variety of Petrolagar possesses the advantages 
of the plain emulsion together with that of fluid extract of cascara. It associates cascara 
with an entirely new flavour, which is non -bitter. Dose : For adults—a dessertspoonful 
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or more if needed, morning and night ; diminish to occasional dose as required. For 
children—r. teaspoonful once daily for several days, then occasionally when needed. 
Dilute with water or milk if desired. (Petroiagar Laboratories, bx’aydon Road, London, 

S.U.) 

Pbespbo-soda (Fleet).—A pure, stable, highly concentrated solution of primary 
sodium phosphate, differing from the ordinary sodium phosphate, and existing in 
'solution os Uctinito sjilt* t'nlikc ot!i©r s&l£ii6s it* Iius o. xxi&rlvccl ciicct on tn© 3fi©pEtic 
svstt-ra as well as the cast ro-intestinal tract and possesses a buffering action against 
acidity. It is very acceptable to a sensitive stomach and does not irritate the intestinal 
mucosa. It is effective in cutting and eliminating excess mucus ; it eliminates toxic 
material, expels flatulence, cleanses and empties thebntestines, and favourably influences 
the natural functions of the liver. It increases the biliary flow and in duodenal drainage 
it will be found more effective than magnesium sulphate or other agents. The prepara¬ 
tion also mildly stimulates the renal tract and in eases of cystitis and pyelitis, in small 
doses, it promotes aejduuition of the urine and proves an efficient urinary antiseptic ; 
when hexnrnine is indicated Phospho-soda (Fleet) furnishes the acid medium necessary 
for the elaboration of formic aldehyde. Prior to surgical intervention it constitutes a 
good laxath e on account of its cleansing and eliminating action, and after operations it 
Is helpful in overcoming post-operative nausea and assists in relieving the effects of the 
anaesthetic. (The Anglo-French Drug Co. Ltd., 11-12, Guilford Street, London, W.C.l.) 

Pltexaa.---Highly standardized and carefully prepared anterior pituitary hormone. 
Recommended 'especially where both the growth and gonadotropic hormones are 
required. Dosage 1-3 capsules t.d.s. a.c. Bottles of 25 and 100 capsules. (Paines & 
Bvme Ltd., Biiton Road, Greenford.) 

Planacrlne.—Lozenges containing 3:6-diamino- 10-methylacridinium chloride. They 
are free from irritating effects on mucosae and possess powerful bactericidal properties. 
For the prevention of infections and the treatment of tonsillitis, gingivitis, etc. Issued 
in pocket tins of 40, each 3 mgrm. (Pharmaceutical Specialities (May & Baker) Ltd., 

Dagenham.) 

Proctocaine.—A combination of oil-soluble drugs producing immediate local 
anesthesia which lasts seven to twenty-eight days, through slow, uniform absorption. 
Delayed onset of the anaesthesia is prevented by the addition of an anaesthetic which 
is soluble in water as well as oil, and so diffuses quickly on injection and acts promptly, 
but is compatible with the other ingredients. Indications : pruritus ani, anal fissure, 
proiapsffig piles, hemorrhoidectomy, pruritus vulvas perineal tears, lumbago, pain 
after rectal operations, and pain due to carcinoma of the rectum. Dose : 5 to 30 c.c. 
(Allen & Han bury s Ltd., Bethnal Green, London, E.2.) 

Progestin B.D.H.—It has been established that the corpus iuteurn hormone, progestin, 
consists of four isomeric luteosterones, two of which are inactive. The role of the 
active hormones has been elucidated, and their action in preparing the uterus for the 
nidation of the ovum suggests that the administration of Progestin B.D.H. will produce 
beneficial results in many eases of sterility and habitual abortion. Certain forms of 
dysmenorrhcea have also proved amenable to progestin therapy. (The British Drug 
Houses Ltd., Graham Street, London, N.l.} 

Prostigmin.'—A stable physostigmine analogue, described in the 1935 Medical 
Annual (p. 504) as a peristaltic stimulant, has been found to yield dramatic results 
in myasthenia gravis. (See Lancet, 1935, Feb. 23, p. 432, and Brit. Med. Jour. 
1935, March 9, p. 463). This condition is thought to be due to a disturbance of the 
normal function of acetylcholine by too rapid hydrolysis, since no structural changes 
can be traced in the nerves themselves. Prostigmin, by counteracting the acetylcholine- 
destroying agent, restores normal function. Its effect sets in ten minutes after injection, 
and lasts, according to the dose, from three to eight hours. Larger doses are required 
than for dealing with post-operative intestinal paresis, gaseous distension, etc., and 
a special packing consisting of a 5-e.e. rubber-capped vial of concentrated Prostigmin 
solution (2*5 mgrm. per c.c.) has therefore been introduced for the purpose. {The 
Hoffmann-La Roche Chemical Works Ltd., 51, Bowes Road, London, N.13.) 

Redoxon.—Since the publication of the Medical Annual for 1935, Redoxon ampoules 
have been introduced for the administration of vitamin 0 by injection. They are 
issued in boxes of six pairs of ampoules, one of which, contains 160 mgrm. of ascorbic 
acid in the form of sodium ascorbate, and the other 2 c.c. of sterile distilled water. 
(The Hoffman-La Roche Chemical Works Ltd., 51, Bowes Road, London, N.l3.) 
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Sodium Maadelate (Boots).—A new antiseptic for use in the treatment of nrinarv 
infections unassociated with urinary obstruction, and replacing dietarv measures in the 
treatment of chronic infections of the urinary tract ( Lancet , 1935, i, 1032, ii. 741). It 
has been customary to administer mandelic acid in the form of its sodium salt obtained 
by neutralization of the acid with sodium bicarbonate. This preliminary neutralization 
may be avoided by using the sodium salt supplied as Sodium Mandelate (Boots). The 
dosage for adults is 3-5 grm. (approx.), given four times a day immediately after each 
meal'. For children the dosage is in proportion to age. Ammonium chloride is also 
administered after each meal to ensure acidity of the urine. Sodium Mandelate (Boots) 
is supplied in bottles of 4 oz. and 8 oz. A 4-oz. bottle is sufficient for eight days’ treat¬ 
ment. (Boots Pure Drug Co. Ltd., Nottingham.) 

Staphylococcus Serological Product.—Immunization with Staphylococcus Toxoid 
has been used recently as a combined method of prophylaxis against, and treatment of, 
chronic infections. In Melbourne and Toronto highly promising results from consider¬ 
able numbers of patients have been reported in conditions such as recurring boils and 
carbuncles and chronic staphylococcal skin diseases, e.g., acne, sycosis, and blepharitis. 
English experience is not yet large, but the general results, obtained mainly during the 
course of an investigation by the Therapeutic Trials Committee of the Medical Research 
Council, agree with those reported elsewhere. This investigation was carried out with 
Staphylococcus Toxoid supplied by the Wellcome Physiological Research Laboratories. 
In a considerable number of patients * cure * has been obtained ; in many ‘improve¬ 
ment 5 ; and in a small number ‘ no improvement \ There are on record a few instances 
of puzzling relapses in patients who had shown rapid disappearance of long-standing 
symptoms. Two preparations are issued : * Wellcome ’ Brand Staphyloeoceus Toxoid A 
—for active immunization (1-10 dilution), and Staphylococcus Toxoid, B—for active 
immunization (Undiluted Toxoid), each in containers of i c.c.. Supplies may be obtained 
from Burroughs Wellcome & Co., Snow Hill Buildings, London, E.C.I. 

Staphylococcus Toxoid.—The formalinized toxin from cultures of staphylococcus. 
Indicated for the treatment of all types of localized staphylococcal infection. The toxoid 
is issued in rubber-capped vials of 10 c.c. in both * strong ’ and ‘ weak * solution. (This 
weaker strength is to enable smaller doses to be obtained with greater accuracy, and 
also to provide a strength suitable for the treatment of children.) It is also supplied in 
sets of eight doses of 0*1, 0-2, 0*3, 0*4, 0*5, 0*6, 0*8, and 1 c.c. of the * strong 5 solution, 
diluted so that the dose is contained in 1 c.c. of solution. This toxoid is prepared in the 
Inoculation Department of St. Mary’s Hospital, London ; sole distributing agents, 
Parke, Davis & Co., 50, Beak Street, W.l. 

Staphylococcus Vaccold.—-This mixture of staphylococcus toxoid and staphylococcus 
vaccine constitutes a complete staphylococcal antigen. The presence of vaccine cloeB not 
interfere with the production of antitoxin in response to the toxoid, and it gives an 
additional antibacterial immunity. It is supplied in 10-c.c. rubber-capped bottles of 
60 million staphylococci per c.c., with weak staphylococcus toxoid, and 300 million 
staphylococci per c.c. with strong staphylococcus toxoid. (The weaker strength is to 
enable smaller doses to be obtained with greater accuracy and also to provide a strength 
suitable for the treatment of children.) It is also supplied in sets of eight graduated 
doses. This Yaccoid is prepared in the Inoculation Department of St. Mary’s Hospital; 
sole distributing agents, Parke, Davis & Co., 50, Beak Street, W.l. 

Stellidin.—A sterile aqueous solution of histidine hydrochloride for the treatment of 
gastric, duodenal, and jejunal ulcers. Issued in boxes of 6 ampoules each containing 
5 c.c. of a 4 per cent solution. One injection is given a day for three weeks or father 
longer in some cases. (Pharmaceutical Specialities (May & Baker) Ltd., Dagenham.) 

Syrup Calcium Gluconate (R & B). —Intended primarily for calcium deficiency in 
adults and children, has in addition many other applications. It has definite influence 
on respiratory diseases and in relaxing bronchial spasm. Also useful in debility, neur¬ 
asthenia, rheumatic cardiac trouble, and urticaria. (Reynolds and Branson, 13, Briggate, 
Leeds.) 

Tannic Acid Jelly (Duncan).—A non-greasy antiseptic and water-soluble application, 
containing acid tannic 5 per cent with phenol 0*5 per cent. This preparation may be 
applied direct from the collapsible tubes to the affected part. Eliminates the necessity 
of preparing fresh tannic acid solutions for the treatment of bums, scalds, cuts, abrasions, 
etc. Being water-soluble this jelly is easily bathed off when frequent dressings are 
necessary. (Duncan, Flockhart & Co., Edinburgh and London.) 
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Theotone Tablets. —A Briiish-inude combination^ Each tablet contains 5 gr. 
(A theobromine with i gr. of phennburbitone. Indications : high blood-pressure, 
angina pectoris, hyperthyroidism, menopausal disorders, and allied conditions. Dose 
for adults : one or two tablets with water about two or three times a day, in accordance 
with the physician's instructions. 'Alien & Han bury s Ltd.,Bethnal Green, London, E,2.) 

Ttioragel and Thoragel C.—Reparations for the treatment of pulmonary tuberculosis 
by gelndno-ihorax. Th ora gel is a solution containing gelatin and acriflavine. In 
Thoragel Cb chloride":? incorporated. Also used in the treatment of tuberculous 

Hands’ psoas abscesses, tuberculosis of the joints, and tuberculous laryngitis. Supplied 
in ampoules cnurainiuLr 5 c.e. and in rubber-capped bottles containing 25 c.c. (Pharma¬ 
ceutical Specialities (May or Baker! Ltd., Dagenham.) 

Trideslrita.—Tri-hydroxy-o*stria for oral use, in coated tablets containing 500, 1000, 
and 5000 i.u. Bottle? of 25 surd I DO tablets. (Paines & Byrne, Bilton Road, Greenford.) 

Tuberculis P.P.D.—Tablets containing the purified protein derivative obtained 
from standard tuberculin by the method of Florence B. Seibert. Extraneous proteins 
are eliminated while the substance responsible for the specific reaction is retained. 
These tablets are available in two strengths. Each first strength tablet contains 
0*0002 mgrm, of purified protein derivative, each second strength tablet contains 
0-05 xngrub When dissolved in 1 c.c. of buffered diluent, each tablet provides material 
for applying the intradennai lest to ten patients. (Parke, Davis & Co,, 50, Beak Street, 
W.U 

Vince Brand Powder.---Contains high-grade sodium perborate which, when in solution 
with water, yields approximately 9*5 per cent, of nascent oxygen. This product is thus 
an exceptionally eftieiun antiseptic and bactericide for the inhibition and destruction 
»#' these pathogenic organisms with which it comes in contact. Vince claims these, 
important advantages • it. is alkaline in reaction ; it is bactericidal; it is not caustic 
or toxic ; it aids in removing tissue or debris ; it deodorizes and is palatable in use. 
It is indicated in the following conditions : acute follicular tonsillitis, Vincent's angina, 
acute and chronic rhinitis, purulent rhinitis, acute pharyngitis. Supplied to the public 
in 2-oz. and 5-cz. tins, and has met with immedate success. (Wm. R. Warner & Go. Ltd,, 
300, Gray’s Inn Road, W.C.l.) 

Vinyl Ether,—A new inhalation anaesthetic. Gives rapid induction and recovery 
and is free from post -anaesthetic nausea or vomiting. Vinyl Ether may be administered 
by open or closed methods and is used alone or in conjunction with other anesthetics. 
Supplied in bottles of 25 c.c. and 75 c.c. (Pharmaceutical Specialities (May & Baker) 
■Ltd., Dagenham.). 

Virorm&ne .—I-c.c. ampoules of solution for hypodermic use, containing \ and 2 capon 
uxfits of the male sex hormone, prepared from testes, and therefore of greater activity 
than that extracted frora urine. Boxes of fi and 12 ampoules of each strength 
(Paines & Byrne Ltd., Bilton Road, Greenford.) 

Zineol iH & 1).-—A compound zinc ointment containing as an antiseptic a halogen 
of xylenob This^ ointment, with a completely new type base, is delicately perfumed 
and tinted, and is proving highly popular. A good general ointment, soothing and 
antiseptic. (Reynolds & Branson, 13, Briggate, Leeds.) 
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MEDICAL AND SURGICAL APPLIANCES. 

Abdominal Retractor for Operations on the Biliary tract.—Mr. James H. Saint, 
F.R.C.S. (Newcastle-on-Tyne), writes : “ In operations on the biliary tract the efficient 
exposure of the cystic and common ducts is, on occasion, not only'difficult to achieve 
but even more difficult to maintain. The diagram {Fig. 74) shows a retractor designed 
with certain features to overcome these difficulties, and I have found it very useful 
in practice. The vertical position of the handle reduces considerably the exertion and 
fatigue of the assistant, so often noticeable -when his hand and wrist are forced to assume 
an unnatural position by a horizontally attached handle. The blade is tilted backwards 
at an angle of 10° from the vertical in order to compensate for the forward ‘fatigue 
tilt * which often results in loss of exposure at a crucial moment. Its depth is increased 



another inch by the ascending portion of the shank, and is capable of dealing with 
subjects of generous obesity. The lower end of the blade curves forward fairly sharply 
and forms an efficient barrier against the peregrinations of the colon and omentum. 
The concavity formed by this curve adds considerably to the ease of exposure of the 
common duct, and provides extra space in which to work. The retractor should be 
placed so that the upper end of the blade is in contact with the under surface of 
the liver, and the direction of retraction should be in the transverse plane. (Chas. F. 
Thackray Ltd., Park Street, Leeds, and 252, Regent Street, London, W.X.) 

Adeooidectomy Instruments (Fig. 75).—Mr. J. Angell James, F.R.C.S. (Bristol), 
has designed a set of instruments for adenoidectomy when using a Boyle-Davis gag. 
The curette illustrated enables all parts of the adenoid-bearing area to be easily acces¬ 
sible, even when the neck is fully extended and the Boyle-Davis gag suspended. The 



palate retractor gives a direct view of the adenoid' wound. A sponge-holding forceps, 
is used with swabs soaked in tinct. benzoin, co. to arrest bleeding while the' head and 
neck arb ; |hlly extended, thus guarding against inhalation of blood or fragments of 
'tissue.', /'(Mhyen <fc Phelps Ltd., Chiron House, 59-61, New Cavendish Street, London, W. 1.) 



Appliances 


544 


MEDICAL ANNUAL 


Airway for Nasal Operations. —The airway illustrated in Fig. 76 was devised by 
Mr. B. Seymour Jones* Surgeon to the Ear and Throat Hospital, Birmingham. It is a 
modification of the well-known ‘ Phillips 5 airway with the addition of a lateral tube 
14 in. in length for the administration of ether pumped in by a machine. A great 



service from these airways has been found in Caldwell-Luc and endonasal operations, 
septum operations, and cartilage grafts for depressed bridge of the septum, as the 
lateral tube can lie in the angle of the mouth well out of the way. Right and left 
variations and children’s sizes. (Philip Harris & Co. (1913) Ltd., Edmund Street, 

Birmingham, 3.) 

Am pH vox.—It has long been known that deaf aids employing valve amplification 
give better results than the ordinary electrical aid consisting of a microphone, an ear¬ 
piece, and a dry battery; but they have not been much used on account of the large 
size and weight. The introduction of the midget valves has now made it possible to 
produce valve instruments very much smaller than earlier models; and the small 



Fig . 77. 


size of the .Axnplivox can be seen from the illustration (Fig. 77). This instrument 
employs a high quality’ microphone, two stages of valve amplification, a dry battery, 
and an acciunulator giving twenty hours use per charge. The advantages of this 
type of hearing aid are that the level of background, noise is lower, the amplified sound 
is practically free from distortion, the high notes are amplified"so that it is useful for 
nerve deafness where electrical aids have previously proved unsatisfactory, and- the 
low motional impedance of the diaphragm, makes the ihsfrum useful for general 
convocation, meetings, etc. The price of the model , xEusfe^'t®d ,, iB £15 1 Od, 1 ■ 1 (Amplivos: 

Ltd., 106, George Street, Portman Square, London^ 1 W.I.),'.v/ 1 1 V.y./''"" 
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Anaesthetic Apparatus.— Fig. 78 shows a portable anesthetic apparatus for self- 
administration in midwifery, devised by Dr. R. Francis Jones, of Tamworth. The 
apparatus is described as a modification of Shipway’s ether apparatus, without a device 
for chloroform. The hot water is contained in a chromium-plated copper container, 
and the heat is diffused by means of copper shavings around a standard one-pint bottle 




Fig. 73. 

of ether. A Tyrell’s mask is used and connected to the apparatus by a long unkinkable 
tube. The bellows is attached to the instrument in a similar manner. The bayonet - 
socket joints connecting the outfit are non-reversible and thereby prevent any possibility 
of fluid ether being pumped to the mask. The outfit is contained in an oak carrying 
case which has a removable lid. A descriptive 
reprint from the British Medical Journal, 1935, 

Nov. 30, p. 1050, will be sent on application. 

(Philip Harris & Co. (1913) Ltd., Edmund Street, 

Birmingham.) 

Anaesthetic Table.—An anaesthetic table for hos¬ 
pital use has been designed by Dr. H. Gordon 
Greaves for the Cardiff Royal Infirmary, including 
in one unit facilities for practically all methods of 
modern inhalation anaesthetics. On the top shelf 
are fitted flowmeter, mercury blow-off, and Ship¬ 
way’s wide-bore ether and chloroform apparatus. 

Accommodation is provided for cylinders of 0 2 , 

C0 2 , and N 2 0, and for a vacuum flask for warm¬ 
ing the gases. Rubber tubing is reduced to a 
minimum by the use of metal tubing permanently 
fixed to the table, and a drawer and basket are pro¬ 
vided for accessory masks, syringes, gas keys, and 
other necessary emergency instruments. (Mayer 
& Phelps Ltd., Chiron House, 59-61, New Caven¬ 
dish Street, London, W.l.) 

Artificial Limb.— Fig. 79 portrays a recent 
design of limb for below-knee amputations. It is 
constructed from a seamless shin of Alclad—the 
strongest corrosion-resisting light metal known. 

The specially made ball-bearing knee-joints are 
fitted internally and the working clearance between 
the patent cushion-joint foot and the shin is almost 
imperceptible. The result is a perfectly smooth 
outline, lightness, and great strength. The socket 
for the stump is moulded from an accurately recti¬ 
fied cast ensuring a good fit and correct weight¬ 
bearing points. (Desoutter Bros. Ltd., 73, Baker 
Street, London, W.l.) 

Auriscope.—The Keeler operating auriscope is 
designed to study both examination and accessi¬ 
bility. The distal method of illumination whereby the observer looks along the beam 
of light gives a brilliantly lighted field ; whilst the large open area between the gener¬ 
ous mouth of the speculum and the viewing lens gives plenty of freedom for aural 
instruments, (C. Davis Keeler, 47, Wigmore Street, London, W.l.) 
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Auscultation Tube (Paget's) (Fig. 80). —This is an Improvement on the old-fashioned 
otoscope, which frequently falls from the ear just when it is required. The apparatus 



consists of a simple spring head band with adjustable joint and aural mount Priee 
13s. 6d. (Allen & Hanburys Ltd., Bethnal Green, London, E.2.) 


Bandage Shears (Fig. 81).—For 
removing elastoplast or similar dress¬ 
ing, with blunt fiat tip on lower 
blade to insert between the bandage 
and the skin. Chromium plated. 
British make, 5s. fid. per pair. (The 
Holborn Surgical Instrument Co. 
Ltd., 26, Thavies Inn, London, 
EX*. I.) 


*o 


Barrel Type AX. Transformer ( [ 

for Cautery and Light (Earth-Free). ...... \ l \ \ \ 

—Suitable for 100, 200, 220, and . V \ A , V. 

240 volts. The current for lamps is 
regulated by a rheostat giving from 

0-12 volts. The cautery current,also regulated by a rheostat, will give up to 25 amperes- 

(Aibn & Hanburys Ltd., Bethnal Green, London, E.2.) ^ amperes- 


Bedclothes Support and Exerciser (Frlpp-McConne!).—This apparatus (Fig 82) has 

been deigned to serve two purposes ; (1) To keep the weight of the bedclothes off the 



‘tin’* 0 P Ee r!5 t his gettingfoot-droj,. 
convalescence when he is uo The usc ^® s vv J i ^ e ' m b®d, so as to .shorten 1 his 

(Messrs. Down Bros., 21 & 23, sf. *° deteriorate - 
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Benzedrine Brand Inhaler {Fig. 83).—This volatile vasoconstrictor is indicated for 
shrinking the nasal mucosa m head colds, sinusitis, vasomotor rhinitis, hay fever and 
asthma, and a number of articles in the literature bear witness to the excellent clinical 
results obtained in these conditions by various observers. Each tube is packed with 
benzyl methyl carbmamme 0*325 grin., ol. lavand, 0*097 grra., and Z-p-menthan 3 ol 
0*032 grm. Although Benzedrine Brand Inhaler exhibits in vapour phase & vasocon* 
strictive potency greater than that of ephedrme, there is no secondary returgeseenee 



or atony following its use. _ The application of a vapour to the nasal mucosa presents 
obvious advantages over liquid inhalants applied by droppers, atomizers, sprays or 
tampons. This fact, together with the convenient size of the tube, ensures the full 
co-operation of the patient because the inhaler can be used inconspicuously at anv 
indicated time. Price, 2s. The manufacturers will be glad to send samples and 
literature on request. (Menley & James Ltd., 64, Hatton Garden, London, E.C.l ) 


Blood-transfusion Needle (Fig. 84).—This needle, designed by Mr. G. H. Macnab 
F.R.C.S., presents a hollow-ground cutting edge to the skin surface on entry. The 
under surface has been bevelled back to meet the cutting edge, so that the whole of 
the lumen enters the skin at the same time. The needle consists of metal and glass 



Fig. 84. 

portions, but a wide lumen of increasing diameter is maintained throughout. A how 
of blood in the glass tube tells the operator at once that the vein has been entered 
and permits him to concentrate his attentin on the needle. (Donald Bose, 36 Georg© 
Street, Manchester Square, London, W.l.) ’ ’ b 


Bone Nails.— Fig. 85 shows a triradiate fin nail with large central cannula, used 
by Mr. R. Watson Jones for his operation for fractures of the neck of the femur." The 
special features are the thin fins and large central 

cannula which allow the surgeon to use the nail over a - 

graduated pin which is previously driven in the correct ,'f ISu N 

position. As there is a tendency for all bone nails to - Q . 

extrude after they have been inserted for some time, 

Mr. Watson Jones has recently been using a small cap g ^ * co ' JNaws) ‘ asDa:, ‘ 

with two screws (Fig. 86). Another instrument used B ' 

in the operation is the shadow-projecting rod, a malle- H 

able instrument with marked graduations at every | in. C. 



This instrument when photographed on a line with the bone gives an accurate comparison 
shadow and facilitates the selection of the correct length of tri-fin nail. (Down Bros. Ltd., 
21 & 23, St. Thomas’s Street, London, S.E.l.) 
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Lhgd-Riny Kails | modi tied from 8niitii-LVft*rsen).—These stainless steel nails (Fit/. 
are designed for use with Erie Lloyd’s director, though they are equally suitable 
for any other method of operating upon fractured necks of the femur. The nails differ 
from the standard design in the following particulars ; (1) The head is twice the usual 
thickness, being 1 cm. deep and is traversed by a threaded hole 6 mm. in diameter. 
(2) The nails are made in seven lengths from 7 cm. to 10 cm. with an interval of 0*5 cm! 
between each consecutive pair. (3) The length of each nail (excluding the head) is 



Fig. S7. 

engraved on the head and no engraving is permitted on any other part. (4) Each of 
the three flanges is snagged like the edge of a saw for 3 cm. adjacent to the head ; this 
is intended to counteract any tendency for the nail to come out when it has once been 
inserted. (5) One of the three flanges is made 2 mm. shorter than the other. This 
shorter flange is directed proximally when used with Eric Lloyd’s director. (6) The 
nails are made in two diameters—the ordinary standard 13 mm. and a larger one of 
16 mm. For a description of Mr. Eric Lloyd’s operation see The Lancet , 1935, July 20. 

Lloyd-King Kail Introducer (Fig. 88). —This is a threaded stainless steel rod which 
screws into the head of the nail. It is used to pick out the selected nail from the 
sterilized case containing the set of seven and to start the nail the first few millimetres 



into the cortex of the great trochanter. All temptation to handle the nail is thus 
removed, and the short flange of the nail can be placed in the correct orientation during 
introduction. As soon as the nail has started on its course the introducer can be 
unscrewed; and an ordinary punch used to complete the nailing. 

, Skrilizable Metal Case for Lloyd-King Nails (Fig, 89).—This is a strongly made 
,,,'naetal'.cylindrical case -with a screw-top ha. It contains a cruet-stand fitting, which 

u|| mac * e one 

i . hi ' " any o^ of the *eren sizes 

^ 89 . Thomas’s Street, London, 

M V'~7? h Z se instruments are made with the correct magnifies- 
tion to make up the patient s hearing deficiency to prescription or after testing the 
d^o^ the patient’s hearing acuitf. (Alien y & Iw^SCi® 
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Cannula (Fig. 90).—Mr. H roM Dodd writes : "A simple but efficient cannula has 
been made for me by Down Brothers. It consists of a blunt needle, slightly bent at 
the end, and with an extra hole laterally £ in. from the tip. To prevent the cannula 
slipping out of the vein a small bead is fixed in the shaft. A flexible, tight-fitting 



Fig. 90. 


trocar which protrudes slightly at the end is fitted ; it assists the insertion into the 
vein and prevents clotting of blood in the cannula during the short interval which 
occurs between the insertion into the vessel and the beginning of the injection. They 
are made in several sizes. I have used it with satisfaction for over a vear ” * /Dnurrl 
Bros., Ltd., 21 & 23, St. Thomas’s Street, London, S.B.l.) * ' 


Cartonia Indicator. This indicator has been designed for doctors, dentists, and 
out-patient departments, to advise patients in the waiting-room that the consultant 
is ready to see them. The consultant has a press-button on the desk, which on being 
pressed operates a buzzer and causes the indicator in the waiting-room to become 
illuminated. ’When the patient enters the consulting-room and closes the door both 
the indicator and buzzer are cut off. (Allen & Hanburys Ltd., Bethnal Green London 
E.2.) 


Catheter Adaptor,— Fig. 91 is an illustration of Oliver Walker’s catheter adaptor 
for attaching to Record syringes to fit funnel-end catheters for washing out the 



Fig. 91. 


bladder and other similar procedures. (Allen & Hanburys Ltd., Bethnal Green 
London, E.2.) 


Catheter Tube. —Unbreakable, made of non-inflammable celluloid, with india-rubber 
cork and receptacle for holding formalin tablets. (Allen & Hanburys Ltd., Bethnal 
Green, London, E .2.) 



Fig. 92. 


Com Pleximeter (Fig. 92).—Dr. David A. Herd (Stoke- 
on-Trent) writes : “ I have for some time used this 
small instrument, and believe it may be of us© to other 
chest clinicians. Previously the * coin test ’ for the 
presence of pneumothorax or cavity was carried out by 
an assistant tapping with two coins on the patient’s chest. 
It will be seen that my device dispenses with the assis¬ 
tant, and can be easily operated by the physician himself 
with one hand.” (Down Bros., Ltd., 21 & 23, St. Thomas’s 
Street, London, S.E.I .) 


Crutch.—A new crutch has been introduced for use in cases of partial paralysis and 
severe cases of arthritis. The forearm rests on a long padded tray with an extension 
to take the upper arm and a vertical handle in front. They can be held close to the 
sides and the whole weight of the body is completely supported while the legs are moved 
forward either one or both at a time. All straps are press-buttoned on, so that if 
a fall occurs the arms will not be trapped. (J, & E, Ferris, 33, Museum Street, London, 
W.C.1.) 





MEDICAL ANNUAL 


Detachable Blade,—The Bard-Parker new rib-back blade (Fig. 93) represent® 
ajgreat improvement in detachable blade design. It possesses the rigidity and strength 

of the solid scalpel, and is not only extremely 
sharp, but, because of the rib-back, literally has a 
backbone. The wider back afforded by the rib 
j^r 'gp, MpfflKs. prevents weaving while making an incision and 
Jrp jf eliminates the danger of cutting the glove finger, 

jggf# f mf The rib-back will fit present B.P. handles. (Chas. 

a * d ■ jp. Thaekray Ltd., Park 

Street, Leeds, and 252, 
Regent Street, London, 
W.l.) 


h ■ ' 


prevent glare, an expanding nasal speculum, a 
curved laryngeal rod with lamp, throat, and 

post-nasal 'mirrors {which can be sterilized), ”*£• 94 * 

a metal tongue -spatula, a holder to take wood _ . 

'tongue blades, and a spare bulb. All instruments are chromium plated. This useful 
set'is presented in a neat and attractive case. Available from all surgical instrument 
:ho,we© in-Great Britain and the Dominions. {John Smith <& Son (Glas.) Ltd., 28, Gibson 
,'Street, Billhead, Glasgow, W.2.) 

,/■ Electric Midwifery Sterilizer {Fig. 95).—The ‘Thermasept* electric instrument 
steriliser is British-made throughout. It- is made of heavy gauge copper and brazed 


seams and supplied with re-set automatic cut-out device, nickel-plated finish, and is 
suitable for A.C, or D-C. supply. Size 16 x 4 x 3| in. '-These, sterilizers can aM':W' 
supplied in other sizes and at most reasonable prices. {Chas. F. Thaekray Ltd., Park 
Street, Leeds, and 252, Regent Street, London, W.l.) 
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ctarilizer —New design, made of stainless steel throughout, welded together, 
® , e ;- h new type of heater which will not burn out even if the sterilizer is allowed 
S empty of water. (Alien & Hanburys Ltd., Bethnal Green, London, E. 2.) 

ttiArfrical Treatment Table (Fig. 96).—‘When direct current mains were general, 

. “ ‘ Universal * machine provided the only means of obtaining an earth-free 

the so-cau t , , mac hines, however, have many disadvantages which have become 

current. • th t ^ e increasing use of alternating current. The * Sunic 5 Metal 

more apparent Rectifier Treatment Table offers a welcome alternative 

to the * Universal * machine. It has no moving parts, 
and nothing to get out of order, 5 T et provides any 
desired combination of galvanic, faradic, and sinusoidal 
currents. It is contained in a handsome mahogany 
cabinet. (Watson & Sons (Electro-Medical) Limited, 
Sunic House, Parker Street, Kingsway, W.C.2.) 



Endotracheal Insufflator. — Figs, 5SS .'•'NSfr .'.".'Jr 

97, 98 show the apparatus for intra- I ._ 

tracheal insufflation of an 0 2 -C 02 mix- ..■ 1 n' r 1 ■» ■■ ' J.SMua tmBr 

March 736)? 1 The direct vision pharyngoscope (Fig. 97) is a modification of 

Howarth’s Chevalier Jackson’s instrument which has been designed for use m the new-born 



UP 

nfant The apparatus for delivering the mixture is shown in Fig. 98. For full details see 
r£to«2fcr^Sy 20,1935. (Down Bros. Ltd., 21 & 23 St.Thomas s St., London,S.E.l4 
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Eye Magnet—This instrument I Fig. 90) is a magnet in the form of a probe, pointed 
at one end for recovering particles of iron or steel from the eye or skin, and flattened at 
the other end for use in outs and open wounds. It is highly magnetized and will not 


Fig. 

lose its ‘ pull ’ though sterilized daily. The wire gallery is provided for placing in position 
when out of use to retain full magnetism. Price, chromium-plated in velvet-lined 
22s. 6d. (R. Sumner & Co. Ltd", 40, Hanover Street, Liverpool.) ’ 

Fascloplasty Forceps.—Mr.Ernest Cowell’sfascioplasty forceps (Fig. 100)are intended 
for use with the short fascial strip recommended by him. By this method much time is 
saved on large ventral hernias, since no needles need be used for the fascial strip Th 



_ Fig. lOOf* 

forceps are curved and made to push through the tissue under suture, grasping- the frpp 
end without unduly crushing it. (Mayer & Phelps, Ltd., Chiron House, 59-61 C 
Cavendish Street, London, W.l.) ’ >ew 

Forceps for Establishing Abdominal Drainage by Counterincision (Fia. 101)_ 

fessor Henry writes : ts Messrs. Thackray, of Leeds, have made for me a special forceps 

that serves—like a 

____ J\ pistol — for either 

I hand. The large 

—it-c- v' 6 butt * formed hy the 

handles lies comfort¬ 
ably in the palm and 
does not project,- the 
blades, representing 
the barrel, make an 
obtuse angle with the 
* butt ’, and are wide 
enough when closed 
to cover and shield the index finger which 
pomtsalong them. Before cutting down 
through the abdominal wall on to the 
forceps, the tip of the index is slipped out 
from under the blades to feel for a spot 
tree from gut on the parietal peritoneum. 
After finding the spot the finger can at 
once be replaced by the end of the for¬ 
ceps, which is grooved for the knife 
with a wide gutter, easily felt through 
skm and muscle. A spring keeps the 
. blades apart, and when closed thev 

nn^-1? ? + 0 if 8 their whoIe len s th 80 that there shall be 
™^, ofthe surgeon wounding his finger if he neglects to 
close them completely. The blades will not gape until 
“®; ahdomma 1 openmg from which they emerie is large 
enough to admit a dram of average diameter.” (Chas F 
Thackray Ltd., Park Street, Leeds,Ind 252, Regen tSt., W.l. j 



Fit/. 101. 
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Geg. —Newkirk's gag for infants from birth up to 3 or 4 years of age, ©specially useful 
for cleft-palate cases (Fig. 102). The gag is a modification of the Boyle-Davis instru¬ 
ment. The inner jaws are fitted with spikes to engage the gums, while the outer parts 

are grooved to take the lip. The 
tongue is held out of the way, the 
centre field is well exposed, allow¬ 
ing the operator to dissect well up 
to the anterior part of the cleft. 
’Mayer & Phelps, Ltd., Chiron 
.louse, 59-61, New Cavendish St., 
London, W.l.) 


Fitj. 102 



Glass Trays and Boxes (Fig. 103).—Fitted 
with FitzwelPs Air-lock chrome-plated metal 
covers with india-rubber flanges. These im¬ 
proved trays retard evaporation of volatile 
sterilizing fluids, thus maintaining contents in a 
sterilized condition. Trays, 6 X 3 X 1J in., 
11s. 3d. each; 8 x 4 x 2 in,, 15s. each. Boxes, 
6 X 3 X 3in., 12s.each; 8 x 4 x 4in., 16s.each. 
(R. Sumner & Co. Ltd., 40, Hanover Street, 
Liverpool.) 



Fig. 103. 


Headlight.—The new r Klinostik Instant-Focus Multipurpose Headlight (Fig. 104) 
has many new features. It is fitted with an optical lens and gives focus range from 



Fig. 104. 

spot to large field. The lamp, 
which is mounted on the ball-and- 
socket principle, can be rotated 
through any angle and projects 
a sharp field of light without 
shadows, It should prove most 
useful to the general practitioner, 
aurist, or gynaecologist, and for 
V,D. or other routine clinical 
work which requires shadow-free 
illumination. It can be purchased 
from any surgical instrument 
house in Great Britain and the Dominions. Price, 27s. 6d. 
Ltd., 28, Gibson Street, Hillhead, Glasgow, W.2.) 


(John Smith & Son (Glas.) 
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Head-lamp Attachment.—Messrs. F. Davidson & Co. have made, at the suggestion 
of Lieut.-Colonel A. M. Dick, I.M.S., a little magnifying stereoscope attachment (Fig. 105) 
for use in conjunction with their special ‘Davon’ aural 
head lamps. This attachment is being found, very useful 
by presbyopes, and also for delicate operations. It is 
focused simply by sliding along the barrel of the outer 
condenser of "the head lamp. Price, 15s. (F. Davidson 

& Co., 143-149, Great Portland Street, London, W.l.) 



Hot-water Bottle.—The ‘ Vitatherm ’ new process Latex hot-water bottle has a 
number of ad\ T antages over the ordinary fabric bottles. Boiling water can be used 
without harming the rubber. The surface of the ‘ Vitatherm * bottle has thermal 
properties which dissipate the heat slowly over a long period, and the bottle therefore 
keeps warm longer than any other type of bottle. When the water in the bottle has 
finally cooled, the surface of the bottle still feels warm to the touch. It is seamless 
and Is guaranteed for two years. Made in one size only, 11 X 8 in., in red colour. 
Price, 2s. lid. each. Manufactured by Veedip Ltd., Slough, England. {Chas. F. 
Thackray Ltd., Park Street, Leeds, and 252, Regent Street, London, W r .l.) 

Hypodermic Pocket-case (Fig. 106).—The No. 65 * Hypoloid ’ Hypodermic Pocket- 
case will be found convenient to carry and serviceable in ordinary routine or in emer¬ 
gencies. The case measures 5| x 3| X 1 in., contains an c Agla ’ three-piece syringe in 
spirit-tight container (min. 20/1 c.c.), an * Agla 1 needle, one empty glass-stoppered 



bottle for ethyl alcohol, a similar bottle for distilled water, 11 ‘Hypoloid’ products, and 
8 tubes of * Tabloid ’ hypodermic products. These ‘ Hypoloid ’ and ‘ Tabloid ’ hypo¬ 
dermic products may be varied according to the requirements of the medical man. 
The case is of nickel-plated metal. (Burroughs, Wellcome & Co., Snow Hill Buildings, 
London, E.C.l.) 


Hypodermic Syringe.—This new all-glass (green) hypodermic and serum syringe 
(Fig., 107) is made of hard glass and therefore is almost unbreakable while being 
Sterilized, and it is unaffected by any liquid. Although only slightly dearer than the 



Fig. 107. 


ordinary glass syringe, it is much more durable and has many advantages over the 
Record pattern, being less breakable and cheaper. Complete 'with 'two needles in metal 
case : 1 C.C./20 m.„ 3s. ; 2 c.c., 3s. fid.; ,5 c.c., 5s. ;. 10 c.e,/e.c., 10s. 6d. 
(Reynolds k Branson Ltd,, 13, Briggate, Leeds, '■ 
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Insulin Pocket-case No, 4B (‘Wellcome 5 Brand) [Fig. 108).—A serviceable, compact 
outfit- specially designed to fit into the pocket; measurements ; 3| X If X 1 in. "The 
case contains the materials and apparatus 
necessary for the administration of insulin 

and is specially useful when injections — 

are to be self-administered. The contents 
are as follows: (1) ‘Agla* insulin syringe 

(1 c.c. graduated in ^ths). (2) ‘Agla’ // _ ___ * \ 

surgical needle (rustless steel), in glass- fj ] 1 

stoppered container. The container is HTOIBj / J 

intended for ethyl alcohol, in which the \k ' ■ "” i - 1 1 S 

needle will be immersed, thus maintain- (jj ^, [ ,, A/ 

ing it in an aseptic condition. (3) ~~d£$yjy - 

5-c.c. rubber-capped phial of ‘Wellcome ’ j - 

Brand insulin, containing 100 units. (4) I . 1 

‘ Vaporole ’ iodine applicator for use when /HT ^ ' A 
sterilizing the skin at the site of injection 
and the rubber-cap on the insulin phial 
prior to removal of a dose. The case is I 
made of nickel-plated metal with a highly 
polished exterior. Price to the medical 
profession, 22s. 6d. (Burroughs Wellcome 
& Co., Snow Hill Buildings, London, 

E.C.L) Fia 108 . 



Interchangeable Suction Tubes with Universal Handle (Fig. 109).—These fulfil a 
long-felt want. Each tube fits the one handle. Plug fitting. Chromium-plated finish. 



Fig. 109. 

No. 1. Abdominal tube with loop end, 11 in. long. 

No. 2. Malleable tube with nozzle end, 1\ in. long. 

No. 3. Yankauer’s tube with nozzle end, 6 in. long. 

No. 4. Bent tube with oval section end, 61 in. long. 

No. 5. Bent tube with small round section end, 6 in. long. 

Tubes 2, 3, 4, and 5 are especially useful for ear, nose, and throat work. Complete 
set consisting of 5 tubes and handle. (Chas. P. Thackray Ltd., Park Street, Leeds, and 
262, Regent Street, London, W.l,) 
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Kidney Dish, — The kidney dish illustrated in Fig. 110 is made of black bake- 
lite. It is sterilizabla and practically unbreakable. Owing to the colour, blood is 
inconspicuous in these trays. (Allen Sn Hanburys Ltd., Bethnal Green, London, E.2.) 



Fig . 110. 


Ligature Egg {Figs. Ill, 112).— Mr, Harold Dodd writes : “Down Brothers have made 
an egg for me . . . Robust in construction, its dissembling and loading, even when wet, 
are easy by reason of external knobs which also prevent it from rolling about. A distance 
piece checks the reel sliding up and down and unwinding, and the central spindle 
allows free access of water to the inside of the strong, liberally perforated reel, thus 



ensuring sterilization of all ligature material on it. The ligature is brought out through 
a small slot in the side and is hitched to a spring clip until it is required for use. The 
words top and base are clearly engraved on the egg, so minimizing the possibility of 
the reel falling out by opening the egg upside down.” (Down Bros. Ltd., 21 & 23, St. 
Thomas’s Street, London, S.E.l.) 

Madau’s Double Mask.—The mask shown in Fig . 113 is a modification by Dr. K. E. 
Madan, Anaesthetist, Mayo Hospital, Lahore, of Schimme!busch’s model with a super¬ 
imposed cage. In use ether is dropped on the gauze and lint and a small towel put on 



the outer cage without touching the gauze or tint, thus forming a closed ether chamber 
and preventing waste. (Down Bros. Ltd., 21 & 23, St. Thomas’s Street, London, S.E.l.) 
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Mastoid Gouge and Mallet.— Fig. 114 shows a gouge designed by Mr. Geoffrey Carte, 
F.R.G.S. These gouges are by no means a new invention. The pattern is a, simple 
modification of the tools used by sculptors. For some 4000 years the sculptor has 
been using a hammer and chisel or gonge as instruments of precision. The spindle- 
shaped octagonal grip and the small concavity in the haft are taken from a sculptor’s 



Fig. 114. 



Fig. 115. 


studio. The grip cannot slip—the concavity adds touch through the hammer. The 
mallet* also is of the sculptor’s pattern—round-faced (Fig. 115). It is made of zinc. 
The sculptor uses different materials for his hammer according to the hardness of the 
substance carved. This metal is used in the hammer for cutting stone of moderate 
density, and has been used here as the consistency of the bone met with in the average 
mastoid operation is much the same. (Down Bros. Ltd., 21 & 23, St. Thomas’s Street, 
London, S.E.l.) 

Medical Torch.—The new Klinostik Rheostat Pen Torch (Fig. 116) has met with 
immediate success. It is essentially a medical torch and guaranteed to stand up to 
continual use. It is made without joints and the heavy gauge material ensures strength. 



Fig. 116. 

It is the strongest torch of its type, and is also the only pen torch to employ a rheostat 
to control the intensity of the light—a decided advantage. The price is 5s.» and it can 
be had from all surgical instrument houses in Great Britain and the Dominions. {John 
Smith & Son (Glas.) Ltd., 28, Gibson Street, Hiilhead, Glasgow, W.2.) 


Midwifery Forceps (Wrigley’s).—The forceps shown in Fig. 117 are conveniently 



short, and weigh under 10 oz. Described by Mr. A. J Wrigley in The Lancet, Sept 28, 
1935. Price, £2 17s. 6d. (Allen & Hanburys Ltd., Bethnal Green, London, E.2.) 
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> a ij Drill (i : V,\ i Up— This is a useful instrument for releasing the blood from 
Length a nm) that 1ms been injured by a blow, thus preventing coagulum from 



Fig. IIS. 

forming and an unsightly nail until a new on© has grown. Price, chrome-plated, 
including three drills, 11b. 6d. each. {K. Sumner & Co. Ltd., 40, Hanover Street, 

Liverpool.) 

Nasal Bougie (Fig. 119).—Mi. A. R. Friel, M.D., F.R.C.S., writes ; “A great step 
forward in the treatment of catarrhal and congestive conditions of the nose was made 
by Dr. Gautier, of Paris, by the treatment for congestive rhinitis which he calls 
4 diastolization \ This is simple and can be carried out at home by the mother, or 
in the clinic by the nurse. A special curved, soft rubber hollow bougie is passed into 
the nose along its door between the inferior turfeinal and the septum. The gentle 
stimulus causes, by reflex action, the vessels of the inferior turbinal to contract and 
the glands to express their secretion. The turbinal shrinks and the child can blow 
its nos© freely and breathe through it again. The congestion of the nasopharynx. 



Eustachian tube, and the middle ear also disappears. Before the bougie is used it is 
< jppeu an warm water, anti it Is allowed to stay in the nose three minutes or more 
Both sides can be treated at the same time. The key to the prevention of otitis 
m chddren is the Eustachian tube, and the key to the Eustachian tube is 
usually the nose Treatment by djastolization will also obviate many an operation 
the rhmitis has been cured some children, still keep their lips 
apart. Dr. Sheldon Fnel devised a small disc for these children to hold with their 
lips as shown m the illustration. It should be worn for at least an hour daily. 
Where there is no nasal obstruction it helps to break a bad .habit'by giving the 
&^ n S h d lg (Mayer & Fhei P 8 Ltd -» Ohiron House, 59-61, New Cavendish' 
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Nasal Ionization,— The apparatus illustrated in Fig. 120 -was designed by Mr Arthur 
Miller, F.R.C.S., for nasal ionization. It consists of a spectacle frame to*which are 
attached two nasal electrodes. It rests on the bridge of the nose, being applied bv the 
patient himself, and is much more comfort- r 

able than that fitted with headband. The 
terminals are in a line with the nostrils and 
are fixed in position after their introduction 
into the nose ; a precise and easier method, 
and one which causes the patient the least 
discomfort. (Mayer & Phelps Ltd., Chiron 
House, 59-61, New Cavendish Street, London, 

W.l.) 

Negative and Positive Pressure Pump. 

—This is an improved and portable model 
of MennelPs pump. Complete with electric¬ 
ally driven pump and universal motor in 
carrying case. (Allen & Hanburys Ltd., 

Bethnal Green, London, E.2.) 

Ophthalmoscope.—A wide-angle ophthal¬ 
moscope has now been produced having all 
the advantages of its more expensive contem¬ 
poraries but only costing £5 5s. Theoretic¬ 
ally the general practitioner requires a better 
instrument than the ophthalmic surgeon, 
as the former does not have time to dilate 
the pupil when wishing to make a routine Fig. 120. 

examination of the fundus. This wide-angle 

ophthalmoscope, for direct examination only, gives exactly the same results as (the 
more expensive models, but is well within reach of the average pocket. (C. Davis 
Keeler, 47, Wigmore Street, London, W.l.) F 



Obstetric Bag,— -Fig. 121 shows a new design of obstetric bag completely fitted. The 
instruments required for abnormal labour are kept sterilized in a separate compartment 



Fig. 121. 


so that they need not be disturbed for the average case. Full particulars of the contents 
will be gladly sent on application. In smooth brown hide, 18 X 8 X 11 in. high., 
(The Holborn Surgical Instrument Co. Ltd., 26, Thavies Inn, L o n d on, E.C.l.) 

Oiled-silk Cape with spring to clip round neck, protecting patients’ clothing whilst 
syringing the ear (Fig. 122). British make, 3s. 6d. (The Holborn Surgical Instrument 
0o. Ltd, r 26, Thavies Inn, London, E.C.l.) 
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Orthopaedic Apparatus.--The npparuuis iiluyirared in Fig. 123 way made to the 
>jA-r*‘filiations of -Mr. A. G. Ord. F.R.C.S., Portsmouth : a full description appeared 
in The JAnwt, 11)35, -May 25. It is an entirely portable apparatus which is stored in 
a box measuring 37 > 21 / 1I | in., and having a total weight, when packed, of 100 lb. 
only. Among its special features are : (it Facility to take X-ray pictures of the limbs 
when the patient is in situ on the apparatus; (2) Improved type of body support, 



anatomically shaped to the contour of the shoulders and permitting application of 
spica plasters ,* (3) New design head support which can be raised or lowered ; (4) An 
entirely new arm extension fitting which allows treatment of fractures of the humerus 
or forearm. All the normal positions required in orthopsedic practice can be quickly 
obtained, (Chas. F. Thackray Ltd., Park Street, Leeds, and 252, Regent Street, 
London, W.l.) 

Pelvimeter.-—The fold-over jointed pelvimeter illustrated in Fig. 124 is graduated 
with English and metric scales for internal and external measurements ; it is portable 



Fig. 124. 


and can be conveniently carried in the coat pocket. Price complete in jean pouch, 
2Is. 9d. (R. Sumner & Co. Ltd., 40, Hanover Street, Liverpool.) 

Peraissor {Fig. 125).—Made entirely of metal with the exception of the india-rubber 



Fig. 125. 


ring. Has a spring shaft with weighted head. Price, 6s. (Allen & Hanburys Ltd. 
Bethnal Green, London, E.2.) 
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. Perineum Needle (Folding) (Fig. 126).—Stainless steel. Most convenient pattern 
for the general practitioner, as when folded the point is protected, and it can be carried 



loose in the bag without damage to itself or to other articles. Price, 10s. 6d. (Allen & 
Hanburys Ltd., Bethnal Green, London, E.2,) 

Pneumatic Tourniquet for Evipan Injection.—The apparatus shown in Fig. 127 
was designed by 
Mr. A. Dickson 
Wright, and was 
described in an art¬ 
icle by him which 
appeared in The 
Lancet for May 4, 

1935, to which refer¬ 
ence should be made 
for a full account 

of his technique and the apparatus used by him. {Down Bros, Ltd., 21 & 23, St. 
Thomas’s Street, London, S.E.l.) 

Portable Attache Case (Dr. Too p’s).—Size 1S| x 8 x 12| in., with drawer for dress¬ 
ings, compartments for sphygmomanometer, diagnostic outfit, hypodermic set. 




instruments in spirit-proof case, etc., with fall front containing pockets for papers, and 
hinged lid {Fig. 128), (Alien & Hanburys Ltd,, Bethnal Green, London, L.A) 

i>6 
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‘Qoickrer Clip iFy. i 20).—This novel device is a useful accessory for the busy 
practitioner’s motor-car. It is intended to hold a number of sheets of paper for notes, 
ifet of calls or requirements, etc., in a position convenient for instant reference, and 
ran be attached to any suitable place in the car. The clip is hinged and provided -with 



Fig. 129. 

a stiff metal plate, sire 62 X 4 \ in., so that, notes may he made on the list without 
removing from the clip. The clip is made of black japanned steel, and is sold complete 
with screws and bolts suitable for attachment to either wood or metal. (C. «T. Hewlett 
&f.Son, Ltd., 35-42, Charlotte Street, London, E.C.2.) 



Fig. 130* 



Sects! Boogie.—Hurst’s conical vulcan¬ 
ite rectal bougie (Fig. 130) is made with 
a central hole and flange. Length 4|- in., 
maximum diameter 11 in. For the treat' 
ment of anal achalasia. (Allen & Han- 
burys Ltd., Bethnal Green, London. E.2.) 

Hetractor (Fig. 131).—This retractor 
for the external frontal sinus and eth¬ 
moidal operation, made for Mr. Gilbert 
Howells, F.R.C.S., has proved most satis¬ 
factory in use. The broad, curved blade 
slips in under the orbital periosteum and 
retracts the orbital contents without any 
danger of damaging the eyeball. The 
two small hooks on the opposite arm slip 
under the integuments, and, owing to 
their mobility on the arm, will adapt them - 
selves to the curve of the incision. (Mayer 
& Phelps Ltd., Chiron House, 59-61, New 
Cavendish Street, London. W,l,) 
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King-catting Forceps.—’ The instrument illustrated in Fig. 132 is a great improvement 
in the method of removing rings from fingers, the compound action joint being very force¬ 
ful. The lower jaw is blunt and slides easily under the ring without injury to the finger. 



Fig. 132. 

Price, chromium-plated, 22s. 6d. each. (R. Sumner & Co. Ltd., 40, Hanover Street, 
Liverpool.) 

aing»cutting Pliers (Fig. 133) for removing rings from swollen finger, very powerful. 



with compound joint, nickel-plated. (The Holborn Surgical Instrument Co. Ltd., 26, 
Thavies linn, London, E.C.l.) 


Speculum (Aural) (Fig. 134).—This modification of Peter’s pneumatic speculum has 
an opening in the upper part to facilitate rarefaction of air inside the ear. The procedure 
is as follows: The speculum having been 


placed in the ear, the rubber bulb attached 
to the speculum is pressed with the right 
hand and completely emptied of air, the 
latter escaping through the opening. The 
opening is next closed with the index finger 
of the left hand, the bulb is released, and 
the air thus drawn from the ear into the 
bulb ; during this process discharge is 
coaxed from the middle ear into the meatus. 
A very powerful suction is obtained in 
this way ; 4 sticky discharge ’ of Eustach¬ 
ian or attic origin is easily drawn into the 
meatus. The speculum will be found 
particularly useful in preparing the ear 
for ionization. A lens is supplied so that 
the instrument can be used for myringo¬ 
tomy, removing wax, and other similar 
procedures. This speculum was made 
for Mr. Arthur Miller, E.R.C.S. Edin. 



(Mayer & Phelps, Limited, Chiron House, 59-61, Hew Cavendish Street, London* 
WJL) 
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Shadowless Lamps.—Messrs. Kelvin Bottom ley and Baird, Ltd. (18, Cambridge 
gtreer, Glasgow, 0.2) report that there have been no serious alterations in their well- 
known shadowless lamps during 1035 ; but small improvements in the details of design 
aC r-ontimiallv being made in'"order that the lamps may be kept up to date. A very 
wide ranae is* available to suit all purposes. The manufacturers will be pleased to 
semi illustrated pamphlets containing full details. 

Speculum (Vaginal) (Fig- 135).—The GDavon ’ self-illuminated, sterilizable, Sims- 
Fermsson vatrinal speculum. Two complete lamps with, fittings, each with washable 



Fig. 135. 


rubber ilex, are supplied. Either speculum can be illuminated at will. (F. Davidson & Co., 
143-149, Great Portland Street, London, W.l.) 

Speculum (River’s Vaginal),— Fig. 139 shows a vaginal speculum with long narrow 
fenestrated blades and adjustable rack. It is easily introduced and gives good 
inspection without discomfort to the patient. (Allen & Hanburys Ltd., Bethnal Green, 
London, K.2.) 

Splinter Forceps with Magnifier (Fig. 137).—This novel appliance, has been very 
favourably received, as it magnifies the area containing the foreign body, thus 



Fig. 137. 


facilitating its removal. Price, chrome-plated, 6s. 6d. each, (R. Sumner & Co. 
Ltd,, 40, ’Hanover Street, Liverpool.) 



Fig. 140, 


Fig. 141. 


Suction Bottle (‘The Safety’) {Fig. 141).—This has been designed for use with the 
4 Aqua-Vac ’ Suction Valve (see p. 572). It is fitted with a float valve arranged to 
close automatically when, aspirated fluid reaches a high level. This prevents the 
possibility of pus or other undesirable fluids entering the suction valve and contamin¬ 
ating it. In use it is interposed between the valve and suction tube. All metal parts 
are chromium-plated. Capacity approximately £ gallon. (C’has. F. Thackray Ltd., 
Park Street, Leeds, and 252, Regent Street, London, W.l.) 
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Swann-Morton Scalpels and Blades {Fig. 142)—Standard fitting and interchangeable 
with all B.P, type blades and handles. They liava the following special advantages • 
The steel used in the blade is stifi'er and more rigid than any hitherto utilized and (fives 
a solidity of feel which is appreciated by the surgeon. This rigidity is achieved without 











Fig. 142. 

any ribs or other protrusions. The flection of the blade on the Swann-Morton fitment 
is a further refinement and gives greater strength to the locking action. Other refine¬ 
ments are the specially designed grip, giving perfect poise and balance, and the treat¬ 
ment of the handles by a special process which gives glass-hard and stainless finish 
This eliminates handle wear and enables blades to be slipped off and -on with greater 
ease* (W. R. Swann & Co. Ltd., 92-94, Bradfield Road, Sheffield, 6.) 


Syringe.—Tins ‘Harris’ new pattern syringe and tablet case {Fig. 143) is a useful 



outfit, consisting of a 1 c.e./2u mm. 



Fig. 144. 


Fig. 14 ,‘>. 

Record ’ syringe, with needle in position ready 
for use, carried in a nickel- 
plated washerless spirit-proof 
container with a compart¬ 
ment at the base end to 
accommodate fine glass hypo - 
dermic tablet tubes and two 
spare needles. (Philip Harris 
& Co. (1913) Ltd,. Edmund 
Street, Birmingham, 3.) 

Syringe Outfit.—Mr. H. 
Dodd, in the Practitioner , 
September, 1935, describes 
an efficient outfit, consisting 
of a three-way syringe with 
numerous accessories con¬ 
veniently mounted in a small 
wooden case. The outfit as 
shown in Fig. 144 is claimed 
by Mr. Dodd to be one 
which is always ready for 
use in emergencies, such as 
blood transfusion, aspiration 
of abscess, gastric analysis, 
stomach wash-out. If a 
barrel of the syringe is broken 
a new one can be supplied, 
and in the outfit are included 
all the necessary fittings for 
blood tests, preparing saline 
or citrate solutions, etc. The 
contents can be modified at 
any time to suit particular 
requirements. (Down Bros. 
21 & 23, St. Thomas’s Street, 
London, SJB.l.) 
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Syringes in Spffit-proof Case.—This chromium-plated metal case, size 6 In. high by 
34 in diameter (Fig. 145), has a screw-on cover with cone fitting to ensure that the 
spirit with which the case should be filled does not leak. The case is fitted with 



Fig. 145. 


a rack carrying five. ‘ Record ’ syringes, of 1, 2, 5, 10, and 20 c.c. capacity respec¬ 
tively, and eight stainless steel. needles of various sizes. Each syringe is held in a 
separate compartment with spring to protect the glass barrel and prevent rattling. 
When the syringes are required, the 
rack carrying them can be lifted out 
of the case and stood in the cover j'Mf 

to prevent contamination. A special .fil 

antiseptic spirit that prevents rust few. 

should be used' for this case. Price ||%iV 

£4 10s. (Allen & Hanburys Ltd., gl || iwSy Wifi 

Bethnal Green, London, E.2.) ji f -- Jgl 

Tarsorrhaphy Lid Clamp.— Fig. 146 ! Mw 

shows a new tarsorrhaphy lid clamp, / swi & 

designed by Mr. T. J. Phillips, of the 

Royal London Ophthalmic Hospital, / /JW TKms 

as used for the operation of complete fw MW 

or partial tarsorrhaphy at Moorfields. Mil MW 

After the lids have been anaesthetized hi jf;W 

the tarsorrhaphy clamp is placed in M MW 

position, one arm so that the smooth I'll j if 

plate is put under the edge of the lid J ij if 

near the outer can thus and about I Jj / ij 

3 inm. from the lid margin, and the / J 

spiked blade is then screwed down to jjM 

the lid surface. The other arm is jMKBf. j if. ;; . vjifcfe 

then placed about 3 mm. from the II lit 

inner can thus and the spiked blade f.l- If ^ ssri ‘ J H 

screwed down. The clip is then * '^f r I ''Ir 6 ^ . 

allowed to spring open so as to ~~ jSl 

stretch the lid margin. The locking ^ IBISh ^ 

clamp is then placed in position, the - - 

spiked blades rotate freely on their fjj If ffflBB lO jjwSjfr ti 

shaft and so do not tear the skin. ~ J ^CE-| 

The operation is then proceeded with. >- BteaaaJ v’ 

The accompanying illustrations show 
to a great extent the operation as 

performed at Moorfields. (Down Bros. T 

Ltd., 21 & 23, St. Thomas’s Street, 

London, S.E.l.) Fig. 146. 
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Throat Lamp (Fig. 147j.—This ail-metal electric throat lamp has been devised to 
provide a throat examination lamp which can be sterilized. The metal tongue depressor 
cun*be"detached from the metal handle, and the lamp and holder are also detachable 
for sterilizing If preferred, the lamp and depressor may be immersed for a few seconds 



in boiling water. The dry battery is contained in the hollow handle. The lamp is 
recessed into a hollow at the end of the spatula, which acts as a reflector, and the lamp 
is out of the line of vision. A screw button switch is conveniently placed on the handle. 
Finished in chromium-plating. (Chas. F. Thackray Ltd., Park Street, Leeds, and 
252, Regent Street, London, W.I.) 

Tongue Depressor (Fig. 148).—An improved tongue depressor L-shaped, the 
blades of which have a lateraljflap on the one side only, which gives the operator a clear 



Fig. US. 

view, by holding down the right or left side, of the back of the tongue. It depends 
on the blade used whether a right or left view is obtained. Price, chromium-plated, 
8/0 each. (R. Sumner & Co. Ltd., 40, Hanover Street, Liverpool.) 

Tongue Depressor and Tonsil Evertor.—Made of solid stainless steel. This is a simple, 
clean, and efficient instrument for the examination of the mouth and tonsils. Price, 
6s. 6d. (Allen & Hanburys Ltd., Bethnal Green, London, E2.) 




MEDICAL ANNUAL 


569 


Appliances 


Tonsil Enucleator.—Dr. Gwynne-Evans has designed the tonsil enuehator illustrated 
in Fig. 149. The smooth tapered end is slightly curved, with semi.sharp ed‘-n?s. used 
solely for the purpose of incising the reflected mucous membrane of the tonsil. Freeing 
the anterior pilar, the upper pole, and the posterior pillar in turn, preserving the pillars 
intact and displaying the capsule. The reversed end is flattened and also slight lv 
curved, terminating in a straight row of very fine serrations, the sides being smooth and 
semi-sharp. The serrated edge rests on, and is kept close to, the tonsil, and used to 



Fig. 149. 

separate the tonsillar bed gently away from the tonsil. Trauma and subsequent after¬ 
pain are reduced to a minimum, as it is impossible to injure the bed of the tonsil, and 
each movement that is made accomplishes its object. Also, incidentally, the length 
of amesthesia is shortened. Hemorrhage rapidly ceases, in most cases without ligaturing, 
and a smooth tonsillar bed remains. The dissection of tonsils in children is rapid and 
easy, with freedom from shock and post-operative bleeding. (Mayer & Phelps Ltd., 
Chiron House, 59-61, New Cavendish Street, London, W.l.j 


Tonsil Guillotine (Fig. 150).—Designed by Mr. Arthur Miller, F.R.C’.S. (1) The 

fenestra is oval and is of sufficient length to permit the longitudinal diameter of the 
tonsil to be engaged without undue squeezing (any pressure required is produced by the 
transverse diameter of the ring, with or without adjustment of the blade). This fact 
makes it difficult for the upper or lower poles to escape from the ring the moment the 
blade is pushed home. (2) The size of the fenestra A can be regulated by the action of 
the screw B- This does away with the necessity of employing different blades. It is 



obviously an advantage to be able to adjust the size of the fenestra with the guillotine 
actually in the patient’s mouth. (3) The bevelled edge of the blade prevents the 
anterior pillar from being drawn into the slot of the head when the blade is driven home. 
It is a common experience (except when using the reversed guillotine) to find the anterior 
pillar damaged in spite of a correct application of the guillotine, particularly when 
dealing with flat or non-pedunculated tonsils. The bevelled blade peels t he anterior 
pillar off the tonsil, folding the former, as it were, on itself. (Mayer & Phelps Ltd,, 
Chiron House, 59-61, New Cavendish Street, London, W.l.) 
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Tracheotome AAV/, 1 I ) . —A tivwh'.'Mioiiit*, as used ut the Hajek Clinic in \ ienna, 
rve -, ^ t-,},yin iq i'ue n<e of a scalpel in tracheotomy. After injecting a little 
rnine into the trachea a small transverse incision is made between the second and 



third cartilaginous rings sufficiently large to admit the end of the tracheotome, which 
is made in two sizes. The advantage of this instrument is that a circular aperture is 
made which allows the cannula to fit accurately in the trachea. {Mayer & Phelps Ltd., 
Chiron House, 59-61, New Cavendish Street, London, W.l.) 

Transformer for Galvauocauterfes and Surgical Lamps.—This transformer slips easily 
into the surgeon’s case, its size being 6 X 3 X 3 in. and the weight 3f- lb. Outlet 
terminals for the simultaneous use of cautery and light instruments greatly facilitate 
low voltage cauterization. (Allen & Hanburys Ltd., Bethnal Green, London, E.2.) 

Twin Forceps for Squint Operations {Fig. 152),—Dr. A. Wynn Green (Wolverhampton) 
writes : ** Twin forceps to be used in the resection or resection-advancement operation 
on the internal rectus in order to avoid the employment of calipers and rulers have 
been made for me by Down Bros., Ltd. These forceps are really two Prince’s forceps 
united in such a way that one slides on the other and is readily detachable. The 
forceps have a 10 mm. scale by which can be made an exact measurement of the 



length of muscle to be removed. They are applied in the manner of ordinary Prince’s 
forceps, both forceps being clipped to the muscle. Forceps B is then opened, and 
moved down the scale (see position C). The muscle is now secured between the jaws 
of forceps B : when the muscle between A and B has been cut away, forceps A is 
removed and the operation completed in the usual way.” (Down Bros. Ltd., 21 & 23, 
St. Thomas’s Street, London, S.E.l.) 
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Urethral Bougie (Combination).—Mr. Harold Dodd, F.R.C.S. (London. W.D write,* : 
44 In a ten-years experience of dilatations of urethral stricture I have found that certain 
obstructions can only be negotiated by a Lister bougie, whilst to pass others the curve 
of a Benique instrument is necessary. In using the otherwise excellent French bougie 
the absence of the graduated shaft, and of the weighted handle of the Lister pattern 
was repeatedly felt, and out of this arose the idea of combining the two instruments 
in one in order to secure the advantages of both. The example illustrated {Fig. 153) 
is one of a graduated set made for me by Messrs. Down Bros. It has the peculiar curve 



Fig. 153. 


of the Beniqud bougie, with the olive-headed tip, neck, tapered shaft, weighted handle, 
and sizes of the Lister instruments. I have used it regularly for eighteen months and 
have found that it fulfils its purpose well. It usually ‘falls in', the dilatation is 
gradual, and it is effective in passing a tortuous urethra. In addition, it is very useful 
for determining the patency of the common bile-duct into the duodenum, and for 
stretching the ampulla of Yater.” (Down Bros. Ltd., 21 & 23, »St. Thomas’s Street, 
London, S.E.l.) 


Vaughan’s Fourfold Pocket Instrument {Fig. 154), consists of three assorted knives 



Fig. 154. 


and one eye spud, Stainless steel, in hollow handle with protecting caps. (The Hoiborn 
Surgical Instrument Co. Ltd., 26, Thavies Inn, London, E.C.l.) 


Visiting Case.— Fig. 155 shows the ‘ Hoiborn * visiting case, a brown cowhide fitted 
case, inside lined washable rexine, with drawer and tray in upper part. Prices and 



Fig. 155. 

ull particulars of contents and sizes sent on application. (The Hoiborn Surgical 
Instrument Co. Ltd., 26, Thavies Inn, London, E.C.l.) 
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Walking Stirrup (Bo bier’s).--This spiinr, whmh Is made in duralumin, is transparent 
I;-, z:‘>; X rays and is much limner than the malleable iron type. As it is transparent, 
theic* > no need to remove th° '•rimia to obtain a lateral view or X-ray picture. (Allen 
A* Banburyi Ltd;., Ret hind Green. London, E.2.) 

Water Suction Valve (The * Aqua-Vac’),—This new -valve provides an inexpensive 
method of obtaimiv;! suerion in operation theatres and hospital wards. It is simple 
to in.-Tril. as It os only necessary to fix it to the wad {Fig. 156), and connect to main 



Fig. 150. 


cold water supply and drain. It is finished in highlv polished chromium plate, and is 
complete with a vacuum gauge. For use with it, interchangeable suction tubes with 
universal handle have been designed {see p. 555). (Chas. F. Thackray Ltd., Park 
Street, Leeds, and 252, Regent Street, London, W.l.) 

Waterproof Cape with Spring Collar.—Easily fastened round the patient’s neck to 
prevent soiling clothes when syringing ears, also for dental patients, etc. (Allen & 
Hanhurys Ltd., Bethnal Green, London, E.2.) 

X-ray Apparatus.—A major development in recent years is the introduction of a 
shock-proof X-ray unit adaptable to existing equipment, and comprising an X-ray 
tube, an H.T. ^transformer, and a control table, connected together by shock-proof 
cables. The * Sunk* 1 roentgen power unit offers many advantages over the single valve 
set, and separate X-ray tube. Special accessory equipment has been designed for use 
in conjunction with the * Sunic ’ roentgen power unit, notably the c Autonome ’ motor- 
driven tilting couch, the ‘ Telestat ’ apparatus for tele-radiography, and the c Versatil 5 
combined couch and screening stand. Further particulars from Watson & Sons 
( Lieetro-Medieal ) Ltd., Sunic House, Parker Street, Kingsway, W.C.2. 
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INSTITUTIONS, HOSPITALS, AND LICENSED HOUSES FOR 
THE TREATMENT OF MENTAL DISEASES. 


BEDFORDSHIRE. 

*Bishopstone House, Bedford (for ladies). 
Apply to the Medical Officer, or Matron. 

Springfield Rouse Private Mental Hos¬ 
pital, near Bedford. 1 hour from London. 
Better class only received, with or without 
certificates. Including separate bedrooms 
for all suitable cases. Ordinary terms 
5 gs. Res. Med. Supt., Cedric W. Bower. 
Bedford, 1% miles, L.M. & S.R. Tel. 
No. 3417. See also Advt ., p. 113 

Three Counties Hospital, Arlesey. Res. 
Med. Supt., Dr. N. McDiarmid. Three 
Counties, L. & N.E.R., 1 mile. 

BERKSHIRE. 

Berkshire Mental Hospital, Wallingford . 
Res. Med. Suj>t., Dr. Walter Woolfe Read. 
Cholsey, 1 mile. 

BUCKINGHAMSHIRE. 

Bucks Mental Hospital, Stone {near 
Aylesbury) Res. Med. Supt. J. S. I. ! 
Sxottowe, M.D. Aylesbury, miles. 

CAMBRIDGESHIRE. 

County Mental Hospital, Fulbourn, Cam¬ 
bridge. Res. Med. Supt., Dr. Travers 
Jones. Cambridge Station, 3£ miles. 

CHESHIRE. 

Cheadle Royal Menial Hospital , Cheadle. 
Res. Med. Supt., J. A. C. Roy, M.B., Ch.B. 
Heald Green, 1 mile. See also Advt.,p. 109 
Cheshire County Mental Hospital, Chester. 
Res. Med. Supt., G. Hamilton Grills, M.D. 
Chester station, 1£ miles. 

See also Advt., p. 119 
Cheshire County Mental Hospital, Park- 
side, Macclesfield. Res. Med. Supt., H. 
Dove Cormac, M.B., M.S., D.P.M. Mac¬ 
clesfield, 1 mile. See also Advt., p. 116 

CORNWALL. 

Cornwall County Mental Hospital, Bod¬ 
min. Res. Med. Supt., Dr. W. G. Rivers. 
Bodmin station, G.W.R. and S.R., 1 mile. 

CUMBERLAND. 

* Cumberland & Westmorland Mental 
Hospital, Carlisle. Res. Med. Supt., J. T. 
Herbert Madill, M.B.. Ch.B. Carlisle, 3 
miles. 


DERBYSHIRE. 

Borough Menial Hospital, Rowdilch, 
Derby. Res. Med. Supt., Dr. John Bain. 

L. & N.E.R. station, X mile ; L.M. & S.R., 

2 miles. See also Advt., p. 1111 

*The County Mental Hospital, Mickleoter, 
Derby. Res. Med. Supt., Dr. E. L. 
Hopkins . Derby, L.M. & S.R., 5 miles ; 
Mickieover, L. & N.E.R., 2 miles, 

Wye House , Buxton. Res. Med. Supt., 
W. W. Horton, M.D. Buxton, L.M. 4 
S.R., 10 minutes. See also Advt.. p. 116 

DEVONSHIRE. 

City Mental Hospital, Digbys, Exeter. 
Res. Med. Supt., D. McKiniay Reid, M.D. 
Exeter, 3 miles. See also Advt., p. 114 
fiCourt Hall, Kenton, near Exeter. Res. 
Licensees, Miss Mules, M.D., and Miss 
A. S. Mules, M.R.C.S. Starcross, 1 mile. 

* Devon Mental Hospital, Exminster . Res. 
Med. Supt., Richard Eager, O.B.E., M.D. 
Exminster, miles ; Exeter, 4 miles. 

Plymouth Mental Hospital, Ivybridge. 
Res. Med. Supt., E. G. T. Poynder. 

M. R.C.S., L.R.C.P., D.P.M. Bittaford*, 
J mile ; Wrangaton, G. W. R., 1| miles ; 
Ivybridge, 3 miles. 

*Plympton House, Plymplon. Res. Prop., 
Dr. J. C. Nixon. Plympton, 1 mile. 
March Mills, 2 miles ; Plymouth, 5 miles. 

* IF onford House Hospital for Nervous and 
Mental Disorders, Exeter. Res. Med. 
Supt., H. W. Eddison, M.D,, D.P.M. 
Exeter station (Queen st.), If miles; 
(St. David’s), 2 miles. 

DORSET. 

Dorset Mental Hospital, Dor'chmter* 
Res. Med. Supt., P. W. P. Bedford, M.D., 
Dorchester, 3 miles. 

DURHAM. / 

County Menial' Hospital, , 

Durham. Res.' Med. Supt., . Dr. G. 'S* 
Wilson. Sedgefield station,';'2§ miles, by, 
bus. , ;; 

* Middleton Hall, and Abnorn ffml* Mid¬ 
dleton St George, fSarUhgMn.. Med. Supts.* 
Dr. J. W. Astiey 'Cooper"and Dr. S' <&', 
Rarkas. Drasdale station, 1 naite.' ■ 
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* Sunderland Borough Mental Hospital* 
Ryhope, Res. Med. Supt., Dp. M. A. 
Archdal®. Kyhopa station, I mile. 

ESSES. 

Brentwood Mental Hospital* Essex. Res. 
Med. Supt., Dr* W. Gordon Masefield. 
Brentwood station, £ mile. 

Littleton Hall , Brentwood (for ladies). 
With or without certificate. Res. Med. 
Supt., Dr. H. G. L. Haynes. Brentwood* 
I mile; Sheffield, miles. 

See also Advt., p. 109 
Sever alls Menial Hospital , Colchester. 
Res. Med. Supt., Dr. R. C. Turnbull. 
Colchester, 1£ miles. 

GLOUCESTERSHIRE. 
Barmmod House Hospital for Nervous 
and Mental Disorders* Gloucester. Res. 
Med. Supt., Arthur A, D. Townsend, M.D. 
Gloucester, 2 miles. See also Advt.* p. 114 
Bristol Mental Hospital, Fishponds. 
Res. Med. Supt., Dr. E. B. White. 
Clerk and Steward, H. A. Wilkins, F.C.I.S. 
Fishponds L.M. A S.R. station, 1 mile. 

*Fairford Retreat , Fairford. Res. Med. 
Prop., Dr. A. C. King-Turner. Fairford, 

1 mile. 

* Gloucester County Mental Hospitals, 
Wotion and Coney Hill, Gloucester . Res. 
Med. Supt., Dr. F. C. Logan. Gloucester 
station, 1 mile. 

Northwoods, Winterbourne, Bristol. Res. 
Phys., Joseph Cates, M.D.(Lond.). 

See cdao Advt., p. xliv 

HAMPSHIRE. 

City Mental Hospital , Portsmouth . Res. 
Med. Supt., Thomas Beaton, O.B.E., M.D., 
B.S. (Loud.), F.R.C.P. Clerk and Stew¬ 
ard, John C. Kersey. Fratton, If miles. 

Bee also Advt., p. S2 
Knowle Mental Hospital , Fareham. 
lies. Med. Supt., Dr. J. L. Jackson. 
Ivnowle, * mile ; Fareham, 3f miles. 

Park Prsweti Mental Hospital, Basing¬ 
stoke. Res. Med. Supt., V. Lindley 
Connolly, M,Q„ M.BB.Ch. Basingstoke, 

2 miles. 

The County Mental Hasp-teal, WhiUcroft, 
Isle of Wight. Res. Med. Supt., Dr. C. 
Davies-Jones. Blackwater, 1 mile ; New¬ 
port, t f miles. 

HEREFORDSHIRE. 

Hereford County and City Mental Hos¬ 
pital, Hereford . Res. Med. Supt., Dr. G. 
W» T*. H. Fleming, Barrs Court, G.W.R. 
and L.M. A S.R., Hereford, 3 miles. 

HERTS. 

HiU Mud Hospital, SL Albans . Res. 
Med. Supt., Dr. W. J, T. Kimber. Hill 
End station, L. A N.E.R. (G.N. Section), 

3 minutes. See also Advt., p. 113 

Napsbury Mental Hospital, near St. 

Albans, Herts (under the Middlesex County 
Council). Res. Med. Supt., Arthur O’Neill 
O.BJSL, M.R.C.S., L.R.CJP. Napsbury, 
I**M. & S.R., 5 minutes * walk. 


KENT. 

Kent County Menial Hospital, Chartham, 
near Canterbury. , Res. Med. Supt., M. A. 
Collins, M.D. Chartham, 1 mil©; Can¬ 
terbury, 3 miles. 

Kent County Mental Hospital, Maid¬ 
stone. Res. Med. Supt., A. C. Hancock, 
M.C., M.B., B.S., D.P.H., D.P.M. Maid- 
stone West, If miles. 

* Mailing Place, West Mailing. Res. Med. 
Supt., Dr. G. H. Adam. Mailing station, 

1 mile. 

Stone House, near Hartford. (Under 
the management of the Corporation of the 
City of London.) Res. Med. Supt., Dr. 
William Robinson. Hartford station, S.R., 

2 miles. See also Advt., p. Ill 

Stone Home, St. Martin's, Canterbury. 

Res. Med. Supt., Dr. F. L. Scott. Canter¬ 
bury East. 

LANCASHIRE. 

*County Mental Hospital , Lancaster. 
Res. Med. Supt., R. P. Sephton, B.A., 
M.R.G.S., L.R.C.P. Lancaster, L.M. & 
S.R. stations, each If miles. 

County Mental Hospital, Prestwick {near 
Manchester). Res. Med. Supt., Dr. J. 
Gifford. Prestwich, £ mile. 

County Mental Hospital, Rainhill (near 
Liverpool). Res. Med. Supt., Dr. E. F. 
Reeve. St. Helens, 2f miles ; Rainhill, 1 
mile. 

* County Mental Hosp ital , Whittingham 
( near Preston). Res. Med. Supt., Dr. 
A. R. Grant. Preston, 7 miles. 

Haydock Lodge (near Newton-le-Willows). 
Res. Med. Licensee and Supt., J. G. 
Wootton, L.R.C.P., M.R.C.S. Newton- 
le-Willows, L.M. A S.R., 2 miles. 

See also Advt., p. 107 
Lancashire County Mental Hospital, 
Winwick, Warrington. Res. Med. Supt., 
F. M. Rodgers, O.B.E., M.D., D.P.H. 
Warrington, 2f miles. 

Shaftesbury House , Formby , near Liver¬ 
pool and Southport. Res. Phys., W. J. A. 
Erskine, M.D. (Edin.). Formby station, 
f mile. See also Advt., p . 110 

LEICESTERSHIRE. 

City Mental Hospital, Humber stone, 
Leicester. Res. Med. Supt., J. F. Dixon, 
M.D. Leicester, L.M. & S.R., main line, 
and L. & N.E.R. main line, 2 miles. 

* Leicestershire and Rutland Mental Hos¬ 
pital, Narborough, near Leicester. Res. 
Med. Supt., K. K. Drury, M.C., M.D., 
D.P.M. Narborough, £ mile ; Leicester, 
6 miles. 

LINCOLNSHIRE. 

Bracebridge Mental Hospital, Lincoln. 
Res. Med. Supt., Dr. John Maearthur, 
D.P.M. Lincoln, L. & N.E.R., 2& miles. 

*Rauceby Mental Hospital, Sleaford , 
Res. Med. Supt., N. K. Henderson, B.A., 
LL.B., M.B., Ch.B., D.P.H., D.P.M. 
R&uceby, L. A N.E.R., £ mile. 
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*The Lawn Registered Hospital, Lincoln. 
Res. Med. Supt., Dr. Myra Mackenzie. 
Lincoln station, 1 mil©. 

LONDON. 

BetMem Royal Hospital, Monks Orchard, 
Eden Park , Beckenham, Kent. Phys. 
Supt., J. G. Porter Phillips,, M.D.»F.R.C.P. 
Eden Park, S.R., 12 min. 

See also Advt., p. 102 
Brooke House, Clapton , E.5. Res. Med. 
Supt., Dr. Ernest Rollins. Clapton, L. & 
N.E.R. See also Advt, p. S4 

Camberwell House , 33, Peckham Road, . 
S.E.5. Senior Phys., H.J. Norman, M.B., 
Ch.B., D.P.H. See also Advt., p. Ill ■ 
Chiswick Home, Moss Lane , Pinner, j 
Middlesex . Douglas Macaulay, M.D. 
Pinner station, | mile. 

See also Advt., p. 103 ! 
Clarence Lodge, Clapham Park, SAVA. I 
Res. Licensee, Miss L. Thwaites. Med. j 
Oh., Dr. Percy Smith. Clapham Road j 
(Southern Rly). and Clapham Common 
(South London Tube), 15 minutes. Tel. : 
4913 Tulse Hill. See also Advt., p. 107 
Fenstanton, Christchurch Road, Streat - 
ham Hill, S. W. Res. Med. Supt., Madeline 

R. Lockwood, Sf.R.C.S., L.R.C.P., D.P.M. j 
Tulse Hill, 5 minutes ; Streatham Hill, 10 j 
minutes. Tel.: Tulse Hill, 7181. 

See also Advt., p. 116 j 
* Flower House , Catford, S.E.6. Med. | 
Supt., Wm. F. Umney, M.D. Res. Lie., j 
Mrs. Walter & Beckett. Beckenham Hill, j 

S. R. 5 minutes. See also Advt., p. 114 
Hattiford House, Upper Hallijord, Shop- j 

perton, S.W. Res. Med. Supt., W. J. H. ; 
Haslett, M.R.C.S. Sunbury station, 1 f 
miles. 

* Hayes Park, Hayes , Middlesex. Res. ! 
Med. Off., D. H. F. S til well. Hayes, 

2 miles. 

* Hendon Grove Private Mental Home. : 
Hendon, N.WA. (ladies only). Res. Med. 
Off. and Licensee, Dr. H. R. S. Waiford. 
Hendon Central (Hampstead Line), J 
mile. 

LONDON COUNTY COUNCIL Men¬ 
tal Hospitals (under the direction of the 
Mental Hospitals Dept., Shell-Mex House, 
Strand, W.C.2.):— 

Banstead, Sutton, Surrey . Res. Med* 
Supt., A. A. W. Petrie, M.D., F.R.O.S., 
F.R.C.P., D.P.M. Belmont station, 
S.R., £ mile ; Sutton, S.R., miles. 

Bexley, Kent. Res. Med. Supt., G. 
Clarke, M.D. Bexley, S.R., If miles. 

Cam Hill , Goulsdon, Surrey. Res. 
Med. Supt., G. A. Lilly, M.C., M.A., 
Mwp., B.Ch., D.P.M. Goulsdon South or 
Goulsdon North, S.R., If miles. 

Claybury, Woodford Bridge, Essex. 
Res, Med. Supt., G. F. Barham, M.A., 
M.D., B.Ch. Woodford, L. & N.E.R., 

" 1 ’ If miles. 


Golney Hatch, N. 11. Res. Med. Supt., 

J. Brander, M.D., F.R.C.P., D.P.M, 
New Southgate, L. & N.E.R. adjoining. 

Ewell, Epsom » Surrey . Res. Med. 
Supt., L. H. Wootton, M.C., B.Sc., 
M.B., B.S., D.P.M. Epsom, S.R., 2 
miles; Ewell, S.R., 1 mile. 

Hanwell, Southall , Middlesex. Res* 
Med. Supt., A. W. Daniel, B.A.,- M.D., 
B.Ch. Hanwell, G.W.R., 1 mile. 

Horton, Epsom, Surrey. Res. Med. 
Supt.,W. D. Nicol, M.B.,B.S.,M.R.C.P.» 
D.P.M. Epsom, S.R., If miles. 

Long Grove, Epsom, Surrey . Res, 
Med. Supt., F. G. L. Bamea, M,B„ B.S., 
D.P.M. Epsom, S.R., If miles. 

Maudsley Hospital, Denmark Hill , 
S.B.5. For treatment of neurosis and 
curable mental disorder (voluntary 
patients only). Med. Supt., E. Mopother, 
M.D., F.R.C.S., F.R.CJP, Denmark Hill, 
S.R., f mile. • See also Advt., p, 59 
Tooting Bee Hospital, Tooting Bee 
Road, S.W. 17. Res. Med. Supt., P. M. 
Turnbull, M.C., M.B., Ch.'B., D.P.M. 
Balaam, S.R., 3 minutes. 

West Park, Epsom, Surrey. Res. 
Med. Supt,, N. Roberts, O.B.E., M.D., 
B.S., D.P.M, Epsom, SLR., If miles. 

* Moor croft House, Hillingdon, Uxbridge, 

2 miles. Med. Licensees, Dr. R. J. Stilwell 
and Dr. G. W. B. James, West .Drayton 
station, 2 miles. 

Newlands House, Tooting Bee Common, 
S.W. 17. Private Mental Hospital. Phys, 
Supt., Dr.Noel Sergeant. B&iham station, 

1 mile; Trinity Road Station (Under¬ 
ground), l mile. Motor bus Nos. 49, 
49a, 49b, and 19a. See also Advt., p. 115 
Northumberland Home, Green Lanes, 
NA. Res. Med. Supt., Frederick Dillon, 
M.D. Manor House station, Piccadilly 
Underground, and Finsbury Park (G.N.) 
station. See also Advt., p. 165 

Peckham House, 112, Peckham Road, 
S.E. 15. Props., A. H. & H. G. Stocker. 
Res. Med. Supt., Dr. F. R, .King. Peck¬ 
ham Rye station, 10 minutes* walk. 

See also Advt.,p. Ill 
*Springfield Mental Hospital, Tooting, 
S.W.17. Med, Supt., R. Worth, O.B.E., 

M. B., B.S. Wandsworih Common station„ 
1 mile. 

*The Priory, Roehampton, ■ S.W.W. 
Res. Med. Supt., Dr* B. W. Brown* 
Barnes station, 16 minutes. Telephone 
'Prospect* 1743. 

West Ham Mental, Hmp i kodVGd(Mmxtyt&Sf, 1 
Essex. Res.. Med.' 7 ®hpt,„ Jtav'James 
Harvey Cuthbert. , -, Gbodateayw* 1 ■ ; 1L:;. ■ '46p 

N. E.R., 1 roil©. " • 

* Wood End Home, Hayes {Ijidlesk : , 1 Med. 
Lie., Dr. R,Jh. SHIwell ■ fted "|3tP«G* W* . I&* 
James. Hayes, 1 mil©; 

Wyke House, fstew&rtik, Middlesex. 

Phys., Ch*B. 

Edin, Syon Lsnet 

and Picoadilly. , ■ ,Sm, dim ■ '■ jpL 'Ill; 
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NORFOLK. 

bethel ti-ixr.'dal for Mental and Nervous 
Dividers, 2d or wick. Res. Med. Supt., 
S. J« Fielding, MLB. Cols. Phys,, Sami. 
J, Barton, M.D. Norwich (Thorpe) sta¬ 
tion, I mile. Bfe a Bo Ads;*., p. 100 

CBy af Norwich Mental Hospital, Hdhs- 
dan, near Norwich. Res. Pays, and Supt., 
Dr, ChuirlU‘K Robert Frederick Hall. 
Heliesdon, I mile. 

Htigham Hull Private Mental Hospital , 
Norwich. Res. Med. Supt., Dr. «). A. 
Small. Norwich station, li miles. 

See also Adit., p. 10S 
Norfolk County Menial Hospital, Thorpe , 
Norwich. IBs. Med. Supt., O. G. Connell, 
M.C., L.RX.P. & S. Whitlingham, 1 
mile i Norwich, 2| miles. 

The Grave, Cotton Grove Hoad, Norwich , 
(for ladies). Vis. Phys., S. Barton, M.D. 
Apply to Alias MeLintoek. Nearest station, 
Norwioh Thorpe. 

NORTHAMPTONSHIRE. 

Berry wood Mental Hospital , Northamp¬ 
ton. Kea. Med. Supt., Dr. E. D. T, Hayes. 
L.M. & S.R. {L. & N.W.) station, 2|miies; 

L. M. & S.R. (Mid.), 3 miles. 

St, Andrew's Hospital , Northampton. 
Med. Supt., D. F. Rambaut, M.A., M.D. 
Station, i mile. See also Advt p. 104 

NORTHUMBERLAND. 

City Mental Hospital, Gosforth, New¬ 
castle-on-Tyne. Res. Med. Supt., H. D. 
MaaPhail, M.D. Newcastle Central, L. 
A X.E.R., 3 miles. 

Gateshead Mental Hospital, Stannington, 
Res. Med. Supt., Dr. C. B. Bamford. Stan¬ 
nington, L. & N.E.R., 2| miles. 

Northumberland Mental Hospital, Mor¬ 
peth . Res. Med, Supt*., Guy R. East, 

M. D., D.P.H. Morpeth station, 1 mile. 

NOTTINGHAMSHIRE. 

City Mental Hospital, Mapperley Hill, 
Nottingham. Res. Med. Supt., G. L. 
Brunton, M.D. Nottingham, 2 miles. 

Notts County Mental Hospital, Radciiffe- 
on-T-rent, near Nottingham. Res. Med. 
Supt,, H. C. Waldo, M.R.C.S., L.R.C.P. 
Radeliff©-on-Trent, 2 miles. 

The Coppice, Nottingham. Res. Med. 
Supt., David Hunter, M.B. (Camb.). 
L.M. «& S.R. station, 2£ miles ; L & N.E.R. 
station, If miles. See also Advt., p. 106 

OXFORDSHIRE. 

Oxford County and City Mental Hospital , 
LittUmore, Oxford. Res. Med. Supt., 
Thomas Saxty Good, G.B.E., M.A. 
(Oxoa.), M.R.G.S., L.R.C.P. LIttlemore 
station adjoining. 

The Wormford , Oxford, If miles. Res. 
Med. Supt., Alex. W. Neill, M.D. Oxford 
station, 2^ miles. 8m also Advt., p. 109 


I SHROPSHIRE. 

■ Salop Mental Hospital , Bicton Heath , 
i Shrewsbury . Res. Med. Supt., W. S. 
1 Hughes, M.B., B.S. Shrewsbury, 2$ miles, 
j Stretton House, Church Siretton (for 
; gentlemen). Ptes. Med. Supt., Dr. G. A. 

Stone. Church Stretton, G.W.R. and L.M. 
! a S.R., | mile. See also Advt., p . H;J 
The Grove House, Church Stretton 
(for ladies). Res. Med. Supt., Dr. J. 
MeCIintoek. Church Stretton station, 
1 mile. See also Advt., p. 113 

SOMERSETSHIRE. 

Bail brook H o use , Batheasto n, Bath . Res. 
Phys., Arthur Guirdham, M.A., D.M. 
(Oxon.), D.P.M. (Lond.). Bath, G.W.R., 
or L.M. & S.R., 10 minutes’ drive. 

See also Advt., p. 115 
*Br Islington House, near Bristol. Res. 
Physician, Dr. F. E. Fox. Bristol, 3 miles. 

Somerset <C* Bath Mental Hospital, 
Cotford, near Taunton. Res. Med. Supt., 
Dr. W, S. Graham. Norton Fitzwarren 
station, 2 miles. 

The Mental Hospital, Wells, Som . Res. 
Med. Supt., Dr. J. McGarvey. Wells 
station, S. & D.J.R., and G.W.R., 
miles. 

STAFFORDSHIRE. 

Ashwood House , Kingswinford, Dudley . 
Prop, and Res. Med. Supt., Dr. J. F. G. 
Pietersen. Stourbridge June., miles; 
Dudley station, 4 miles ; Wolverhampton, 
7 miles. Tel.; 19 Kingswinford. 

See also Advt., p. 112 
Coton Hill Mental Hospital, Stafford, 
Res. Med. Supt., R. MacDonald, M.D., 
D.P.M. Stafford, 1 mile. 

See also Advt., p. 112 
County Mental Hospital, Bumtwood, 
near Lichfield. Res. Med. Supt., W. Reid, 
M.A., M.B. Lichfield City, 3$- miles; 
Hammerwich, 1|* miles. 

* County Mental Hospital , Cheddleton, 
Leek. Med. Supt., W. F. Menzies, M.D. 
Wall Grange station, 1 mile. 

County Mental Hospital , Stafford. Res. 
Med. Supt., B. H. Shaw, M.D. Stafford, 
X mile. 

*The Moat House, Tamworth (for ladies). 
Res. Medical Attendant, Dr. W. Lowson. 
Tamworth station, § mile. 

SUFFOLK. 

St. Audry's Hospital for Mental Diseases , 
Melton. Res. Med. Supt., W. Brooks 
Keith, M.C., M.D. Melton station, 1J 
miles ; Woodbridge station, 2£ miles. 

*The Mental Hospital, Ipswich. Res. 
Med. Supt., P. Banbury, D.P.M. Ipswich, 

2 miles. 

SURREY. 

Cdunty Mental Hospital , Brookwood, 
Woking. Res. Med. Supt., J. A. Lowry, 
MJD. Brookwood station, miles. 

Netherne Hospital, Coulsdon. Res. Med. 
Supt., Dr L. M. Webber. Coulsdon 
station, 2 miles. 
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*Croydon Mental Hospital, Warlingkam. 
Res, Med, Supt., H. M. Rerncastle, 
M.R.C.S., L.R.C.P. Upper Warlingham, 

31 miles. 

Hollo-way Sanatorium, Registered Mental 
Hospital , St. Ann's Heath, Virginia 
Water . Res. Med. Supt., Henry Devine, 
O.B.E., M.D., B.S., F.R.C.P. Asst. Med. 
Offs., Thomas E. Harper, M.R.C.S. (Eng.), 

L. R.C.P. (Land.), Cecil Rutherford, B.A., 

M. R., B.Ch., B.A.O., Cyril R.Harris, M.R„ 
B.Ch., B.A.O., B.A., Harriett© Grenelie 
Bogle,M.B., Ch.B.jM.D. (Edin.). Virginia 
Water station, 5 minutes. Seaside Branch, 
St. Ann’s, Canford Cliffs, Bournemouth. 
Med, Off., Vincent P. Norman, M.D., 
E.R.C.S., D.P.H. See also Advt., p. 108 

SUSSEX. 

*Ashbrook Hall , Hollington, St. Leonards - 
on-Sea (for ladies). Res. Lie., Charles 
E. H. Somerset. Warrior Square station, 
2 miles. 

* Beechmont , Lewes Road, Haywards 
Heath. For female private patients. 
Apply Med. Supt. 

Brighton County Borough Mental Hospi¬ 
tal , Haywards Heath . Res. Med. Supt., 
G. H. Harper-Smith, M.A., M.D. Hay¬ 
wards Heath station, LJ miles. 

East Sussex County Mental Hospital, 
Hellingly, near Eastbourne. Res. Med. 
Supt., Benjamin Reid, M.D., M.R.C.P., 
D.P.M. Hellingly station, 1 mile. 

*Periteau House, Winchelsea, near Has¬ 
tings (for ladies). Physician, Harvey 
Baird, M.D. Winchelsea station, 1 mile. 

*St. George's Retreat , Burgess Hill. 
Licensee, Miss Mary Doran. Med. Supt., 
Dr. R. D. Peimefather. Burgess Hill 
station, 2 miles. 

* Ticehurst House , Ticehurst. Res. Med. 
Supt., C, F. F. McDowail, M.D. Wad- 
hurst, 4 miles, or Ticehurst Rd., 3 miles. 

West Sussex Mental Hospital , Greyling- 
ioell, Chichester. Res. Med. Supt., C. G. 
Ainsworth, M.A., LL.B., M.B., B.Ch. 
Chichester station, miles. 

WARWICKSHIRE. 
Birmingham City Mental Hospital, Win- 
son Green. Res. Med. Supt., Dr. C. W. 
Forsyth. Birmingham, miles ; Soho, 
J- mile. 

County Mental Hospital, Hatton, near 
Warwick. Res. Med. Supt., H. B. Leech, 
B.A., B.Ch., B.A.O., M.D. (Dub.). Also 
Leigh House, for lady private patients. 
Warwick, GAV.R. station, 3 miles. 

See also Advt . p. 116 
(rlendossill, Henley-in-Arden, Warwick¬ 
shire. Res. Med. Supt., Dr. W. Agar. 
Henley-in -Arden, GAV.R., § mile. 

Rubery Hill and Hollymoor Mental 
Hospital, Birmingham . Res. Med. Supt., 
T. C. Graves, M.D., E.R.C.S. Rubery 
station, £ mile ; Northfield, L.M. & S.R., 
1 mile. 


WILTS. 

Fiddington House , Market Laringtmi. 
Med. Supt., J. R. Benson, F.R.C.S. Res. 
Licensee, Dr. Gerald Benson. Lavington 
GAV.R., 1 mile ; Devizes, 6 miles. 

See also Advt., p. 3 
*Kingsdown House , Box. 5 miles from 
Bath. Res. Med. Supt., Dr. H. €. Mao 
Eryan. 

* Laver stock House, Salisbury. Med. Supt., 

J. R. Benson, F.R.C.S., L.R.C.P. Sails* 
bury, 1| miles. See also Advt., p. 103 

Old Manor Menial Hospital , Salisbury. 
Med. Supt., Dr. S. E. Martin. Salisbury 
station, S.R., 5 minutes. 

See also Advt., p. 107 
Wilts County Mental Hospital , Devizes. 
Res. Med. Supt., J. W. Leech, M.D. 
Devizes station, 1| miles. 

WORCESTERSHIRE. 

County <k City Mental Hospital , 
Fowick , Worcester. Res. Med. Supt., Dr. 
H. F. Fenton. Worcester station, 4 miles. 

Worcestershire Mental Hospital , “ Barn¬ 
sley Hall," Bromsgrore. Res. Med. Supt., 
Dr. A. H. Firth. Bromsgrove, L.M. & 

S. R., 2| miles. 

YORKSHIRE. 

Bootham Park Registered Hospital , York. 
Res. Med. Supt., G. JR. Jeffrey, M.D. York 
station, I mile. See also Advt., p. 115 
City Mental Hospital, Hull. Res. Med. 
Supt., Dr. J. S. Anderson. WiiJerhy 
station, 1 mile ; Hull, 6 miles. 

East Riding of Yorkshire County Mental 
Hospital , Beverley. Res. Med. Supt., 

T. M. Davie, 31.C., M.D. Beverley sta¬ 
tion, 2 miles. 

Moorlyn, 31ount Villas , York. Res, 
Phys. Supt., Dr. Janie S. Baugh. Tele¬ 
phone 6117. York station, 1 mile. 

North Riding of Yorkshire Mental Hos¬ 
pital, Clifton, York. Res. Med. Supt., 
Dr. J. I. Russell. York, 2 miles. 

*St. Luke's Hospital , Middlesbrough. Res. 
Med. Supt., Dr. H. G. Drake-Brockman. 
Middlesbrough, 2 miles. 

South Yorkshire Menial Hospital, Wad- 
sley , near Sheffield. Res. Med. Supt., 
Arthur Pool, M.R.C.P. Wadsley Bridge, 
1 mile (goods); Sheffield, 4 miles (passen¬ 
gers). 

The Friends' Retreat, York. - Res. Med. 
Supt., Dr. Ned Macleod. York station, 
I! miles. See also Advt., 

The Grange, Rotherham , B> miles &qaa; 
Sheffield (for Ladies). Res. Phys.,,G.' E. 
Mould, M.R.C.S., L.R.C.P. 
station, L. & N.E.R., v 

■ Sm-also Advi,., p.-$ 10,; 

West Riding Mental ‘flmpHal'i 
near Leeds. Res. Med, Supfe.* R, 0Mw ; , 
Walker, M.D. GpMby, L &SJU, Imife. 
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York, Res' Mod, Supt,, iir* R. A. Hooper. 
Xaburn, L. ■k X.E.ii., 2 miR. 

CHANNEL iSLAXDS. 

Et. PWrr fto/i Asylum, Guernsey. Coun¬ 
try Asylum, Cartel, Guernsey. Med. Off,, 
W, R. MeGlaalmTi. M.A., M.8.. Ch.B., 
D.P.M. Phya. Supt.. Mental Health Ser¬ 
vice®!- Guernsey, CM 

Jersey Mental Hospital , Jersey. Res. 
Med, Supt., 0. Noble le Brocq, M.D. St. 
lieiier, 3 in ilea. 

ISLE OF MAN. 

Mental Hospital, Union Mills. Douglas . 
Res. Med. Supt., Leslie H. Skene, M.C., 
M.B., Ch.B., Dipl. Psych. (Ed.) Union 
Mills, | mile. 

BRECKNOCKSHIRE. 

MlklAFaJiftf Counties Mental Hospital, 
Talgarth. Res. Med. Supt., Dr. P. Drum¬ 
mond, Talgarth, 1 mile. 

CARMARTHENSHIRE. 

* Joint Counties Mental Hospital » Car* 
marthen. Res. Med. Supt., Sidney Davies, 
M.B., B.S., D.P.M. Carmarthen, G.W.R. 
station, I| miles. 

DENBIGHSHIRE. 

* North Wales Counties Mental Hospital , 
Denbigh. Res. Med. Supt., Frank G. 
Jones, H.B. Denbigh, 1 mile. 

GLAMORGANSHIRE. 

Cardiff City Mental Hospital, Whit- 
church , Cardiff. Res. Med. Supt., P. K. 
McGowan, M.D., F.R.O.P., D.P.M., Barris- 
ter-at-Law. Uand&ff, G.W.R. station. 
1 mile.# 

Glamorgan County Mental Hospital, 
Bridgend. Res. Med. Supt., D. Rhyd 
Owen, M.B. Bridgend, I| miles. 

Swamm Menial Emptied, Cefn Coed, 
Swansea . Med. Supt., N, Moulson, MJ)., 
D.P.M. Ooekett, G.W.R., I mil©. 

MONMOUTHSHIRE. 

Monmouthshire Mental Hospital, Aber¬ 
gavenny. Res. Med. Supt., N. R. Phillips, 
M.D. G.W.R, station, | mile, L.M. & 
S.R., J mile. 


* Newport Menial Hospital, Caerleon. 
Res. Med. Supt., Dr. M. R. Mackay, M.C. 
Caerleon, £ mile. 

ABERDEENSHIRE. 

* Aberdeen City Mental Hospital , Res. 
Med. Supt., Dr. J. S, Annandaie. New- 
rnachar station, 1£ miles. 

Aberdeen Royal Mental Hospital. Res. 
Med. Supt., R. Dods Brown, M.D. ; Sec., 
John A. MeConaehie, 230, Union Street. 
Aberdeen station, 1 mile. 

ANGUS. 

Baldoaan Institution , Dundee (for the 
treatment and education of mental defec¬ 
tives). Res. Med. Supt., D. J. Forbes, 
M.B., Ch.B. Downfield, 1 mile ; .Dundee, 
4£ mile3. 

Dundee Mental Hospital , Westgreen, 
Dundee. Res. Med. Supt., W. Tuaeh- 
Mackenziti, M.D. Dundee, 3 miles ; Lift 1 , 
l£ miles. 

Dundee Royal Asylum, Cowrie House , 
Dundee. Med. Off., A. B. Dalgetty, M.D. 
Sec., J. Murray Wilkie, 27, Bank Street, 
Dundee. Miss M. E. Whyte, Supt. 

The Royal Asylum , Montrose. Res. Med, 
Supt., C. J. Shaw, M.D. Dubfcon, I miie ; 
Montrose, 3 miles. 

ARGYLLSHIRE. 

Argyll and Bute District Mental Hospital, 
Lochgilphead. Res. Med. Supt., D. Ross, 
M.B., Ch.B., M.R.C.P.E. By rail to 
Gourock, thence by steamer to Ardrishaig, 
2| miles, also motor bus service direct 
from Glasgow (85 miles), twice daily. 

AYRSHIRE. 

Glengall Hospital , Ayr. Med. Supt., 
Douglas McRae, M.D., F.R.C.P. Ayr 
station, 2 miles. 

BANFFSHIRE. 

Lady abridge Mental Hospital , Ladys- 
bridge. Res. Med. Supt., Dr. George M. 
Bell. Ladysbridg© station, 300 yards. 

DUMFRIESSHIRE. 

Crichton Royal, Dumfries. Res. Med. 
Supt., Dr. 0. G. Easterbrook. Dumfries, 
I mile. 

EAST LOTHIAN. 

Mast Lothian District Asylum , 3adding* 
ton. Supt., Miss Jean M. Stevenson. Med. 
Off., H. H. Roharts, M.D. Haddington 
j station, 10 minutes. 

FIFES HIRE. 

i Fife District Asylum, Cupar. Res. Med. 
Supt., 'William , Boyd, M.B., Ch.B. 
Springfield', station, MkBJU, j£ mile. 




MEDICAL ANNUAL 


587 


Mental lastltetlott# 


INVERNESS-SHIRE. 

District Asylum, Inverness. Res. Med, 
Siipt., William MeWilliam, M.D., D.P.M. ; 
Inverness, 2f miles. 

LANARKSHIRE. 

District Mental Hospital, Woodilee, 
Glasgow. Res. Med. Supt., H. Garre, | 

L. R.C.P. & S. Lenzie station, 1 mile j : 
Glasgow, 8 miles. 

Glasgow District Mental Hospital, Gart - 
loch, Gartcosh. Res. Med. Supt., Dr. 

A. M. Dryden. Garnkirk station, 1 mile. 

Glasgow Royal Mental Hospital, Gart - ■ 
navel. Res. Med. Supt., Dr. Angus j 
Mac Niven. 

Hawkhmd Mental Hospital, Glasgow , 

.S'.IF.2. Res. Med. Supt., Dr. J. H. 
MacDonald. Crookston station. 

*Kirklands Menial Hospital, Bothwell , I 
Glasgow. Res. Med. Supt.. Wm, M. ! 
Buchanan, M.B. Bothwell and Fallside ! 
stations, f mile ; Glasgow, 9 miles. 

Lanark District Asylum, Hartwood, | 
Lanarkshire. Res. Med. Supt., Dr. N. T. 
Kerr, Hartwood, L.M.S. station, J mile, j 

MIDLOTHIAN. 

Edinburgh District Mental Hospital, 
Bangour Village, West Lothian. Res. 
Med. Supt., W. M. McAlister, F.R.C.P.E. 
ITphall, L. & N.E.R., 2 miles. 

New Saughton Hall, Hospital, Holton, 
Midlothian. Director, W. M. G. Harr owes, 

M. D., D.P.M. (Lond.). Resident Medical 
Staff. Polfcon, 5 minutes; Loanhead, 
10 minutes’ walk. Bus from Edinburgh, | 
20 minutes. 

* Midlothian and Peebles District A sylum. 
Res. Med. Supt.. James H. C. Orr, M.D. 
Rossiynlee, 1 mile ; Edinburgh, 12 miles. 

Royal Edinburgh Hospital for Mental 
and Nervous Disorders , Morningside. Res. 
Phys. Supt., Professor D. K. Henderson, 
M.B.,F.R.C.P. Caledonian station,L.M.S., 
If miles. 

MORAYSHIRE. 

Morayshire Mental Hospital, Elgin. 
Res. Supt., Miss Annie A. Kinloch. Vis. j 
Med. Off., Dr. A. C. Macdonald. Elgin, 
If miles, 

PERTHSHIRE. 

District Asylum, Murthly, Perth. Res. 
Med. Supt., Lewis C. Bruce, M.C. , M.D. 
Murthly station adjoins the Asylum. 

James Murray's Royal Mental Hospital, 
Perth (for patients of the middle and 
upper classes). Phys. Supt., W. D. 
Chambers, M.A., M.D., F.R.C.P.E. Perth 
station, under 2 miles. 

RENFREWSHIRE. 

*Craw Road Asylum » Paisley. Res. 
Med. Off., Miss Enid Dixon, M.B., Ch.B. 
Paisley, 1 mile. 


Dykebar Mental Hospital , Paisley. Res. 
Med. Supt., R. D, Hotchkis, M.D. 

Paisley, 2£ miles. 

Smithston Asylum , Greenock. Res. Med. 
Supt., Wm. Leggett, M.D. Greenock 
West, If miles ; Ravexaseraig, j mile. 

*Tke Mental Hospital , Riccartsbar, Pais, 
ley, Med. Supt., Mary R. Knight, M.A., 
M.B., Ch.B. Paisley West, f mile, 

ROXBURGHSHIRE. 

Roxburgh , Berwick , and Selkirk District 
Asylu?n, Melrose. Res. Med. Supt,, 
Patrick Steele, M.D. Melrose, f mile. 

*St. Andrews, Stirches, Hawick. Vis. 
Phys., A. N. Bracts M.D. Licensee, 
Sister Mary Agnes. Hawick station, 

1 mile. 

STIRLINGSHIRE. 

District Mental Hospital , Bar hart. 

Stirling. Res. Med. Supt., J. A. Jenkins, 
M.B., Ch.B, Larbert, L.M. & S.R., 
If miles. 

ANTRIM. 

Antrim County Mental Hospital , Antrim. 
Res. Med. Supt., Dr. Arthur R. Boyd. 
Antrim station, If miles. 

Belfast Mental Hospital, Purdysburn, 
near Belfast. Res. Med. Supt., Dr. S. J. 
Graham. Belfast, G.N.R. station, 3 miles. 

ARMAGH. 

* County Mental Hospital, Armagh. Res. 
Med. Supt., Dr. Dora E. Allman. Armagh 
station, f mile. 

The Retreat , Armagh. Apply, Res. Med. 
Supt., or Capt. A. D. Alien. Richhifl 
station. If miles, or Armagh station, 3 

miles. 

CARLOW. 

* District Mental Hospital, Carlow . Res. 
Med, Supt., Dr. T. A. Greene. Carlow, 
J mile. 

CLARE. 

Clare Mental Hospital, Ennis, Res. 
Med. Supt., Dr. F. O’Mara. Ennis, 

2 miles. 

CORK. 

*Corh District Mental Hospital, Cork, 
Res. Med. Supt., Dr. B. F.^Honan. 
Cork station, If miles. 

*LindviUe Private Menial Hospital, Cork, 
Proprietress, Mrs, E. Osborne, Res.'Med. 
Off., Dr. J. C. Osburne. Cork station, 2 
miles by tram. 

DONEGAL. 

I Donegal District Mental Hospital, Letter- 
j kenny. Res. Med. Supt,, Joseph Kearney, 
j M.B., D.P.H., D.P.M.. Letterkenny and 
! Lough Swilly Ely., or Strabane & Letter- 
| kenny Ely., I mil©,. 
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D OWN. 

D’jj'tt Menial Hosp’tnl (bUO beds), 
Oo\a:pQlrlvl\ Res. Med. Snpr., Douglas 
B. M. Lothian, 31,B T Ch.B. {Edin.LD.P3I. 
(Loud.;, M.R.O.P. and F.RU.R. (Edin.). 
Downpatrick, I mile. 

DUBLIN. 

Bloomfield, Morehnmptoh. I'Ll., Dublin. 
Med. Off., H. T. Rnviey, M.D. 

Farnkam Home and Marseille, Finglas, 
Go. Dublin. Res. Med. Supt., H. H. C. 
Rutherford, F.R.C.S.I., D.P.H. Motor 
bus from Dublin, 2 miles. 

Sec also Adct., p. 11*2 
Orangegorman Mental Hospital, Dublin. 
Res. Med. Supt., Dr. J. O’Conor Donelan. 
Also Pori rune Branch , Donabatc , Co. 
Dublin . JDep. Res. Med. Supt., Dr. 
Stanley Blake. Domibute station, II- 
miles. 

HIghfidd, Drutncondra (for ladies); 
Hampstead , Glasnevin (for gentlemen). 
Res. Med. Supt., Wm. N. Eustace, 

L. R.C.P.X. and S.L By rail, Dublin. 

See also Advt., p. 82 
House of St. John of God, Stillorgan, 
Dublin. Res. Phys., Dr. J. J. Boland 
and Dr. F. Whitaker. Stillorgan station, 
I mile. 

*St. Patrick's Hospital, James's Street , 
Dublin. Res. Med. Supt., Dr. R. R. 
Deeper. Branch Asylums at St. Edmonds - 
bury , Lucan. See also Advt., p. 105 
St. Vincent's Mental Hospital, Fair view, 
Dublin . Vis, Physicians, John Murphv, 
F.R.C.F.L,and F.X.Callaghan, F.R.C.P.I. 
Apply to the Superioress. 

*Stewart Institution and Hospital for 
Mental Diseases, Palmerstown, Co. Dublin. 
Kes, Med. Supt., G. H. Keene, MJ). 
Kingsbridge, Dublin, 3 miles. 

Verville Cloniarf, Dublin. Med. Sup., 
P. D. Sullivan, F.R.C.S.I. Clontarf, 1 
mile. 

GALWAY. 

*j Ballinasloe Menial Hospital, Ballinaslo ?. 
Res. Med. Supt., John Mills, M.B. 
Ballinasloe station, 2 miles, 

KERRY. 

District Mental Hospital, Killarney. 
Res. Med. Supt., E, N. M. O’Sullivan, B.A., 

M. B., B.Ch., D.P.M. Killarney, | mile. 

KILKENNY. 

* District Mental Hospital, Kilkenny. 
Res. Med, Supt., Dr. P. J, Cassin. KiL 
fcenny station, f mile. 

LIMERICK. 

District Mental Hospital, Limerick. 
Res. Med, Supt., Dr, P. J. Irwin. Limer¬ 
ick 1 mile. 


LONDONDERRY. 

*District Ayslum , Londonderry. Res, 
Med. Supt., John Watson, M.C., M.B., 
B.Ch. Londonderry, 1 mile. 


MAYO. 

Co. Mayo Menial Hospital, Castlebar. 
Res. Med. Supt., Alfred Sheridan, L.R.C.P. 
and S.l. Castlebar, 1 mile. 


MONAGHAN. 

Monaghan Me?ital Hospital , Monaghan . 
Res. Med. Supt., Dr. T. P. Conlon. 
Monaghan, •§ mile, 

QUEENS’ COUNTY. 

*District Mental Hospital, Portlaoighise. 
Res. Med. Supt., Dr. Pierce Grace. 
Portlaoighise, £ mile. 


SLIGO. 

*District Menial Hospital, Sligo. Res. 
Med. Supt., Dr. John Dunne. Sligo, 1| 
miles. 

TIPPERARY. 

*District Mental Hospital, Clonmel. Res. 
Med. Supt., Dr. J. F. Fitzgerald. Clonmel, 
1 mile. 

TYRONE. 

The Mental Hospital, Omagh , Go. Tyrone , 
Res. Med. Supt., Dr. J. Moore Johnston. 
Omagh, 2 miles. 

WATERFORD. 

Bon Sauveur Mental Home, Carriglea , 
Dungarvan, Waterford (for ladies). Con¬ 
ducted by the Order of Bon Sauveur. 
Vis. Phys., Dr. D. T. McCarthy. Dun¬ 
garvan station, 31 miles. 

District Menial Hospital, Waterford. 
Res. Med. Supt., Dr. Alexis FitzGerald. 
G.S. & W.R., North station, 2 miles. 

*St. Patrick's Private Mental Hospital, 
, Belmont Park, Waterford (for gentle- 
j men). Conducted by the Brothers of 
| Charity. Vis. Phys., Dr. M. Coghlan. 
Waterford station, 1 mile. 


WESTMEATH. 

District Mental Hospital, Mullingar . 
Mullingar station, 1 mile. 


WEXFORD. 

District Mental Hospital, Enniscorthy. 
\ Res. Med. Supt., Dr. Bernard Lyons. 
1 Enniscorthy, 1 'mile, 1 : 
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MENTAL DEFICIENCY ACT, 1913 : 
CERTIFIED INSTITUTIONS AND HOUSES. 


Those marked with an asterisk (*'s have not returned our form sent for eoi 


Class A. —Certiiied Institutions. Class B, 
Class G. —Certified Houses. 

BEDFORDSHIRE. 

* Branham House , Bronkam,near Bedford. 
For 24 males. Non-Res. Med. Supfc., .Dr. 

C. G. Welch. Lay Supt., M. Wallenger. 
Oakley, 2 miles. { Glass A. . ) 

BERKSHIRE. 

Gumnor Rise, Oxford. — 34 females. 
High-grade feeble-minded. Supfc., Miss ; 
Evans. (Otosi.) 

BUCKINGHAMSHIRE. 

*The Manor House Institution, Aylesbury. 
For 56 males and 43 females. Supfc., Miss ■ 
E. Boughton. Managers, Bucks Mental ; 
Deficiency Committee. (Class A.) Ayles- j 
bury, | mile. 

Winslow Institution , Winslow. — (For ! 
Bucks County cases only.) 8 male, 38 
female, adults. Feeble-minded and im¬ 
becile. Supfc., J. Burden. I. Burden, 
Matron, S.R.N., C.M.B. ( Class B.) 

CHESHIRE. 

Ashton House, 26, Village Road, Oxton, 
Birkenhead. For 64 high-grade patients 
over 14 years old (female). Lady Supt., 
Miss O. M. Wilkinson. (Class A.) Wood- 
side, about 20 minutes by tram; also 
underground from Liverpool. 

*The Mary Bendy Home , Sandlebridge, 
near Alderley Edge. 425 males and 
females. Educable mentally defective 
children under 13 years of age. President, 
Carey M. Bowden, Esq., J.P. See., E. M. j 
Richards, 72, Bridge Street, Manchester. 
(Class A.) 

CUMBERLAND. 

Dooenby Hall Colony , Cockermouth. For 
185, both sexes. Supt., Miss S. J. Sevan, j 
( Class A.) Cockermouth, 2| miles. 

Durran Hill House, Carlisle. 65 
females. Feeble-minded. Higher grade. 
Supt., Sr. B. Purcell. (Class A) Carlisle 
station, 2 miles. 

DERBYSHIRE. 

* Thornhill , Trowels Lam , Derby. For 
females. Supfc.,Miss S.McGarvie. (ClassA.) 

Whittington Hall , Whittington , near 
Chesterfield. 400 females. Managers, 
The Incorporation of National Institutions 
for Persons requiring Care and Control, 
14, Howick Place, Victoria Street, S.W.l. 
(Class A.) 


,—Institutions approved wrier Section 37. 

Class IJ .—Approved Homes. 

DEVON. 

Royal Western Counties Institution. 
SiarcroBS. 750 males and females (train- 
able children and adults). Sec., L. W. 
Hedger. Supt., C. W. Mayer. (Class A .} 
Stoke Lyne , Withycorn.be, Exmouth. 50 
males. Managers, Devon County Council. 
Supt., Miss H. E. Darlington. (Class *4.) 

DURHAM. 

*Monckton Hall Home for Lads, Janotv- 
on-Tyne. 79 males. Supt., Mrs. A. H. 
Piggott. (Class A.) 

* Shotley Bridge Colony , Shotley Bridge , 
Durham. 279 males, 194 females. Matron 
Supt., Miss H. L. C. Yates. (Class A.) 
Shotley Bridge, L. <& N.E.R., f mile. 

ESSEX. 

* Bigods Hall, R . C. Special School, near 
Dunmow. 61 high-grade boys. Corres- 

I ponding Manager, Rev. Sr. Rosalie Dunne, 

1 Chigwell Convent, Woodford Bridge, 

! Essex. Supt., Sr. J. Scully. (Class A.) 
j Brunswick House, Mistley, Essex. 75 
1 males (London cases only). Managers, 

| L.C.C. Mental Hospitals Committee. 
Res. Supt., S. E. Dudley. (Class A.) 
Wistley, L.N.E.R., h mile. 

*Etloe House, Church Road , Leyton. 120 
high-grade feeble-minded females over 
16. Supfc., Sr. C. Keogh. (Class A.) 
Leyton, L. & N.E.R., f mile. 

Royal Eastern Counties Institution Ltd., 
Colchester. 1909' males and females, all 
grades. Med. Supt., Dr. F. D. Turner. 
(Class A.) 

South Ockenden Colony , South Ockenden, 
Essex. 84 males, 52 females. Supt., Miss 
W. S. Butler. (Class A.) Ockenden, 
f mile. 

The Mutual Sanatorium, Billericay, 
Essex. 54 males of the middle class. 
Non-Res. Med. Supt., W. Shackleton, M.D. 
Res. Lay Supt., A. J. Read. (Class A.) 
Billericay, L. & N.E.R., I mile. 

GLOUCESTERSHIRE, ' 

Brentry Colony, Wm&nry-mi~Ttym f 
Bristol . 381 males over 18 'years of age. 
Res. Med. Supt.# de M. ^Rudolf, 
Henbury station. If miles. ■ (Class 4-1 . 

Horiham Colony (City; am ' County o/, 
Bristol), Atmondsbury, nmr BrUtol,^' 304 
males, 304 'females^ Res. 'lied. 1 Supty 
■Walter Wyatt, JLB., '■ BvCh. 'fEd®4,; 
D.P.M. (Class A.) Patohway, G.W.RA 
; 2f miles, .'A' 1 
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* Royal Fort Home. Si. Mirhad's Hill, 
Br'F’F 3:.f Dmales, high-grade mentally 
df:!i*'krst. See,, Mrs. Murray, 77, 

Smekpool lid., Bedminster, Bristol, Lay 
Supt.,* Miss CoSes. [Class A.) Bristol, 

St. Mary"* Home, Pa Hs wick, Stroud, 
frfos. 21* females. High-grade feebla- 
r<iiuu«'»!. Apply, Lady Supt. {Class A.) 
Stroud, 3, mi]os. 

Stoke Fart Colony, Han ham Hall , Han- 
ham, near Bristol. 240 females, Mana¬ 
gers, The in corporation of National 
institutions for Persons requiring Care 
and Control. {Class A.) 

Stoke Park Colony, Stapleton, Bristol. 
Tin? patients of both sexes, Managers, 
The Incorporation of National Institu¬ 
tions for Persons requiring Care' and 
Control, i Class A ,) See also A did., p. $8 

Stole Park Colony, West Side, Stapleton. 
528 males. Managers, The Incorpora¬ 
tion of X&tioiaii Institutions for Persons 
requiring Care and Control. (Class A.) 

Stapleton Institution, Bristol. 100 adult 
males. 100 females. Superintendent, A. F. 
Waters. {Clam-; B.) 

HAMPSHIRE. 

Coldeast Colony, Sarisbury, near South¬ 
ampton, 500 both sexes. Res. Med. Supt., 
Alban Wilson. Asst. Med. Oft*., K. W. 
Mackie. {Class A.) Swanwiek station, 
S.R., 1 mile. 

Mount Tabor , Basingstoke 9 Hants. 
Church of England institution for 50 
high-grade females over 16 years of age, 
with annexe for 20 low-grad© girls under 
16 years of age. Vis. Med. OS., Dr. Kelly. 
Supt., The Rev. Mother Superior, Sisters 
of the Transfiguration. (Class A.) Basing¬ 
stoke, S.R., | mile. 

St. Alary's Home, Alton. 45 mentally 
and morally deficient females. Managers, 
The Wantage Community of Sisters. 
Non-Res. Med. Supt., Dr. 0. V. Payne, 
L&nsdown House, Alton. Supt., The 
Sister Superior. (Class A.) Alton, 15 
minutes, about f mile. 

Tatchbury Mount Colony, West Toiton, 
Southampton. 150 males. Supt., W. M. 
Worlook. (Class A.) Totton 21 miles. 

HERTS. 

. A minion School, Boxmoor House, Hemel \ 
Hempstead, Herts. 22 patients of either 
sex. (Class D.) Boxmoor, 10 minutes. 

Cell Barnes Colony, St. Albans, Herts, i 
Both sexes. Res." Med. Supt., Dr. ! 
N. H. M. Burke. {Class .4.) St. Albans : 
(City), I mile. 

Hillside Sp&cdal School for Mentally | 
Defective Boys, Bwitingford. 48 males 
under 16. Secretary, Westminster Di¬ 
ocesan Education Fund, Archbishop’s 
House, Westminster, S.W.I. (Class A.) 


St. Elizabeth's Home for Epileptics , Much 
Had ham. 56 children ; 104 female adults. 
Apply to Secretary, Westminster Diocesan 
Education Fund, Archbishop’s House, 
Westminster, S.W.I. ( Class A .) 

St. Raphael's Colony, Barvin Park , 
near Potter's Bar , Herts . 93 epileptic and 

mental defective males over 16. Secre¬ 
tary, Westminster Diocesan Education 
Fund, Archbishop’s House, Westminster, 
S.W.I. { Class A.) 

Rowley Lodge, Rowley Green, Barnet. 
Educational home for 15 very backward 
boys and girls. Principal, Miss Wall. 
[Class D.) 

The Middlesex Colony for Mental De¬ 
fectives, Harjjer Lam , Shenley, near St. 
Albans. 854 both sexes. Managers, 
Middlesex County Council. Res. Med. 
Supt., Dr. H. E. Beasley. {Class A.) 
Radlett, L.M. & S.R., 2 miles. 

Learesden Mental Hospital, Abbot’s Lang¬ 
ley, Watford, Herts. 2540 London cases 
only (both sexes). Managers, L.C.C. 
Mental Hospitals Committee. Res. Med. 
Supt., R. M. Stewart, M.D., F.R.C.P., 
D.P.M. {Class B.) Watford Junction, 
L.M.S.R., 4 miles. 


KENT. 

Leubourne Grange Colony, West Mailing. 
120 females, 180 males. Med. Supt., Dr. 
| R. Fitzroy Jarrett. {Glass A.) Mailing, 
| S.R., 2 miles. 

■'Princess Christian's Farm Colony , 
| Hildenborough. 71 certified males, 68 
: certified females, 18 approved home cases. 
; Managers, National Association for the 
i Feeble-minded, Superintendent, Miss 
Pitman. (Classes A and D.) Tonbridge, 
j 3 miles. 

Darenth Training Colony, near Hartford, 
Kent. 2260 London cases only (both 
sexes). Managers, L.C.C. Mental Hospi¬ 
tals Committee. Res. Med. Supt,, J. K. 
C. Laing, M.B., B.S., D.P.M. ( Class B.) 
D&rtford, S.R., 2 miles. 


LANCASHIRE. 

AUerton Priory R.C. Special School , 
Woolton, Liverpool. 123 female educable 
children. Cor. Manager, Rev. J. Bennett, 
93, Shaw Street, Liverpool. Med. Officer, 
Dr. P. T. Garry. Supt., Sister, M. B. 
Pound. Station, AUerton. {Class A.) 

Colder stones, Whatley , near Blackburn. 
1364 males, 964 females. Feeble-minded, 
imbeciles, idiots, and moral defectives. 
Managers, Mental Deficiency Acts Com¬ 
mittee*, Lancashire Mental Hospitals Board, 
Preston. Res. Med. Supt., Frank A. Gill, 
M.D. ( Class A.) Whalley, L.M.S., 1* 
miles. 

Dovecot Certified Institution, Knotty Ash , 
Liverpool. 64 females, Supt., Miss F. 
E. Eyre. Med. Supt., Dr. McDonald. 
{Class A .}, Broad Green, about | mile, 
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Moss Side State Institution , Maghull , 
Liverpool. 147 males and 153 females, 
over 16 years of age and of dangerous 
or violent propensities. Med. Supt., G. 
H. G. Gostwyck, M.B., F.R.C.P., D.P.M. 
Managers, The Board of Control, Caxton 
House West, Toth ill St., S.W.l. (Class A.) 
Maghull, L.M. & S.R., 1| miles. 

*PontinlleR. C. Special School , Ormskirk. 
121 boys under 18. Mentally defective. 
Cor. Manager, Rev. J. Bennett, 93, Shaw 
Street, Liverpool. ( Class A.) 

Royal Albert Institution, Lancaster . 
850 of both sexes. Managers, The 
Central Committee of the Ro3^al Albert 
Institution, Lancaster, Res. Med. Supt,, 
Dr. C. J • Henderson. Secretary, Samuel 
Keir. (Class A.) See also Advt., p. 83 
Seafield House , Waterloo Road, Sea.forth, 
near Liverpool , 21. 101 male, 134 female, 

feeble -minded children. Managers, Liver¬ 
pool City Council, Liverpool. Res. Supt. 
in Charge, A. Armitage. (Class B.) 
Seaforth station, L.M. & S.R., | mile. 


LEICESTERSHIRE. 

Leicester Frith, Qroby Road, Leicester . 
150 males, 187 females. Supt., Miss 3ST. 
Russam. Managers, City of Leicester 
Mental Deficiency Committee, Alliance 
Chambers, Horsefair Street, Leicester. 
(Class A.) Leicester, 2 miles. 


LONDON. 

South Side Home, Streatham Common, 
$.W.16. 80 females (London cases only). 

Managers, L.C.C. Mental Hospitals Com¬ 
mittee. Res. Supt., Miss H. G. Hollyer. 
(Class A.) Streatham, S.R., J mile. 

The Helping Hand Home, 18, Cathcart 
Hill, N. 29 females. High-grade mental 
deficients. Supt., Miss M. M. Hodgotts. 
Med. Supt., Dr. Helen Gillespie. Managers 
Committee: Hon. Sec., Mrs, Geoffrey 
Russell, J.P., 17, Church Row, Hamp¬ 
stead, N.W.3. (Class A.) Tufnell Park 
Tube, 3 minutes. 

St. Teresa's, 97, Belmont Hill, Lewisham * 
120 females. Supt., Sister A, Friel. 
(Class A.) 

Fountain Mental Hospital , Tooting 
Grove, Tooting Graveney, S.W, 17. 670 
low-grade unimprovable children (London 
cases only, of both sexes). Managers, 
L.C.C. Mental Hospitals Committee. Res. 
Med. Supt., J. Nieoll, M.D., C.M., D.P.H. 
(Class B.) Tooting Broadway, C. & S.L.R. 
mile. 


MIDDLESEX. 

All Souls' Special School, Field Heath 
House, Hillingdon. 120 educable females 
under 16. Secretary, Westminster Di¬ 
ocesan Education Fund, Archbishop’s 
House, Westminster, S.W.l. (Class A.) 


Bramley House, Clay Hill, Enfield. 50 
females. Managers, Middlesex County 
Council. Supt., Miss A. Swift, Vis. Med 
Officer, Dr. Fleming. (Class A.) Gordon 

Hill, If miles. 

St. Raphael's Institution , The Butts , 
Brentford. 60 females. Supt., Miss A. 
Dwyer. (Class A.) Brentford Southern 
Electric, 5 minutes’ walk. 

* Walsham Home and Hostel , 04, St. 
Ann's Hill , Wandsworth. 15 feeble¬ 
minded girls. Sec., Sister George, Church 
Army, 55, Bryanston Street, Marble 
Arch, W.l. (Class A.) Ciapham Junc¬ 
tion, 5 minutes by tram. 

Nor mans field, Teddington. 150 males 
and females of all ages. Med. Supt., Dr. 
R. L. Langdon-Down. (Class G.) 

See also Advtp. 85 

* Alexander House , 117, High Street, 
Uxbridge. 24 females over 16. Vis. Med. 
Off., Dr. Black. Lay Supt., Miss A. B. 
Oswell. (Class D.) 

Conifers, Teddington. 22 females and 
3 male children. Med. Supt., Dr. R. L. 
Langdon-Down. (Class D.) 

Trematon, Teddington. 24 males, 
Med. Supt., Dr. R. L. Langdon-Down. 
(Class D .) 

NORFOLK. 

* Rockingham Institution, Norfolk. For 
both sexes. Supt,, W. L. Hill, (Class A.} 

NORTHUMBERLAND. 

Prudhoe Hall Colony , Prudhoe-on-Tyne. 
581 of both sexes. Med. Supt., G. McCoull, 
M.D. Supt., Miss N. M. Hawkes. High 
and Low Grades. (Class A.) Prudhoe 
station L, & N.E.R. 


NOTTINGHAMSHIRE. 

Rampton State Institution, near Retford. 
Both sexes of dangerous or violent pro¬ 
pensities. 652 males, 499 females. Med.,, 
Supt., F, E. E. Schneider, M.D., D.P.M. 
Managers, The'Board of Control, Caxton 
House West, Tothill Street, S.W.l. 
(Glass A.) 

SOMERSET. 


112, Walcot Street, Bath , 66 females. 
Hon. Vis. Med. OS., Dr. D. L. Beath. 


Supt., Miss H. D. Stegeman. (Glass A. 

Stoke Park Colony, Leigh Court, Abbot's 
Leigh, nr. Bristol. 280 females. Managers 
The Incorporation of National Institutions 
for Persons requiring Care and Control. 
(Class A.) AL 

*Rock Hall Home, Combe Down, Bath . ; 
18 males, 20 females. Supt,., Miss JL/S 
Davison.' (Class A.) ,, ,v 

*¥atton Hall, Yatton, near Bristol (mi& I? 
lary premises to SimdMU , Park). 70" df: 
both sexes (85 under 18 years, 11 youh|t 
women). Managers, 1 Somerset, County 
Council, Supt., Miss J. McGill* ■■' (Class A.) 
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/<7 iRU, hydrayj. ]«»] 

I**.-* and On inn las-, of 10 years and 
ever, and school children under Edu- , 
cation Act. ArciRary Institutions at IFt*/ ! 
End House, $hc)ji r >'< Mallet, females 120. ' 
Cambridge House. Fbu. Bourton, males Id 4. 
and Yattor, Had, Tatton. males .‘03, fenudrs 1 
43. Managers, Somerset Coni, tv Council. 
Med. Supt.. Dr. T. A. Dandy. (All 
Class A.) Bishop’s Lyueerd, 1 mile. 

* West End H-vose. Shrntoh Mullet (anril- , 

lary premises t.o Sun-ilAll Park). 120 ; 
females of 30 years and aver. Managers, ! 
Siimerser County Council. Med. Supt.. : 
Dr. G. W, .). Maekav. Lady Supt., E. B. j 
Stalker. (Cla«.J.) j 

* Cambridge Hu use, Fla r Bondou,, Bristol j 
j, ancillary premises to Sandhill Park), j 
104 males of 1 rt years and ever. Managers, j 
Somerset County Council. Supt., Mr. W. j 
Lombard. {Class A.) 

STAFFORDSHIRE. j 

New Crow Indltuiioi >, Mental Wards, | 
Wolverhampt'W. 7 mules, 5 females, j 
Managers, County Borough. Council of j 
Wolverhampton. Supt., T. D. Knliinson. , 
(Claw B.) j 

Sed*jley Puhlir Assistance Institution, j 
Dudley, Staffordshire. 50 males, 05 j 
females. Med. Officer, S. W. Cummings, j 
Managers, Staffordshire County Council. 
Master, F, Hopkin. (Claw B.) Dudley, j 
1 1 in ilea. 

*Stallington Hall, Blythe Bridge , Stoke- - 
on-Trent. 33 males. 44 females. Supt., ’ 
Miss M. A. Cahill. {Class J.) 

SUFFOLK. 

Hand ford Home, Danelagh Road, Ips- 
inch. *22 high-grade females. Managers, 
Ipswich Corporation. Supt,, Miss D. B. 
Miller. (Class A.) 

*St. Joseph's Home , The Croft , Sudbury. 
27 high-grade females. Lady Supt., 
Sister Catherine. {Class A.) 

SURREY. 

* Eagle Home, London Road, Mitcham. 
For females. Supt., Miss M. Blandford. 
(Class A.) 

* Ellen Terry National Home, for Blind 
Defective Children , Wray Park Road, 
Reigate , For both sexes. Matron-Supt., 
Miss E. M. Cooke. (Class A.) 

Far infield, Harley, Surrey. 141 males 
of criminal experience or intractable 
disposition {London eases only). Mana¬ 
gers, L.C.C. Mental Hospitals Committee. 
Res, Supt. A. J. Oldfield, (Class A), 
Hurley, 3 miles. 

Royal Eads-wood Institution , Redhill. 
330 males, 270 females (including small 
boys). Res. Med. Supt., Dr. S. Lang ton. 
Sec., Mr. H. Stephens, 14, Ludgate Hill, 
,E.C.4, (Class .4.) See also Adpt., p. 75 


Tht Manor, Epsom, Surrey. 3 292 (both 
sixes'!. /London cases only). Managers, 
L.C.C. Mental Hospitals Committee. Res. 
Med. Sunt... E. S. Litteljohn, M.R.C.S., 
L.R.C.P. (Class A,.) Epsom,S.R., X mile. 

CaUrham Mental Hospital, Caterham , 
Surrey. 2103 London cases only (both 
sexes). Managers, L.C.C. Mental Hospi¬ 
tals Committee. Res. Med. Supt., T. 
Lindsay, M.D., F.R.C.S., D.P.M. (Class B.) 
Caterham, S.R., XJ miles. 

SUSSEX. 

*The Hermitage Training Home, Fair- 
warp, near Urkfield. For females. Supt., 
Miss M. \Valton. ( Class A . ) 

*Tubwell Farm, Jarvis Brook, near Crow- 
borrmgh. For males only. Managers, The 
Guardianship Society, S, Grand Parade, 
Brighton. Med. Director, Dr. S. E. Gill. 
Supts., Mr. and Mrs. T. Wells. 

WARWICKSHIRE. 

* Agatha Stacey Home, Rednal, near 
Birmingham. 40 females. Xon-Res.Med. 
Supt., Dr. C*. Louis Hawkins, Dunedin, 
Burnt Green. Lay Supt., Miss D. O. 
Hall. (Class .4.) Barnt Green, 3 miles. 

Colcshill Hall, near Birmingham . 180 

maies, 240 females. Res. Med. Supt., Dr. 
H. Freize Stephens. (Class A.) 

Great Barr Park Colony , Great Barr, near 
Birmingham. 315 males 341 females. 
Cot and chair cases, both sexes, 27. Res. 
Med. Supt., Dr. D. M. Macmillan. (Class A .) 
Great Barr, L.M.S., 2§ miles. 

Midland Counties Institution, KnowU, 
near Birmingham. 200 males. Supt., 
S. H. Thornton. Med. Officer, J. O. 
Holiick, M.B. (Class A.) Knowle, 
G.W.R., 10 minutes. 

Monyhull Colony, Monyhidl Hall Road, 
King's Heath, Birmingham . 583 males, 

660 females. Med. Supt., Dr. A. M. 
McCutcheon. ( Class A.) 

Warwickshire Weston Colony, Weston- 
under- Weatherley, near Leamington Spa. 
32 males, 107 females. Supt., A. B. Lane. 
(Class A.) 

WILTS. 

Devizes Poor Law Institution. 16 
females, 32 males. Managers, Devizes 
Area Guardians Committee. Supt., S. 
Balsh-Ward. (Glass B.) 

Public Assistance Institution, Senington, 
Trowbridge . 22 males, 36 females. Mana¬ 
gers, Trowbridge Area Guardians Com¬ 
mittee. Supt., C. F. Dicey. (Class B.) 
Melksham, 2| miles. Trowbride, 3 miles. 

WORCESTERSHIRE. 

Besford Court Catholic Mental Welfare 
Hospital, Besford, near Defford. 250 
senior, 130 junior, males. Res. Manager, 
and Supt., Rev, P. F. M. McSwiney. 
( Class A.) L.M.S., Defford, 2 miles. 

G.W.R., Pershore, 4 mites. 
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YORKSHIRE. # i 

(The Kepstorn Institution, Kirkstall, 
Leeds. 40 adult females. Managers, 
Leeds City Council. Executive Officer, 
Mr. S. Wormald, 38, Park Square, Leeds. 
Matron, Miss A. Riley. (Glass A.) 

Meanwood Park Colony , Meanwood , 
Leeds. 163 males, 268 females. Managers, 
Leeds City Council. Executive Officer, I 
Mr. S. Wormald, 27, Blundell St., Leeds 1. 
Med. Supt., Dr. Walter Lister, O.B.E. 
(part time non-resident). Matron, Miss 
C. Sin-tees Wilson. (Class A.) Leeds, 

3 miles. I 

Mid-Yorkshire Institution. Whixley , 

York. 214 males. Managers, The Mid- 
Yorkshire Joint Board. Supt., Wilfred 
Lombard. {GlassA.) Cattal,L. & N.E.R., 

10 minutes. 


CARMARTHENSHIRE. 
Pantglass Hall , Llanfynydd Road) Car¬ 
marthen . For 117 females. Supt., Miss 
M. C. Treharne-Jones, (Glass A.) 

FLINT. 

Coed du Hall Certified Institution , 
Rhydymwyn , near Mold , Flintshire. For 
females. Supt., Miss M. P. Elder. Non- 
Res. Med. Supt., Dr. Arwel Thomas. 
{Class A.) Rhydymwym, L.M.S., 1 mile, 

GLAMORGANSHIRE. 

*Hemol Castle, Pontyclun, Glam. 100 
males. Drymma Hall, Skewen, near Neath. 
79 females. Res. Med. Supt., Dr. E. 
Lewis. {Class A.) 

STIRLINGSHIRE. 

The Royal Scottish National Institution, 
Larbert. For 660 pupils of both sexes 
and all grades. Res. Med. Supt., T. R. C. 
Spence, M.C., M.B., Ch.B. {Classes A , O.) 


INSTITUTIONS AND HOMES FOR INEBRIATES. 

Those marked with an asterisk (*) have not returned our form sent for correction. 
Licensed under the Acts, 1879-1900. 

The patient must sign a Form expressing a wish, to enter the Home, before a magistrate. 
This can be done at the private residence of the patient, or at the retreat, if previous notice 
has been given. Two friends must also sign a declaration that they consider the patient an 
* Inebriate 1 within the meaning of the Acts. 


f NOTH—BcclesMd, Staplehurst, is a 
Males Only. 

HERTS. 

* Dairy mple IIouse, Rick mansworth . Ap - 
ply to Res. Med. Supt, Rickmansworth 
station, Joint G.C. and Metropolitan 
Railway, £ mile ; L.M. and S.R., 1 mile. 


WARWICKSHIRE. 

Caldecote Hall, Nuneaton. (O.E.T.S. 
Institution.) Re s. Med. Supt., Alfred 
E, Carver, M.D. Nuneaton, 2Jr miles. 

See also Advt., p. 86 


Roman Catholic Religious Institution. 

Females Only. 

KENT. 

Ecclesfield, Staplehurst .f Med. Supt., 
Dr. A. M. Jamieson. Apply, Mother 
Superior. Staplehurst, 1| miles. 

SURREY. 

Spelthome St. Mary, Thorpe, near Chert- 
sey. Apply to the Sister Superior, 
C.S.M.V. Med. Supt., Dr. W. Dale. Vir¬ 
ginia Water, 1 mile. 

ANTRIM. 

*The Lodge Retreat, Dundela Avenue , 
Holy wood Road, Belfast. Med. Attend., 
Muriel Price, M.B., D.F.H. Matron, Miss 
E. M. Watt. Stations 20-30 minutes by 
tram. 


Unlicensed Homes. 


DEVON. 

*Bay Mount, Paignton. Small private 
home for both sexes. Res. Med. Supt., 
Dr, Stanford Park. 

KENT. 

Old Hill House Ltd., Chislehurst. Med. 
Supt., Dr, Norman Vernon, M.R.C.S., 
L.R.C.P. Chislehurst station, 4 minutes. 


SUFFOLK. 

* Norwood Sanatorium Ltd., RendUsham 
'Hall, Woodbridge. Wickham Market sta¬ 
tion. Telephone and Telegrams: Wick¬ 
ham Market 10. See also Advt., p, M 
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SANATORIA FOR TUBERCULOSIS 
.PULMONARY AND NOX-PULMONARY 

Tiioie marked with an asterisk ■'*) have net returned our form sent for correction. 


BEDFORDSHIRE. 

Dan&xwoad Scifiatof'ium, Woburn Sands. 
For indigent Jewish patients, Med. Off., 
Dr. W. A. Bantes. Hon. Set?., -Miss 
Scniesingvr, 24, Queen’s Court, Queen’s 
Bead, W.2. Woburn Sands (L.3X. re S.R.) 
1| miles. 

The Bedford,shire Count'!/ Sanatorium, 
Mogerhanger Park , Sandy. Med. Supt., 

G, Or. Welch, 3I,D. Sandy station, 2f 

miles. 

CAMBRIDGESHIRE. 

Pajncortk Village Settlement, Cambridge. 
Med. Director, Sir Pendrili Farrier-Jones, 
M.A., F.R.C.P. Huntingdon station, t> 
miles ; Cambridge, 12 miles. 

CHESHIRE. 

*£aguley Sanatorium, Baguley. For 
Manchester cases. Res. Med. Supf., 

H. G. Tr&yer, M.B., D.P.H. Baguiey, 

1| miles. 

Clcaur Sanatorium for Children , Heswall. 
200 beds. Med. 5 apt., J. B. Me Oman, 
31.D. Res, Med. Officer,-Margaret 31 ulvein, 
31,B., Gh.B. Matron, Miss D. Keisall. 
Heswall, 1| miles. 

* Pat £ Lancashire Tuberc ulosis Colony and 
Sanatorium, Barroivmore Hall, tit. Barrow , 
Chester. Occupational treatment. Res. 
Med. Supt., Dr. E. L. Sandiland. Chester, 

6 miles. 

Nab Top Sanatorium, Marple. For 
residents of Salford only. Res. died. 
Supt,, H. 31. Fleming, 31.D. Rosehiil 
(Marple) station, §• mile. 

CORNWALL. 

The Cornish Riciera Sanatorium, Rout - 
hill, Penzance. 3Ied. Supt., Dr. F. 
Chown. Penzance, 13 miles. 

CUMBERLAND. 

Blencathra Sanatorium , Threlkeld. Res. 
Med. Supt., Dr. W. Goodchild. Threl- 
keld, L.M. & S.R., 2 miles. 

See also Advt., p. 89 

DERBYSHIRE. 

Derbyshire County Sanatorium, Walton, 
mar Chesterfield, Med. Su.pt,, A. N. 
Robertson, >LD. Chesterfield, 1| miles, .i 

DEVONSHIRE. 

Devon and Cornwall Sanatorium , Did- 
worlhy, South Brent. For consumptives 
of the two counties. See., S. Garble 
Davis, Eacp, 5, Princess Square, 1 

Plymouth. Res. 3Ied. Off., Dr. A. T. I 
Bofctinson. Brent, G.W.R., 2 miles. 


Devon County Sanatorium, Hawkmoor, 
Bovey Tracey. Res. 3Ied. Supt., Dr. B. L. 
3lidgiev. Bovey, 3 miles; Lustleigh, 2 
miles. 

*“ Whited iff ” Tuberculosis Hospital , Tor¬ 
quay. 31ed. Supt., Dr. R. L. 3Iidgley. 
Torre station, 2 miles. 

DURHAM. 

* Felix House, Middleton St. George , 
Darlington . Res. 3ied. Supt., C. S. 
Steavenson, 31.B. Dinsdale, L. & N.E.R., 

: 3 minutes. 

* Sanatoria of the Durham County Council; 

■ Earls House Sanatorium , near Durham. 

■ 3Xed. Supt., J. 3Ienzies Cormack, M.B., 
Ch.B., D.P.H. Holywood Hall, Wolsing- 
ham. Res. 3Ied. Supt., J. W. Gray, M.D. 
Wolsinghamstation, L. & N.E.R., 1£ miles. 
Seaham Hall, near Seaham Harbour. Res. 
Med. Supt., Dr. W. C. Pinkney. 

Sanatoria of the Durham County Con¬ 
sumption Society . Sec., Mr. F. Forrest, 
54, John Street, Sunderland. Vis. Med. 
Supt., Dr. G. S. Robinson. For men and 
boys: Horn Hall, Stanhope. 3Ied. Off., 
Dr. J. O’Hara. Stanhope station, I mile. 
For women and children : The Leazes 
House, Wolsingham. Med. Off., Dr. J, F. 
3IcConchie. Wolsingham station, f mile. 

ESSEN. 

*Blaek Notley Sanatorium, Braintree. 
Res. 3Ied. Supt., Dr. 31. C. Wilkinson. 
Sec., Clerk of County Council, Shire Hall, 
Chelmsford. Crossing, 1 mile. 

Merivale Sanatorium , Sandon , near 
• Chelmsford . Res. Med. Supt., H. 3ST. 
3Iarrett, H.R.C.S., L.R.G.P. Chelms¬ 
ford station, L. & N.B.R., 3| miles. 

West Ham Sanatorium, Dagenham , for 
adults ; Langdon Hills Sanatorium, Bain- 
don, for children. Med. Supt., Dr. G. M. 
Mayberry. 

GLOUCESTERSHIRE. 

Frenchay Park Sanatorium and Ortho¬ 
paedic Hospital for Bristol Children, 
Frenchay , near Bristol. Res. Med. Supt., 
Dr. C. J. Campbell Fail!, Under the con¬ 
trol of the 31.0.H* Dept., Bristol. Staple 
Hill station, L.M. & S.R., !$■ miles. 

*SaXterley Grange Sanatorium, near Chel¬ 
tenham. Res. Med. Supt., Dr. D. * J. 
Peebles. Leekhampton, 2| miles ; Chel¬ 
tenham, 3f miles. 

Standish House Sanatorium , Stonehouse. 
Rea. Med. Supt., W. A. Dickson, M.D., 
M.R.C.P.Ed,, F.R.O.S. Stonehouse, 
G.W.R., 1£ miles ; L.M.&S.R., 2| miles. 
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The Cotsmold Sanatorium? Cranham, 
Gloucester. Res. Med. Supt., Geoffrey A. 
Hoffman, B.A., M.B., T.C. (Dub.); Res. 
Asst. Phys., Margaret A. Harrison, M.B., 
B.S. (Loud.); Pathol., Edgar N. Davey, 
M.B., B.Ch.; Cons. Laryng., Cassidy de W. 
Gibb, F.R.C.S.Edin ; Cons. Dental Surg., 
George V. Saunders, L.D.S., R.C.S., Lond. 
Cheltenham, Gloucester, or Stroud, all 
8 miles. Phone, Witcombe 81 and 82. 

See also Advt.? p. 80 

HAMPSHIRE. 

Hants County Council Sanatorium? 
Chandler's Ford. Res. Med. Supt., Dr. 
W. J. Hart. Chandler’s Ford, 1 mile. 

Linford Sanatorium? Ringwood. Res. 
Med. Supts., A. de W. Snowden, C.B.E., 
M.A., M.D., B.Ch.—Dr. A. G. E. Wilcoek. 
Ringwood, 3 miles. See also Advt.? p. 89 
Royal National Hospital for Consump¬ 
tion? Ventnor? Isle of Wight. Med. Supt. 
Dr. G. Oliver Hempson. Sec., H. R. 
Rowe, 18, Buckingham Street, Strand, 
W.C.2. See also Advt.? p. 89 

Royal National Sanatorium for Consump¬ 
tion and Diseases of Chest? Bournemouth. 
Sec., A. G. A. Major. Sen. Med. Off., D. 
A, Hutcheson, M.D. Bournemouth Cen¬ 
tral, 1£ miles ; Bournemouth West, } mile. 

The Firs Home? Bournemouth (for ad¬ 
vanced cases of consumption). Hon. See., 
Col. R. F. Anderson. Hon. Treas., A. J. 
Drewe, Esq. Hon. Med. Offs., C. P. 
Woodstock, M.D., and L. R. Olver, M.B., 
F.R.C.S. Lady Supt., Miss Goodrich. 
Bournemouth Central, £ mile. 

HERTS. 

Hertfordshire County Sanatorium? Ware 
Park? Ware. Res. Med. Supt., Herbert 
Sharpe, M.R.G.S., L.R.C.P. Ware, 2 ! 
miles ; Hertford, 2 miles. 

Sanatorium of the National Children's 
Home and Orphanage? Harpenden. Vis. 
Phys., T. N. Kelynack, M.D., J.P. and 
A. V. Kelynack, M.R.C.S., L.R.C.P Prin¬ 
cipal, Rev. John H. Litton, Highbury 
Park, London, N.5. Harpenden station, 
L.M. <& S.R. See also Advt.? p. 86 

KENT. 

*Grosvenor Sanatorium, Ashford. Res. 
Med. Supt., J. A. Milne, M.B., Ch.B., 
D.P.H. Ashford Junction, 2 miles. 

Sanatorium of “ National Association 
for the Establishment and Maintenance of 
Sanatoria for Workers suffering from 
Tuberculosis?" Benenden. Res. Med. 
Supt., Dr. C. E. H. Anson. Biddenden, 

3 miles. 

LANCASHIRE. 

Broadgreen Sanatorium? Edge Lane 
Drive? Liverpool? 14. Res. Med. Supt., 
Dr. F. O. Thomas. Broadgreen station, 

| mile. 


Fazakerley Sanatorium, Longmoor Lane , 
Liverpool , 9. Res. Med. Supt., Walter 
Crane, M.D., D.P.H. Fazakerley station, 
i mile. 

High Carley Sanatorium (including 
Oubas House Children's Sanatorium), 
Ulverston. Res. Med. Supt., G. Leggat, 
M.B., Ch.B., D.P.H. Ulverston, % miles. 

Liverpool Sanatorium for Consumptives? 
Delamere Forest? Frodsham. Sec., W. H. 
Rayner, Liverpool Hospital for Con¬ 
sumption, Mount Pleasant, Liverpool. 
Res. Phys., Alfred Adams, M.D., D.P.H. 
Frodsham or Helsby, L.M. & S. & G-W.R. 
3$ miles. 

Manchester Hospital for Consumption 
and Diseases of Throat and Chest? Hardman 
St.? Deansgate? Manchester (Out-patients), 
Sec., W. Hunt. St. Anne's Home? Bowdon? 
Cheshire (In-patients, Ear, Nose and Throat 
Dept.). Res. Med. Off., Dr. N. F. Kirk- 
man. Crossley Sanatorium , Delamere? 
Cheshire . Res. Mecl. Off., Dr. G. Heath- 
cote. (For poor and working classes, after 
personal examination at Manchester.) 

Strinesdale Sanatorium? Oldham. Med. 
Supt., Dr. J. B. Wilkinson. Oldham, 2 
miles. 

Wilkinson Sanatorium for Consumptives? 
Sharpies? Bolton. Med. Off., Dr. W. 
Holland. Bolton, 2 miles. 


LINCOLNSHIRE. 

Holland Sanatorium? Boston. Med. 
Supt., W. G. Booth, M.D., D.P.H. 
Boston, 1 mile. 


LONDON. 

City of London Hospital for Diseases 
of the Heart and Lungs? Victoria Park? 
E.2. Apply Secretary. ’Bus, Tram or 
Rail, L.N.E.R., Cambridge Heath. 

* Royal Chest Hospital , 231, City Road, 
E.C.l (Section of the Royal Northern 
Group of Hospitals), Res, Phys., Dr. 
I. 0. Thorburn. Apply, Secretary. 

Clare Hall County Sanatorium , South 
Mimms? Barnet. Res. Med. Supt., F. A. H. 
Simmonds, M.A., M.B., D.P.H. Sec., 
The Clerk, Guildhall, Westminster, S.W.l. 
Potter’s Bar station, 3 miles. 

Middlesex Gounty Sanatorium , Hare- 
field. Res. Med. Supt., Dr. J. R. 
McGregor. Sec., Clerk to the County 
Council, Guildhall, Westminster, S.W.l. 
Denham station, 3 miles. 


NORFOLK. 

*Kelling Sanatorium, Holt. Res. Med. 
Supt., Dr. J. I. W. Morris. Holt station, 
1£ miles. 
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JJundesley Sanatoria: »i, Mundesley. lies. 
yyd. >Sup:s.» S. Vere Pearson. M.D., 
E. C. YVynne-Edwards, M.B., F.R.C.S. 
(Edin.j.and Geo. H. Day, M.D. (Canr-ab.), 
Mundesley, I mile. See also AdrL. p. 00 
I he Children's Sanatorium, Incorporated , 
?tsar Holt* Norfolk. Vis. Med. Off., Dr. 
H. F. Skrimshire. Hon. See., Mrs. G. 
Monro, Carnegie House, ill, Piccadilly, 
W.l. Holt, 1 mile. 

NORTHAMPTONSHIRE. 

* Ureal on Sa»za\tor l u m , Creaton , Norihamp- 
ton. Ties. Med. Supt., E. X. W. Starkie, 
M.A., B.Cii., M.R.C.S., L.R.C.P. Brix- 
worih, L.M. *Sc S.B., 3 miles. 

NORTHUMBERLAND. 

Chil Ireiis Sanatorium* Stannington. Res. 
Med. Supt., Dr. Elsie F. Farquharson, 
M,A. Matron, Miss I Campbell. Stan- 
niagton station, 2 miles. 

The Nemmtle-an-Tym Sanatorium, 
Barr afford. Res. Med. Supt., Dr. C. G. 

K. Goodwin. Barrasford, L. & N.E.R., 

4 miles. 

Wooley Sanatorium , Hexham. Res. Med. 
Supt., Dr. R. Cunningham. Corbridge, 

5 miles. 

NOTTINGHAMSHIRE. 

.Ransom Sanatorium, Itainworth , near 
Mansfield (Notts County Council). Res. 
Med. Supt,, Dr. C. L. Crawford Crowe. 
Mansfield, 3 miles. L.M.S. or L.N.E.R. 

OXFORD. 

Berks and Bucks Joint Sanatorium, 
Peppard Common. Res. Med. Off., Dr. 
Esther Carling. Reading, miles. 

SHROPSHIRE. 

Cheshire Joint Sanatorium, Market Dray¬ 
ton, Salop. Res. Med. Supt., Dr. Peter 
W. Edwards. Market Drayton, 4| miles. 

King Edward VII Memorial Sanatorium, 
Shirhtt, near Bromley. Res. Med. Supt., 
Dr. F. T. Turner. Much Wenlock station, 
3 indies. 

SOMERSETSHIRE. 
*Nordrach-upon-Mendip, Blag don, near 
Bristol. Res. Med. Supt., Gordon Tippett, 
M.B.» M.R.C.S., L.R.C.P. 

St. Michael's Home for Pulmonary 
Tuberculosis, Axbridge . For members of 
the Church of England. Med. Off., Dr. 
St. John Kemxn. Apply, Sister-in-charge. 

SUFFOLK. 

Normanston Hospital, Oulton Broad , 
Lowestoft. Med. Supt., M. A. MacDonald, 
M.O., M.B.,Ch.B. Oulton Broad, N M |m. 

East Anglian Sanatorium, and Mailings 
Farm Sanatorium for poorer men and 
women patients, and East Anglian Chil¬ 
dren's Sanatorium, Nay land. Med. Supt., 
Dr. Jan© Walker, C.H., J.P., and Dr. G. E. 
Soltau, J.P. Bures station, L.N.E.R., 3£ 
miles; Colchester, 8 miles. 


SURREY. 

*Brampton Hospital Sanatorium, Frimley. 
Res. Med. Supt., Dr. R. C. Wingfield. 
Frimley station, 2 miles. 

* Burrow Hill Sanatorium Colony, St. 
Catherine's Road , Frimley. For youths 
between 14 and 19 years. Res.* Med. 
Supt., Dr. Alex. Hill Maopherson, Frimley 
station, 1£ miles. 

Church Army Sanatorium for Pre-tuber - 
cular Boys, Heath End. Ages 8 to 15 
Med. Off., Dr. W. B. Vaile. Sec., Capt'. 
Hanmore, Church Army, 55, Bryanston 
Street, W.l. Aldershot, 14 miles. 

Prior Place Sanatorium , Heather side, 
Camberley. Res. Med. Supt., Dr. H. 0. 
Blanford. Camberley, 2 miles. 

Surrey County Sanatorium , Milford. 
Res. Med. Supt., Dr. R. J. Allison. Milford 
station, S.R., £ mile. 

SUSSEX. 

Darvell Hall Sanatorium, Robertsbridge 
(East Sussex County Council). Res. Med. 
Off., Dr. J. R. Dingley. Robertsbridge, 
S. R., | mile. 

Eversfield Chest Hospital , West Hill, 
St.Leonards. Med. Supt.,Dr. V.St.George 
Vaughan. West St. Leonards, S.R. ; 
West Marina, S.R., within 5 mi nutes’ walk. 

Fairlight Sanatorium, Hastings , in con¬ 
nection with Margaret Street Hospital 
for Consumption (for Out-Patients), 26, 
Margaret St„ W. Sec., Miss D. M. Fenn. 
Med. Supt., Dr. N. F. Stallard. Hastings* 
*King Edward VII Sanatorium , Mid¬ 
hurst. Res. Med. Off., Geoffrey O. Todd, 
M.B., Ch.M.» M.R.C.P.; 1st Asst., Edward 
M. Turner, M.R.C.S., L.R.C.P.; 2nd Asst., 
Hugh Ramsay, M.B., B.S., M.R.C.S. 

L. R.C.P. Midhurst, 4 miles. 

Municipal Sanatorium , Brighton (for 

Brighton townsfolk only—pulmonary and 
joints). Med. Supt., Dr. Duncan Forbes, 

M. O.H., Royal York Buildings, Brighton. 
Brighton Central station, IJ miles. 

Rudgwick Sanatorium , Rudgwick. Vis. 
London Phys., Dr. Annie McCall. Rudg 
wick station, 7 minutes. 

WARWICKSHIRE. 

City Sanatorium, Yardley Green Road, 
Smallheath , Birmingham 9. Res. Med. 
Supt,, Dr. G. B. Dixon. Stechford, 
L.M. & S.R. 

WESTMORLAND. 

Westmorland Sanatorium , Meathop, 
Grange-over-Sands. Res. Med. Supt., 
J. Munro Campbell, M.B., Ch.B., D.P.H. 
Grange-over-Sands station, 2 miles. 

WILTS. 

Winsley Sanatorium, Winsley, near 
Bath. 134 beds, 17 for “'paying” patients. 
Res. Med. Off.; A. J. P, Alexander, M.D. 
(Beif.)., M.R.C.P. (Ire)., M.R.C.P. (Bond.). 
Limpley Stoke station, 1 mile. 
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WORCESTERSHIRE. 

King Edward VII Memorial Sanatorium, 
Knightioick, near Worcester. Free to 
County patients. Res. Med. Supt., Dr. 
H. Gordon-Smith. Knightwiek, 1| miles. 

Prestwood Sanatorium, Stourbridge. Res. 
Med. Supt., Dr. J. Stevenson, M.G. 
Stour bridge, 3 miles. 

RomsUy Hill Sanatorium, Halesowen. 
Res. Med. Supt., Dr, D. J. Peebles. 
Birmingham Corporation Sanatorium. 
Halesowen, 4| miles. 

YORKSHIRE. 

Bierley Hall Sanatorium, Bierley Lane, 
Bradford. For 60 men and women. Res. 
Med. Supt., Dr. W. S. Burnet. Brad¬ 
ford, 3 miles. 

*Eastby Sanatorium for Boys , Skipton . 
Res. Med. Supt., Dr. Catherine Arnott. 
Ernbsay station, 2 miles. 

* Eld wick Sanatorium, Bingley (West 
Riding County Council school for phthisical 
children). Med. Off., Dr. Margaret S. 
Sharp. Bingley station, 2 miles. 

Gateforth Sanatorium , near Selby, Leeds. 
Res. Med. Supt., Dr. A. C. Meek. Leeds 
Sanatorium for Consumptives , Killingbeck ; 
and Children's Sanatorium, ** The Hollies 
Westwood, Leeds. Hambleton, ll miles, 

L. N.E.R. 

Middleton Sanatorium, near Ilkley. 
Res. Med. Supt,, Dr. Raeburn. Ilkley, 

2 miles. Ben Rhydding, 1£ miles. 

The City Sanatoria, Sheffield; Crimicar 
Lane Sanatorium (males); Commonside 
Sanatorium (females); Winter Street Sana¬ 
torium (both sexes); Nether Edge Sana¬ 
torium (both sexes and children). Clinical 
Tuberculosis Off., H. Midgley Turner, 

M. D., D.P.H.' Sheffield, L.M. & S.R., 
4J miles. > 

Wensleydale Sanatorium, Aysgarth. 
Physicians, W. N. Pickles, M.D., B.S. and 
A. F. T. Ord, M.B., Ch.B. Aysgarth, & 
mile, via Northallerton, L. & N.E.B., and 
Garsdale Junction, L.M. & S.R. 

See also Advt., p. 91 

ANGLESEY. 

Penhesgyn-y-Gors Sanatorium for Chil¬ 
dren , Menai Bridge (King Edward VII 
Welsh National Memorial Association). 
Med. Off,, Dr. V. Bmrys Jones. Matron, 
Mrs, MacAulay. Menai Bidge, 3 miles. 

CARMARTHENSHIRE. 

*West Wales Sanatorium , Llanbyther. 
The Welsh National Memorial to King 
Edward VII. Res. Med. Supt., Dr. 
Henry A. Ross. Llanybyther station, 

3 miles. 

CARNARVONSHIRE. 
Pendyffryn Hall Sanatorium, Penmaen- 
mawr . Res. Pfiys., Dennison Pickering, 
MJX(Camb), and J. W. Costello, M.D., 
F.R.C.S. Penmaenmawr, L.M. & S.R., 
11 miles. See also Advt,, p* 90 


DENBIGHSHIRE. 

Abergele Sanatorium. For Manchester 
cases (children and adults). Med. Supt., 
J. E. Geddes, M.D. Matron, Miss E. J. 
Knowles. Steward, L. H. Aldcroft. 

, Abergele, 2 miles. 

Vale of Glwyd Sanatorium , Llanbedr 
Hall, Ruthin. Res. Med. Supt., H. 

, Morriston Davies, M.D. Ruthin station, 
2 miles. See also Advt., p . 91 

GLAMORGANSHIRE. 

Adelina Patti Tuberculosis Hospital, 
** Craig-y-nos," Pen-y-cae, Swansea. Res. 
Med. Supt., Dr. L. R. Clark. Craig-y-nos, 

{ 2 miles. 

i ABERDEENSHIRE. 

Tor-na-Dee Sanatorium , Murtle. Res. 
Med. Supt., Dr. J. M. Johnston. Murtle, 
I mile. See also Advt., p. 91 

ANGUS. 

Sidlaw Sanatorium, Auckterhouse, near 
Dundee. 80 beds for children. (In 
connection with Dundee Royal Infirmary.) 
Mod. Supt., H. J. C. Gibson, M.D. Vis. 
Phys., W. E. Foggie, D.S.O., M.D. Vis. 
Surg., R. 0. Alexander, F.R.C.S. Asst. 
Vis. Surg., J. J. Robb, M.G., F.R.C.S. 
Matron, Miss Ellen Norris. Sec., W. F. 
Ferguson. Auchterhousestation, 1| miles. 

ARGYLLSHIRE. 

* Argyll County Sanatorium, Benvoulin, 
Oban. 40 beds. Vis. Med. Off., Duncan 
MacDonald, J.P., M.D., M.B., C.M. 

AYRSHIRE. 

Ayrshire Sanatorium, Glenafton, New 
i Cumnock. Res. Med. Supt., E. E. Prest, 
M.D. New Cumnock, 2^ miles. 

EAST LOTHIAN. 

East Fortune Sanatorium, East Fortune . 
Res. Med, Supt., Ch&s. Cameron, M.D, 
East Fortune, § mile. 

i 

DUMFRIESSHIRE. 

*St. Fechan's Sanatorium, EccUfechxm, 
by Lockerbie. For Boys. Res. Med. Off., 
Dr. F. A. Collington. Ecclefechan station, 
I mile. 

FIFESHXRE. 

Sanatorium for Tuberculosis, Kirkcaldy. 

\ Med. Supt., Dr. G. W. McIntosh. Sec., 

| The Town Clerk. Kirkcaldy, 1 mile. 

INVERNESS-SHIRE. 

Grampian Sanatorium, Kingussie. Med. 

| Supt., Felix Savy, MJD.» J-P. Kin- 
I gussie, | mile. 

Inverness-shire Sanatorium , Invergarry, 
Aberchalder . Med. Supt., J. Barton, MX)., 
M.A., M.D. Aberchalder, 2 miles. 
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PEEBLESSHIRE. 

j lay,':-* Valle:*’ Senator Aon , Feeble a. lied. 
Off., W. M. Martin, M.B., M.R.C.P.E. 
Peebles, 4 miles: Lyue, U miles. 

R E NT R E VV S HI R E , 

Consumption Sanatoria of Scotland, 
Bridge of ‘nWr.-~BDs. Med. Supt., E. J. 
Fell I, M.B.. Ch.B., F.K.CN.E. See., Win. 
A. Findlay, Bridge of Weir, 2 miles. 

ROSS-SHIRE. 

*Se<Jforth. Sanaiorhe.hu Maryhvrqh. Med. 
Off.. Dr, \V. McLean. 

ANTRIM. 

Belfast Mvtd.fi pat SahaCwikm. White- 
obbf-'f. !!'■'.«. Med, Supt,, P. 8. Walker, 
M .1 B/1i„ B.Se., ThPAL White abbey, 

50 yards. 

Forster Own Hospital for Cor sumption 
and Chi Dk'nixi’.?, Fvrthreda, Belfast. 
Med. Snpt., B. R. Clarke. M.D. See., «T. 
Osborne, 09-103. Scottish Provident 
Building!*, Belfast. Bel fast, 2 miles. 

CORK. 

Cork County and. City Sanatorium, 
Heathers ide, Butternut. Res. Med. Supt., 
Dr. R. Ahern. Butternut, G.S, A W.R., 
6 miles. 


DOWN. 

*Rostrevor Sanatorium, Warrenpoint, 
Phys., Dr. J. A. O Tierney. Apply 
Secretary. 

DUBLIN. 

4 Pe.ammmt Sanatorium, Newcastle , Dub¬ 
lin . Res. Med. Supt., A. Barry, F.R.C.P J. 
.Lucan, 2 miles. 

WICKLOW. 

The Royal National Hospital for Con¬ 
sumption for Ireland, Newcastle , Wicklow, 
Res. Med. Off., C. Denys Hanan, M.D. 
O.S. RIys. to Newcastle, Co. Wicklow, 
2 miles. 

SWITZERLAND. 

Montana Hall (The British Sanatorium ), 
Montaiia-sur-Sierre. Res. Med. Supt., 
Hilary Roche, M.D., M.R.C.P. Nearest 
station Montana-siir-Sierre. 

See also Advt., p. 92 

*Park Sanatorium (formerly Sanatorium 
Turban }, Davos-Platz. Res. Med. Supt., 
F. Bauer, M.D. Davos-Platz, 10 minutes. 

See also Advt,, p. 87 

*The Schatzalp Sanatorium, Davos-Platz. 
Res. Med. Supt., Edward C. Neumann, 
M.D. Davos-Platz station and Schatzalp 
funicular. See also Advt., p. 93 


HYDROPATHIC ESTABLISHMENTS. 


Those marked with an asterisk (*) have n 
CHESHIRE. 

Hoylake Hotel (late West Kirby Hydro), ] 
West Kirby. Telephone : Hoylake 86. 
Kirby Park station, 5 minutes. Apply i 
Manageress. Nee also Advt., p. 104 | 

DERBYSHIRE. i 

Dockside Physiotherapeutic Establishment, \ 
Matlock, Cons.Phvs.,Dr.C. R.L’Estrange i 
Orine. M.R.C.P. (Loud.). Matlock, L.M. | 
& S.R. | mile. See also Advt., p. 99 
S medley's Hydro, Matlock. Resident ! 
and Via. Physicians. Matlock station, 4 j 
mile ; omnibus. See also Advt, p. 99 , 

GLOUCESTERSHIRE. 

The Bristol Hydropathic and Electro - ! 
therapeutic Establishment , College Green. \ 
Bristol. Ptes, Plivs., A. T. Spoor, M.A.. 
M.R.C.S., L.R.C’P. Res. Med. Supt., 
W. J. Spoor, M.B., M.R.C.S. 

HAMPSHIRE. | 

*The Bournemouth Hydro, 10 Durley i 
Gardens, Bournemouth West. Res. Med. ; 
Supt., L, T. Rose-Hutchinson, M.D. 
Bournemouth West station, mile. 

Nee also Advt., p. 99 
Linden Hall Hydro, Bournemouth. Pro¬ 
prietors, The Exton Hotels Co. Ltd. 


ot returned our form sent for correction. 

LANCASHIRE. 

Kenworthy's Hydropathic, Southport. 
Res. Phys., Dr. R. G. Clements, M.D., 
D.P.H., F.R.C.S. Chapel Street or Lord 
Street stations. 

*Smedley Hydro-Hotel , Southport { Birk- 
dale Park). Southport or Birkdale sta¬ 
tions, 5 minutes. 

LEICESTERSHIRE. 

Leicester Hydro Establishment , Museum 
Square, Leicester, Prof. Dr. T. Timson, 
D.Sc., F.P.C., London. L.M. & S.R., 
3 minutes. 

WILTSHIRE. 

* West of England Hydropathic, Limpley 
Stoke, near Bath. Apply the Secretary. 

YORKSHIRE. 

Craiglands Hydro, Ilkley. Res. Phys., 
Maurice R. Dobson, O.B.E., M.B., B.S., 
L.R.C.P., M.R.C.S. 

See also Advt., p. 99 

* Harlow Manor Hydro , Harrogate. 
Manageress, Mrs. Baxter. Harrogate sta¬ 
tion, 1 mile. 

Cairn Hydropathic Company Ltd., 
Ripon Road, Harrogate, Apply, Manager. 
Harrogate station, f mile. 
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The Harrogate Hydropathic Company 
Ltd., Harrogate (Medical Baths). Manager, 
Morton Chance. Harrogate station, l mile, 

M OB- A Y SHIRE. 

*Chmy Hill Hydropathic , Forres'. Vis. 
Phys., Dr. John 0. Adam. Forres, 1 
mil©. 

PEEBLESSHIRE. 

* Peebles Hotel-Hydropathic, Peebles. 
Med. Supts., Drs. A. Temple and G. E. 
Ord. Peebles L.M. /v S.R. & L. & N.E.R., 
h mile. 


nursing associations ani 

Those marked with an asterisk (*) have 
LONDON. 

*Cavendish Temperance Male Nurses' 
Corporation Ltd.. 54, Beaumont St., TT.l. 
(23, Upper Baggot St., Dublin ; 28, Windsor 
Terrace, Glasgow ; and 176, Oxford Hoad, 
Manchester.) See also Advtp. 81 

Male Nurses' Association , 29, York 
Street , Baker Street, W.l. Bee., W. J. 
Hicks. See also Advt., p. 80 

New Mental Nurses' Co-operation , 139, 
Edgware Road, London , W.2. Lady Supt., 
Miss Eva R. Crook. See also Advt., p. 7(5 


PERTHSHIRE. 

*Strathearn Hydro , Crieff. Res. Med. 
Supt., T. Gordon Meilde, M.B., C.M. 
Crieff station, 1 mile; Perth 17 miles. 


CORK. 

St. Ann's Hill Hydropathic , St. Ann's 
Hill , near Blarney, Cork. Res. Phya., 
Dr. R. H, Barter. Blarney North, 3 miles; 
Blarney South, \ mile. 


INSTITUTIONS FOR NURSES 

t returned our form sent for correction. 

The Nurses' AssocAation , 29, York Street, 
Baker Street, W.l. Sec., W. J. Hicks; 
Supt., Mrs. Millicent Hicks. 

See also Advt., p. 86 
*TJie Temperance Male, and Female 
Trained Nurses' Co-operation , 45, Beau¬ 
mont Street , IF.]. Sec., H. S. Sturgess. 

See also Advt., p. 79 

YORKSHIRE. 

The Retreat, Trained Nurses' Depart¬ 
ment, York. Apply to the Matron. 

See also Advt., p. 79 


PRIVATE HOMES FOR INVALIDS, MATERNITY HOMES, 
AND INSTITUTIONS FOR SPECIAL CARE AND TREATMENT. 

Those marked with an asterisk (*) have not returned our form sent for correction. 


CHESHIRE. 

The David Lewis Colony, Alderley 
Edge (for sane epileptics), and Colthurst 
House School (for epileptic boys and 
girls). Res. Director, Richard Handley, 
M.B., D.P.M. Alderloy Edge, 3 miles. 

See also Advt., p. 83 

DEVONSHIRE. 

Ockenden Convalescent Home, Warren 
Road, Torquay , Hon. Med. Oft*., Eric 
Catford, M.R.C.S., L.R.C.P. Lady Supt., 
Miss Glover. Torre and Torquay stations, 
1 mile. 

GLOUCESTERSHIRE. 

Dorset House , CUftoyi Down, Bristol. 
Functional nervous disorder—ladies and 
girls. Apply, Elizabeth Casson, M.D., 
D.P.M. See also Advt., p. xliv 

HERTS. 

The Archer Nerve Training Colony, 
Langley Rise, Ltd., King's Langley. 
(For functional nervous disorders). Vis. 
Physicians. Apply, Secretary. King’s 
Langley (L.M. & S.R.), 3 mile. 

See also Advt., p. 85 


LANCASHIRE. 

Home for Epileptics, Maghull, Liverpool, 
(for sane epileptics), and Chilton Home 
(certified as a special school for 82 epileptic 
children). Med. Officer, C. V. H. Nesbitt, 
M.D. Asst, Med. Off., R. G. R. Burrows, 
M.B. Sec., C. E. Grisewood, A.C.A., 
20, Exchange Street East, Liverpool, 2. 

See also Advt., p. 79 


LONDON. 

*CaertMUian Maternity Home, 85 and 87, 
Fordwych Road , Cricklewood, N.W.2. 
Matron, Miss E. Wyatt. Kilbum 
Brondesbury, Metropolitan Rly.» 5 mins.' 

*Institute of Ray-Therapy and Electro - 
Therapy , 152-154, Camden Road, N.W.l. 
Hon. Med. Director, William Beaumont, 
M.R.C.S., L.R.C.P. Hon. Sec., Winifred 
Beaton, M.A. 

Swedish Institute and Clinique, 108, 
Cromwell Road , S.W.l. For Massage, 
Medical Electricity, and Medical Gymnas¬ 
tics. Gloucester Road (Diet., Met. and 
Piccadilly Tube), 2 minutes. ’Phone, 
West 1010. See also Advt., p. Si 
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Woomidc Ros/Ata! * I Yomi&ide Avenue* 
Musicell HiiL N.PL (St, Luke’s^Founda¬ 
tion.) For fur.ctimirj nervous disorders. 
Physician in chary/?, Neel G. Harris, M.D., 
D.P.M. ~ See also A del., p. 76 

MIDDLESEX. 

Bowden Harroir-oti-the-B ill {for 

functional nervous, disoruersL Med. Supt., 
T. S. Nippon, O.B.E., M.R.C.S., L.R.O.P. 
Sudbury Hid, Harrow, L. «fc N.E.It., 15 
inins. walk. *S J ee also Advtp. 85 

*Oxhey Grow Ltd., O.rhey Grove , Batch 
End. For early mental '‘conditions in 
both, sexes. Re's. Phvs., Dr. Marcherita 
M. Li I ley. Hatch End {L.M. & S.R. & 
Bakerloo). 1 male. 

SOMERSETSHIRE. 

Lan spawn Hospital and, ddurshvj Home* 
Ba*k . For go:n-, rheumatism, arid physical 
infirmities. Phys., Dr. F. Wchs-Beville 
and Dr, J. Stanley Ellis. L.M. Sc S.K. or 
G .W ,R. st at s, . 1 mile. See also .4 dvt.,p. 78 

CARNARVONSHIRE. 

*The Dr. Garrett Memorial Home for 
Convalescent Children* Morfa Drive, 


Conway . For boys and girls. 200 beds 
(86 open-air). Proprietress, Mrs. C. E. M. 
Garrett. Conway, L.M. & S.R., | mile. 

See also Advt.* p. Hi 

DENBIGHSHIRE. 

Bulkin Castle, Buthin. Private Hospi¬ 
tal for Internal Diseases. Senior Phys., 

E. I. Spriggs, M.D., F.R.C.P. Ruthin, 

| mile. * " See also Advt.* p. H 

PERTHSHIRE. 

Gilgal Hospital, Perth. For neuro¬ 
pathic and psychopathic disorders. Phys. 
Supt., W. D. Chambers, M.A., M.D., 

F. R.C.P.E. See also Advt. p. 86 

FRANCE. 

Clinique Medicate du Chateau de Garches* 
Garches, near Paris. Nervous disorders, 
nutrition, etc. Director, Dr. Garand, 
See also Advt.* p. lii 
* u La CollineSaint-Antoine-FJ ice* 
France. Disorders of digestion, nerves, 
etc. Director, Dr. Perski. 

See also Advt.* p. lii. 


PRINCIPAL BRITISH SPAS. 

With Indications fob their Therapeutical Employment. 

TSE BRITISH SPAS FEDERATION. 

Bath (Somerset).--Sheltered from N. and N.E. winds by hills from 600 to 800 feet 
high; 107 miles from London. Average rainfall 31 inches. Climate mild and equable. 

Waters. — The springs are hyperthermal (120°), radio-active, diuretic. 

Therapeutic Indkatiom. —Gout, arthritis, spondylitis, fibrositis, nervous debility, toxic 
neuritis, certain heart conditions, constipation ana colitis, various skin diseases, chronic 
forms of rhinitis, pharyngitis and laryngitis, obesity, gravel, and hepatic dysfunction. 

Baths. —A thoroughly equipped bathing establishment; including deep baths (500 
gallons of natural hot radio-active water), undercurrent douching, douche massage in 
many forms, and intestinal lavage (Plombifrres douches), throat sprays and inhalation 
of the natural radium emanation, and the Bath thermal vapour * treatment ; also 
electrotherapy. 

Hotel .—The Pnlteney Hotel ( see p. 97). 

Nurmtig and Baths. —Lansdown Hospital and Nursing Home (see p. 78). 

Bridge of Allan (Stirlingshire)—422 miles from London. Sheltered from N. and N.E. 
winds by the Oehii Hills. Average rainfall 36 inches. Climate mild and equable. 

Waters .—Natural saline mineral springs. 

Therapeutic Indications. —Rheumatism, gout, sciatica, many chest diseases, chronic 
affections of the liver, stomach, and bowels, and some diseases of the skin. 

Baths.-” -Excellent suite of baths and electro-therapeutic apparat us . 

Buxton (Derbyshire).—1000 to 1200 feet above sea level; 168 miles from London ; 
eS Arom Manchester. Sheltered from north and east winds. Very bracing air 

Waters.- Simple, highly radio-active, natural temperature 82° F., mainly bicarbonate 
0 mi 1Um a . nc ^ n ‘ a unesiui3i ingredients. Tasteless, odourless ; also chalybeate springs. 

Therapeutic Indications.- - Gout, rheumatism, rheumatoid arthritis, sciatica, and 
various nervous diseases, neurasthenia, disorders of digestion, and skin diseases, malaria 
mucoznembranoua colitis, arteriosclerosis, phlebitis, diseases of the throat land air- 
passages ; anaemic conditions, and convalescence from prolonged illness. 

Baths. Establishments, including St. Ann’s Well (Pump Room), recently modernized. 
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Cheltenham (Gloucestershire).—184 feet above sea level; 98 miles from London 
Climate soft and mild. Average rainfall 27 inches. Sunshine 1488 hows. 

Waters.- —Four springs : the ^Fieldholme or twin saline,“containing nearly equal parts 
of magnesium sulphate and sodium sulphate ; the Lansdowne or sodium sulphate saline 
the chief ingredients of which sr© sulphate and chloride of sodium ; the Pittville or 
alkaline saline ; and the Chadnor or magnesium and calcium saline. 

Therapeutic Indications. —The toxic^ and congestive states associated with liver and 
stomach disorders, constipation, obesity, glycosuria, and gout. 

Baths, —Including douche and massage. 

Droitwich Spa (Worcestershire).—140 feet above sea level; 2| hours by express 
train from London (Paddington), 19 miles from Birmingham, 7 from Worcester. Rainfall 
25 inches. Mean maximum temperature 59° F., mean minimum temperature 43° F. 

Waters. —The most powerful saline in the world. The brine is pumped from the 
triassic formation 200 feet below the ground level at a temperature of about 46° F„ 
and is heated by introducing steam. ‘ ' ' 

Therapeutic Indications .—Chronic muscular and articnlar rheumatism, arthritis, 
chronic articular or irregular gout, neuritis, sciatica, neuralgia, some heart disorders, 
sprains and injuries of tendons, muscles, joints, etc. 

Baths. —Reclining, douche, needle, vapour, swimming. Ant-douche, Nauheim baths, 
brine-pine or Homburg baths, etc. 

Hotel ,—Raven and Park Hotels (see p. 95); Worcestershire Brine Baths Hotel (see 
p. 1O0). 

Boarding Establishment .—Ayrshire House (see p. 100). 

Harrogate (Yorkshire).—350-600 feet above sea level, 203 miles from London. The 
climate is stimulating and fairly dry—bracing moorland air. Average rainfall 30 
inches. Mean temperature 47° F. 

Waters .—Celebrated for the medicinal^ properties of its different mineral waters— 
sulphurous, chalybeate, alkaline, and saline. 

Therapeutic Indications .—Gout and other metabolic disorders, functional liver derange¬ 
ment and early cases of cirrhosis, cholelithiasis and cholecystitis, chronic skin diseases, 
neuritis and arthritis, mucous colitis, chronic dysentery, constipation, and intestinal 
toxaemias, anaemia, nervous diseases, hyperpiesis, and the sequelae of tropical diseases. 

Baths .—In the bathing establishments all the latest treatments are given. 

Mineral Water .—* Aquaperia ’ aperient mineral water is bottled . at Harrogate by 
Camwal Ltd. from their own Spring (see p. 183). 

Leamington Spa (Warwickshire).—195 feet above sea level; 87 miles from London. 
Equable and mild climate. Average rainfall 25 inches. Mean annual temperature 
49°. Westerly winds prevail. 

Wafers.—Hypertonic saline water ; aperient and diuretic. 

Therapeutic Indications .—Muscular and articular rheumatism, gout, rheumatoid 
arthritis, neuralgia, and neuritis, diseases arising from a plethoric condition of the chyle* 
poietic viscera, conditions of increased vascular tension, and chronic interstitial nephritis. 

Baths. —Turkish, massage douches, saline, Plombi&res, paraffin wax, Bertholiet, electric, 
and swimming. (See also p. 94). 

Llandrindod Wells (Radnorshire).—750 feet above sea level. Climate exceedingly 
bracing, but sheltered from east winds, and with an average rainfall of about 40 inches. 
About 170 miles distant from London. 

Waters. —Saline, sulphur and radium-sulphur, magnesium, lithia saline, and chalybeate. 
Slightly aperient and strongly diuretic. 

Therapeutic Indications .—Digestive disorders, gout and rheumatism, rheumatoid 
arthritis, neuritis and fibrositis, gall-stones and biliary stasis, renal calculus or any 
kidney or bladder condition requiring diuresis, and in neurasthenia. 

Baths .—Sulphur, immersion, needle, and douche; Aix and Vichy douche and massage; 
Scotch douche; Nauheim; medicated baths; fango and peat baths; whirlpool.'and 
agitation baths ; and most electrical treatments. 

Hotel .—Ye Wells Hotel (see p. 98). 

Strathpeffer Spa (Ross-shire, N.B.).—150 to 300 feet above sea level. Sheltered 
practically on all sides, except the N.E. Prevailing wind S.W. Bracing air. Average 
rainfalL 31 inches. Mean annual temperature 45° F. About 584 miles from London. 

Waters .—Sulphurous and chalybeate. Sulphates the predominating salt. , Have 
strong diuretic and mild aperient action. _ _ „ „ ■ , 

Therapeutic Indications .—Chronic gout and rheumatism, rheumatoid arthritis, chrome 
skin diseases, chronic disorders of the digestive system, chronic gastric or intestinal 
catarrh, sluggish^ portal circulation, congested liver, and neurasthenia. 

Baths. — Sulphurous * (immersion), inhalation, peat, douche (Aix and Vichy), needle, 
pine, Russian, Nauheim, Plombldres, radiant heat (electric), and high-frequency current. 
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Trefrlw Wells (Carnarvonshire).—^ hcairs from London. The climate is bracing, 
the air soft, pure, and mostly of a westerly or south-westerly type. The pump-room 
and baths are open all the year, but the principal see,son is March to the end of October. 

Waters. _Two varieties :*{'!; The stronger sulpho-chalybeate, and (2) the milder suipho- 

chr.Ivbfnte. TTed internally, and externally in the form of baths. 

Therapenlk fridirafhxs —Curable forms of anremia, nervous, debilitating and wasting 
diseases, rheumatism, sciatica, gout, and neuritis. 


©THEE BRITISH SPAS. 

Chareli Stretton (Sa3©p)i—f?13 feet above sea level. 153 miles from London. Pur© 
bracing air, and a generally invigorating climate. Prevailing wind, S.W. Average 
rainfall 33 inches. Mean temperature 44°. 

Water *.— Said to be the purest in Great Britain. 

Therapeutic In dicatio w s .—Specially the 4 open-air ’ cure of neurasthenia, for sequelae 
of influenza, for insomnia, functional nervous diseases, chronic gout and rheumatism, 
chronic gastric and bronchial catarrh* debility from overwork, and convalescence after 

illness or operation. 

Xlkley (Yorkshire).—Situated on the southern slope of the valley of the Wharfe, 
211 miles from London, 18 miles from Harrogate. Occupying a sheltered position. 
Average rainfall 39 inches. Mean annual temperature 47° F. Bracing and invigorating 
moorland air. 

Wafers .—The water-supply obtained from springs is remarkably pure, bright, and 
sparkling. Chalybeate waters. Saline. 

Therapeutic Indications*. —Gout, rheumatism, neuritis, neurasthenia, anaemia, asthma, 
and bronchitis cases are benefited. The treatment adopted is that known as hydro- 

therapeutic. 

Baths.- —Complete suites of baths are to be found in the numerous establishments. 
Electrical* Weir -Mitchell. 

Hydropathic Establishment, —Craiglands Hydropathic (see p, §9). 

Llangammarch Wells (Breconshire).—600 feet above sea level. 213 miles from 
London. Well protected from the east, and prevailing wind is S.W. 

Water,-— Saline, containing the chlorides of barium (6| grains per gallon), calcium, 
magnesium, lithium, and sodium ; the only one of its kind in the British Isles. 

Therapeutic Indications, —Cardiac diseases, organic and inorganic, especially affections 
of the myocardium due to influenza. Graves 1 disease, chronic muscular and articular 
rheumatism, osteo-arthritis, gout, sciatica, and neurasthenia. 

Malvern (Worcestershire).—600 feet above sea level. A health centre of long repute, 
122 miles from London. Air dry and bracing. Prevailing winds S.W. and W. Average 
rainfall 3© inches. Mean temperature about 49° F, Exceptional sunshine records. 

TFatar*.'—Mainly spring, of remarkable purity, free from organic matter, less then 
4 grains of earthy salts per gallon, with high eliminative qualities. The water is dis¬ 
pensed in a pew Pump Room adjoining the Winter Gardens and Priory Park. 

Therapeutk Indications, —Gout, rheumatism, rheumatoid arthritis, neuralgia, sciatica, 
lumbago, dyspepsia, constipation, anaemia, bronchial, nephritic, and cutaneous diseases. 

Matlock (Derbyshire).—143 miles from London. South-west aspect—well sheltered 
from the north and east. Climate free from extremes of heat and cold. The water 
pur© and soft. Season all the year. The Matlock system of hydropathic treatment 
is carried out in all Its branches. The principal Hydros are installed with latest electric 
baths and appliances. 

Therapeutic Indications.—Gout, rheumatism, arthritis, neuritis, sciatica, lumbago, 
neurasthenia, colitis, cholecystitis, cardiac and renal diseases. 

Hydropathic Establishment. —Smedley’s Hydropathic (see p. 98). 

Physiotherapeutic Establishment. —Rockside (see p, 99). 


At Matlock Bath there are thermal mineral 
at 68° F. 


springs of long-established repute, rising 


Peebles (Peeblesshire, N.B.)—About 500-600 feet above sea level. One hour from 
Edinburgh and 382 miles from London. Average rainfall, about 38 inches. Bracing 
climate, but sheltered from the north winds. 

Waters .—The chief ingredient is chloride of sodium. They are obtained from the 
famous St. Renan's Well (6 miles east). 

Therapeutic Indications .--'The waters are specially suited to the Nauheim and Bourbon 
Laney treatment of cardiac disease, dyspepsia, gout, rheumatism, and neurasthenia. 
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Torquay (Devonshire).—199£ miles from London. Non-stop express trains run daily, 
the journey occupying only 3| hours. There are through carriages from Northern and 
Midland cities. The most beautifully situated marine health resort in the British Isles. 
Well sheltered from the north. The sunshine record is one of the highest in the country” 
Average rainfall, 34*2 inches. Mean temperature, 51*9°. Sunshine record averages 
1742*9 hours. 

Climate .—Mild, soft, and equable. It is specially beneficial for many pulmonary, 
bronchial, and laryngeal conditions, for mild eases of nephritis, for delicate children, 
and for aged and debilitated persons. Those unable to withstand the rigour of the 
winter in other British health resorts derive great benefit from residence in Torquay. 
The season is all the year round. 

Baths. —The Marine Spa baths are very modern and complete. They are ideally 
situated. The recognized forms of spa treatment are available, and fully certificated 
assistants are retained upon the staff for electrical and other treatments. A medical 
consultation room is available for the convenience of medical practitioners and patients. 
There is a large warm sea-water swimming bath with modem filtration plant. Salt¬ 
water baths, concentrated brine baths, seaw T eed baths, and Dartmoor peat packs are 
a speciality, and are indicated in the treatment of muscular rheumatism, fibrositis, 
sciatica, rheumatoid arthritis, osteo-arthritis and gout. (See also p. fin.) 

Tunbridge Wells (Kent).—400 feet above sea level, 34 miles from London. Climate 
is tonic and invigorating. Prevailing winds W. and S.W. Average rainfall, about 
32*3 inches. Mean temperature, 49°. 

Waters. —A weak, non-aerated, chalybeate spring, containing 4 grains ferrous carbonate 
to the gallon, with sulphates and chlorides of potash, soda, and calcium. 

Therapeutic Indications. —Waters indicated in anaemia, chlorosis, and allied conditions. 

Woodhall Spa (Lincolnshire).— 50 feet above sea level. 130 miles from London. 
Average rainfall 24 inches. Mean annual temperature 48°. 

Waters. —Bromo-iodine waters, rich in the chlorides of sodium, calcium, and mag¬ 
nesium, with bromine and iodine. 

Therapeutic Indications. —Rheumatism (chronic articular and muscular), lumbago, 
arthritis deformans, gouty arthritis, sciatica, neuritis, paralysis, neurasthenia; injuries 
to joints ; skin diseases, psoriasis, urticaria ; diseases peculiar to women ; diseases of 
throat and nose ; liver disorders. 

Spa Baths. —These include immersion, shower, undercurrent, and local douches ; Aix 
and Vichy douche massage; Nauheim, electric, and Schnee baths; Dowsing radiant 
heat and light baths. 
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England and Wales—-B oard of Control, Caxton House West, Tothill Street, S.W.l. 
Sec., P. Barter, Esq. 

Scotland— 25, Palmerston Place, Edinburgh. Sec., J. A. W. Stone. 

Irish Fade State —Custom House, Dublin. Inspector, D. L. Kelly, L.R.C.SJ. 
Northern Ireland —Ministry of Home Adairs, Stormont, Belfast. 

Chief Medical Officer, Capt. Norman C. Patrick, M.R.C.S. 

Lord Chancellor’s Visitors in Lunacy.—Royal Courts of Justice, Strand, W.C.2. 
Visitors, H. C. Massey-Thompson, Barrister-at-Law; Nathan Raw, C.M.G., M.D.; 
A. Rotherham, M.A., M.B.; and the Master in Lunacy (ex officio). Sec., H. Macdonald. 

; Central Midwives Board.— England: 1, Queen Anne’s Gate Buildings, S.W.l. 
Chairman , J. S. Fairbairn, F.R.C.P., F.R.C.S.; Secretary , H. G. Westley, M.A., LL.B. 
Scotland ; 18, Nicholson Street, Edinburgh. Chairman, Robert Cochrane Buist, M.D., 
LL.D. Secretary, D. Thomson. Irish Free State : 33, St. Stephen’s Green, Dublin. 
Chairman , Sir Edward Coey Bigger, K.B.E., M.D. % Secretary, Miss Olive G. Meyler. 
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MEDICAL AND SCIENTIFIC PERIODICALS, Etc. 


Anesthesia. British Journal of—Quarterly, lu/0—34, Cross Street, Manchester. 
Analyst—-Monthly, 3, - : 30/- per annum—W. He tier <ic Sons Lim., Cambridge. 
Anatomv, Jo-.irind of-—Quarterly, 40 - per annum—Cambridge University Press, Fetter 


.Lane, E.C.4. 

Aimak of Applied Biology— Occasionally, 40 - per volume—Cambridge University 
Press, Fetter Lane, E.C.4. 

Annals of internal Medicine—Monthly, 34/- per annum—8, Henrietta Street, W .0.2, 
Annals of Surgery—Monthly 5/—; 60/— per annum—Cassell & Co. Lim., La Belle 
Salvage, E.C.4. , 

Archives of Medical Hydrology—Quarterly, 4/- each—103, Kingsway, W.C.2. 

Are Medici—Monthly, HQ- per annum—8, Henrietta Street, W.C.2. 

Bacteriology, Journal of—Monthly 4/6, or 50/— per vol.—8, Henrietta Street, M .0.2. 
Better Health—Monthly, 2/0 per annum—30-38, Whitefriars Street, E.C.4. 
Biochemical Journal—Occasionally, To,- per volume—Cambridge University Press, 


Fetter Lane, 32.0.4. 

Biological Chemistry, Journal of—Monthly, 24/- per volume—8, Henrietta St., W.C.2. 
Biology, Quarterly Review of— 25/"- per annum—8, Henrietta Street, W.C.2. _ 
Birmingham Medical Review—Quarterly, 3/-; 12/- per annum—The Birmingham 
Medical Institute, 154, Great Charles St., Birmingham. (See Advertisement, p. 50.) 
Bruin — Quarterly, 8/-; 24/~ per annum—Macmillan, St. Martin’s Street, IV.0.2. 
Bristol Medic o -C hir ur gieai Journal—Quarterly 3/-; 10/6 per annum—J. W. Arrow- 
smith Ltd., Bristol {See Advertisement, p. 48.) 

British Food Journal and Hygienic Review—Monthly 9d.; 10/6 per annum—22, 
.Northumberland Avenue, W.C.2. 

British Health Resorts Association, Official Handbook—Occasionally, 1/-40 

Gloucester Place, Porfcman Square, W.l. 

British Journal of Experimental Pathology—Six times per annum for 40/-Lewis 

138, Gower Street, W.C.l. 

British Journal of Physical Medicine—Monthly, 21/— per annum—17, Featherstone 
Buildings, W.C.l. * {See Advertisement, p* 26.) 

British Journal of Surgery, 12/6 net—42/— per annum. John Wright & Sons Ltd., 

Bristol. {See Advertisement, p. 41.) 

British Medical Journal—Weekly, 1/3—B.M.A. House, Tavistock Square, W.C.l. 
Caledonian Medical Journal—Quarterly 1/6—70, Mitchell Street, Glasgow, C.l. 
Cancer, Journal of—Quarterly 2/6; 10/6 per annum—Crow Street, Dublin. 

Catholic Medical Guardian—Quarterly 1/4—Burns, Oates & Washbourne, Ltd., 43-45, 

Newgate Street, E.C.l. 

Charing Cross Hospital Gazette—Quarterly, 2/6 per annum—Charing Cross Hospital, 

Chandoa Street, W.C.2. 

Childhood, Archives of Disease in—Six times a year, 25/- per annum—British Medical 
Association, BALA. House, Tavistock Square, W.C.l. 

Chihiren’s Diseases, British Journal of-—Quarterly, 7/6 ; 25/- per an r mm —Adlard & Son 
Lion., 21, Han Street, W.C.l. 

Clinical Journal—Monthly, 2/6 ; 25/— per annum—Lewis, 136, Gower Street, W.C.l. 

(Fee Advertisement, p» 36). 

Clinical Science (incorporating Heart} —Occasionally—37/6 per vol.—Shaw & Sons 
Lim., 7, Fetter Lane, £.0.4. 


Dental Journal, British—1st and 15th, 1/-; 25/'- per annum—23, Russell Square, 


Dental Record—Monthly, 1/—; Brock House, Great Portland Street, W.l. 

Dental Review, British—Monthly—71-72, Wellington Street, S.E.18. 

Dental Science and Prosthetics, British Journal of-—Monthly, 1/- ; 10/- per annum — 
Bale, 83-91, Great Litchfield Street, W.L 

Dentistry, Preventive—Monthly, 1/-Bale, 8’3-fil, Great Titchfield Street, W.l. 

Dentists’ Register—Yearly, 12/-Constable, 10, Orange Street, W.C.2. 

Dermatology and Syphilis, British Journal of—Monthly, '4/- ; 42/- per annum—H. K. 
Lewis & Co. Lira., 136, Gower Street, W.C.l. 

East Riding Medical Journal—Monthly, 1/-51, High Street, Hull. 

Edinburgh Medical Journal—Monthly, 4/- net; 40/- per annum—Oliver & Boyd, 
Tweeddale Court, Edinburgh. 

General Practice—Quarterly, 12/- per annum—83-91, Great Titchfield Street, W.l. 
Glasgow Medical Jonrnal—Monthly, 3/-; 30/- per annum—70, Mitchell Street, Glasgow. 
Guy s Hospital Gazette—Fortnightly, 9d .; 10/- per annum—Ash & Co. Lim., Henry 
Street, Bermondsey Street, SJS.l. 

Guy’s Hospital Reports—Quarterly, 12/6—Guy’s Hospital, London, S.E.l. 
Helminthology, Journal of—Quarterly, 25/- vol.—Keppel Street, WCL 
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Homoeopathic Journal, British-Quarterly, 5/-83-91, Great Titehfield Street, W.l. 

Hospital, The Monthly, 6tL ; 7/6 per annum—12, Grosvenor Crescent, S.W.l, 

Hospital Diary, The—Yearly, 5/6 G. it. C. Brook & Co., 27, Old Bond Street, 
W.l. 

Hospitals Year Book—Yearly 10/- net—Central Bureau of Hospital Information, 12 
Grosvenor Crescent, S.W.l. (See Advertisement, p. 51.) 

Hygiene, Bulletin of—Monthly 2/6 ; 21/- per annum—Keppel Street, W.C.l. 

Hygiene, Journal of—Quarterly 14/-Cambridge University Press, Fetter Lane, E.C.4. 

Indian Journal of Pediatrics—Quarterly, G/- per annum (inland), 10/- (foreign). * 

Inebriety, British Journal of—Quarterly 2/6—Bailliere, 8, Henrietta Street, W.C.2. 

Irish Journal of'Medical Science (Official Organ of the Royal Academy of Medicine 
in Ireland)—Monthly 2/6—Parkgate Printing Works, Dublin. (See Advt., p. 44.) 

Irish Medical and Hospital World—Monthly, 7/6 per annum—268, North Circular 
Road, Dublin. 

Jennerian—Monthly (Supplement to “ The Medical Officer ”)—Sent post paid to 
Members of the Association of Public Vaccinators—36, Whitefriars Street, E.C.4. 

Journal of Aviation Medicine—Monthly 6/9—8, Henrietta Street, W.C.2. 

Journal of Clinical Pathology—Six times a year for 25/-8, Henrietta Street, W.C.2, 

Journal of Clinical Research—Quarterly 1/-Watergate House, York Buildings, 

Adelphi, W.C.2. 

Journal of Comparative Psychology—Twice monthly, 4/6—8, Henrietta Street, W.C.2. 

Journal of Experimental Biology—Occasionally. 15/-133-137, Fetter Lane, E.C.4. 

Journal of Immunology—Twice monthly, 4/6—S, Henrietta Street, W.C.2. 

Journal of Nutrition—Six timos yearly, 50/- per annum—8, Henrietta Street, W.C.2 

Lancet—Weekly, 42/~ per annum—7, Adam Street, W.C.2. (See Advertisement, p. 43.) 

Laryngology and Otology, Journal of—Monthly, 4/- ; 40/- per annum—Headley 
Brothers, 109, Rings way, W.C.2. (See Advertisement , p. 22.) 

Laryngoscope, The—Monthly, 35/- per annum—Bailliere, 8, Henrietta Street, W.G.2. 

Liverpool Medico-Chirurgical Journal—Twice yearly, 2/6—114, Mount Pleasant, 
Liverpool. 

Local Government Medical Officer—Monthly (Supplement to “ The Medical Officer **)■— 
Sent post paid to Members of the Association of Local Government Medical 
Officers—36, Whitefriars Street, E.C.4. 

London Cancer Journal—Quarterly, 1/-225, Euston Road, N.W.l. 

London Hospital Gazette—Eight times a year, 1/-London Hospital Club’s Union, 

Turner Street, E.l. 

Magazine of the London (Royal Free Hospital) School of Medicine for Women—Three 
times yearly, 2/6 per annum—Women’s Printing Society, Brick Street, W.l. 

Massage and Medical Gymnastics, Journal of the Chartered Society of—Monthly 6d.; 
5/- per annum. Tavistock House North, Tavistock Square, W.C.l. 

Masseuses and Masseurs, Register of—Yearly 4/-Tavistock House North, W.C.l. 

Maternity and Child Welfare—Monthly, 6d.; 5/- per annum—Bale, 83-91, Great 
Titehfield Street, W.l. 

Medical Annual—Yearly, 20/- net (17/- Subscribers)—John Wright & Sons Linn, Bristol. 

Medical Directory—Yearly, 36/- net—Churchill, 46, Gloucester Place, W.l. (See 
Advertisement , p. 32.) 

Medical Forum—Monthly, 2/- ; 21/- per annum—83-91, Great Titehfield Street,W. 1. 

Medical Officer—Weekly, 1/-; 42/- per annum—(and Supplement monthly—The 
Jennerian)—36-38, Whitefriars Street, E.O.4. (See Advertisement , p. 49.) 

Medical Press and Circular—Weekly Gd.; 21/~ per annum—8, Henrietta Street, W.C.2. 
(See Advertisement , p . 47.) 

Medical Psychology, British Journal of—Quarterly, 30/- net per vol.—Cambridge 
University Press, Fetter Lane, E.G.4. 

Medical Register—Yearly, 21/——Constable, 10, Orange Street, W.C.2. 

Medical and Dental Students’ Register—Yearly, 7/6—10, Orange Street, W.C.2. 

Medical Times—Monthly, 6d.—8 & 9, St. Alban’s Place, Islington, N.i. 

Medical World—^Weekly, 1/-; 52/- per annum—56, Russell Square, W.C.l. 

Medicine—-Quarterly, 25/- per vol.—8, Henrietta Street, W.C.2. 

Medicine, Quarterly Journal of—Quarterly, 10/6 ; 35/- per annum—Oxford University 
Press, Amen House, E.G.4. 

Mental Science, Journal of—Quarterly, 7/6—40, Gloucester Place, W.L 

Middlesex Hospital Journal—Six issues, 1/- each—Middlesex Hospital, W.l* 

Midwives’ Roil—Yearly, 42/--Spottiswoode, 1, New Street Square, E.C.4. 

National Medical Journal—Quarterly, 6d.—National Medical Union, 11, Chandos Street, 
W.l. 

Neurology and Psychiatry, Review of—30/- per annum—Bristo Place, Edinburgh. 

Neurology and Psychopathology, Journal of—Quarterly, 8/6 net; 30/— per annum—- 
British Medical Association, Tavistock Square, W.C.l. 

Newcastle Medical Journal—Quarterly, 2/6—Strawberry House, N ewcas tie -on -Tyne. 

Obstetric Journal—Quarterly, 2/6—8, St. Peter’s Square, Manchester. 
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Obstetrics and Gynaecology of the British Empire,, Journal of—Six times a year, 52/0— 

34, Cross Street, Manchester. 

Occupational Therapy and Rehabilitation—Six issues, 25/-S, Henrietta Street, W .0.2 

Ophthalmology, British Journal of—Monthly, 5/~; 42/— per annum-—Geo. Pulman & 
Sans him,, 24-27, Thayer Street. W.l. 

Parasitology—Quarterly, IS,''6—Cambridge University Press, Fetter Lane, E.C.4. 
Pathology and Bacteriology. Journal of—Yearly, 60/- per annum-—Oliver & Boyd, 

Edinburgh. 

Pharmacology and Experimental Therapeutics, Journal of—Monthly, 8/9; 75/- per 
annum—S, Henrietta Street, W.C.2. 

Physiological Abstracts—Monthly, 42/— per vol.—136, Gower Street, W.C.2. 

Physiology f Experimental), Quarterly Journal of—42/- per annum—Chas. Griffin & 
Co, Lira., 42, .Drury Lane, VY.C.2. 

Physidivy* Journal of—Quarterly, 30/- per volume—Fetter Lane, E.C.4. 

Pickett Thomson Research Laboratories, Annals of—Occasionally, 63/- per vol,— 

7 it 8, Henrietta Street, W.C.2. 

Pickett Thomson Research Laboratories, Monographs of—Yearly, 42/-7 & 8, 

Henrietta Street, W.C.2. 

Post-Graduate Medical Journal—Monthly. 2 ; 24/- per annum—1, Wimpole Street, 

W.l. 

Practitioner—Monthly, 4/-; 42/- per annum—6 & 8, Bouverie St., E.C.4. [See 

Advertisement, p, 13.) 

Preseriber—Monthly. 2/-; 20/- per annum—65 Castle Street, Edinburgh, W. {See 

Advertisement, p. 26.) 

Psyeho-analvaia, international Journal of—Quarterly, 30/- vol.—8, Henrietta Street, 
W.C.2/ 

Psychology, British Journal of—Quarterly (Medical Section}, 30/-; (General Section), 
30/-’net per volume—Cambridge University Press, Fetter Lane, E.C.4. 

Public Health—Monthly, 2/6; 31/8 per annum—1, Thornhaugh Street, Russell Square 

W.C.2. 

Radiology, British Journal of—Monthly, 4/-; 42/- per annum—The British Institute 

of .Radiology, 32, IVelbeck Street, W.l. 

li.A.M.C, Journal of the—Monthly, 2/-Bale, 83-91, Great Titchfield Street, W.l, 

Royal .Naval Medical Service, Journal of the—Quarterly, 6/- net; 20/- per annum— 

' 83-91, Great Titchfield Street, W.l. 

Royal Sanitary Institute, Journal of the—Monthly, 1/6—12, Long Acre, W.C.2. 
Royal Society ©f Medicine, Proceedings of the—Monthly, 7/6 net ; 105/- per annum- * 
Longmans, Green & Co. Liia., 39, Paternoster Row, E.C.4. 

St, Bartholomew’s Hospital Journal—Monthly, 9dL ; 7/6 per annum—Students’ Union, 

St. Bartholomew’s Hospital, E.C.l. 

St. Bartholomew’s Hospital Reports—Yearly 21/- 50a, Albemarle Street, W.l. 

St. George's Hospital Gazette—Monthly Od.—83-91, Great Titchfield Street, W.l. 

St. Mary’s Hospital Gazette—Monthly, 10/- per annum—58, Porchester Road, W.2. 
Si, Thomas’s Hospital Gazette*—Six times a year, 7/6—1, Mew Street Square, E.G.4. 

St. Thomas’s Hospital Reports—Yearly, 5/ -St. Thomas’s Hospital, S.E.l. 

Serpent, The—Six'times a year, 3/6 per annum—University Union, Manchester. 

State Medicine, Journal of—Monthly, 2/- ; 24/- per annum ; 23, Queen Square, W.C.l. 
Surgery, British Journal of—Quarterly, 12, 6 net; 42/- per annum—John Wright & 
Sons Liio., BisteL (See Advertisement, p. 41.) 

Surgvry, Gynecology and Obstetrics, and International Abstract of Surgery—Monthly, 
6--; 6tv- per annum—Riihiere, 8, Henrietta Street, W.C.2. 

Transactions of the .Royal Society of Tropical Medicine and Hygiene—Six times a year 

for 35/-Munson House, 26, Portland Place, W.l. 

Tropical Diseases Bulletin—Monthly, 2/6; 21/- per annum—Keppel Street, W.C.l. 
Tropical Medicine and Hygiene, Journal cf—Fortnightly, 1 /6 : 30/- per annum— 
Bale, S3™91, Great Titchfield Street, W.l. 

Tropical Medicine and Parasitology, Annals of—Quarterly, 7/6; 22/8 per annum— 
University Press, 177, Brownlow Hill, Liverpool. 

Tubercle—Monthly, 2/6; 27/6 per annum—Bale, 83-91, Great Titchfield Street, W.l. 
Tuberculosis, British Journal of—Quarterly, 2/6—Bailliere, 8, Henrietta Street, W.C.2. 

{See Advertisement* p. 46.) 

Ulster Medical Journal—Quarterly, fi/- per annum—Official Organ of the Ulster Medical 
Society, die Medical Institute, College Sq. North, Belfast! (See Advertisement, p. 52,} 
University College Hospital Magazine—Oet. to .March, 6d. each—Bale, 83-91, Great 

Titehiield Street, W.l. 

Urology, British Journal of—Quarterly, 7/6 j 25/- per annum—Constable, TO & 12, 
Orange Street, W.C.2. (See Advertisement, p. 45.) 

Urology, Journal of—Monthly, 4/6—8, Henrietta Street, W.C.2. 

Venereal Diseases, British Journal of—Quarterly, 8/-10, Orange Street. W.C.2. 

West London Medical Journal—Quarterly, 2/-83-91, Great Titchfield Street, W.l. 
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SELECTED MEDICAL 

Artificial Eyes, Limbs and Orthopaedic 
Appliances. 

Desoutter Bros. Lim., 73, Baker Street, 

W.l 

Ferris, J. <fc E„ Lim., 33, Museum Street, 
W.C.i 

pache & Son, 6, Smallbrook Street, 
Birmingham (Eyes) 

Steeper, Hugh, Lim., Queen Mary’s 
Hospital, Roehampton, S.W.15 

Bandages and Antiseptic Dressings. 

Grout & Co. Lim., Great Yarmouth and 
35, Wood Street, E.C.2 

Robinson & Sons Lim., Chesterfield 

Bottle Manufacturers and Merchants. 

Beatson, Clark & Co. Lim., Rotherham 

Dietetic Articles (Manufacturers off). 

Camwal Lim., 112, Pembroke Street, NT. 
(Waters) 

Fromy, Rog6e & Co., Cognac (Brandy) 

Glaxo Laboratories, 56, Osnaburgh Street, 
N.W.l 

H.B.T. Products, Glasgow, S.E. 

Ingram & Royle Lim., Bangor Wharf, 
45, Belvedere Road, S.E.l (Waters) 

McPherson, John E. & Sons, Sallyport 
Buildings, Newcastle - upon - Tyne, 
(Wines) 

Norwegian Cod Liver Oil, Oslo, Norway 

Schweitzer’s Cocoatina (Fletcher, Fletcher 
& Co. Lim., Thane Rd., Holloway, N.7) 

Valentine’s Meat-Juice Co., Richmond, 
Virginia, U.S.A. 

Vitalia Lim., 11, Springfield, Upper 
Clapton, E.5 (Meat Juice) 


Druggists and Manufacturing Chemists. 

Allen Hanfourys Lim., Bethnal Green, 
E.2, and 37, Lombard Street, E.C.3 
Anglo-French Drug Co. Lim., 11 & 12, 
Guilford Street, W.C.I 
* Aspro ’ Ltd., Slough, Bucks. 

Bayer Products Lim., Africa House, 
Kingsway, W.C.2 

Blythswood Chemical Co. Ltd., 213, West 
Campbell Street, Glasgow, C.2 
Boots Pure Drug Co. Lim., Nottingham 
British Oolloids Lim., (The Crookes 
Laboratories), Park Royal, N.W.10 
British Drug Houses Lim., Graham Street, 
City Road, London, N.l 
Burroughs Wellcome & Co., Snow Hill 
Buildings, E.C.l 

Ciba Lim., 40, Southwark Street, S.E.l 
Denver Chemical Mfg. Co., 41, St. Ann’s 
Road, E.9 

Duncan, Flockhart & Co., 104-108, Holy- 
rood Road, Edinburgh, and. 155, 
Farringdon Road, E.C.l 


TRADES DIRECTORY. 

Ferris & Co. Lim., Union Street, Bristol 
Fletcher, Fletcher & Co. Lim., Thane 
Road, Holloway, N.7 
Giles, Schacht & Co., Clifton, Bristol 
Glaxo Laboratories, 56, Osnaburgh Street 
N.W.l 

Gollin & Co., Pty. Lim„ Slough, England 
Guyot-Guenin & Son, 67, Southwark 
Bridge Road, S.E. 

Hewlett, C. J. & Son Lim., 35-42, Char¬ 
lotte Street, E.C.2 

Hoffmann-La Roche Chemical Works, 
51, Bowes Road, N.l3 
Hommel’s Hsematogen and Drug Co,, 121, 
Norwood Road, Hem© Hill, S.E.24 
Keene & Ashwell Lim., 57b, New Caven¬ 
dish Street, W.l (Homoeopathic) 
Macfarlan, J. F. & Co., 109, Abbey Hill, 
Edinburgh 

May, Roberts & Co. Lim., 7-13, Clerken- 
well Road, E.C.l 

Menley & James Lim., 64, Hatton Garden, 
E.C.l 

Modern Pharmacals Lim., 12, Guilford 
Street, W.C.I 

Napp, H. R. Lim., 3 & 4, Clements Inn, 
W.C.2 

Newbery, F. & Sons Lim., 31-33, Banner 
Street, E.C.l 

Owen, W. & Son, Barras Bridge, New- 
castle-on-Tyne 

Paines & Byrne Lim., Bilton Road, Peri- 
vale, Middlesex (Glandular Products) 
Parke, Davis & Co., 50-54, Beak Street, 
Regent Street, W.l 

Petrolagar Laboratories Lim., Braydon 
Road, N.16 

Pharmaceutical Specialities (May & Baker) 
Ltd., Dagenham 

Remogland Chemical Co., Tower Bridge 
Road, S.E.l 

Robertson, John & Co., 24, N.-W. Circus 
Place, Edinburgh 

Saccharin Corporation Lim., 72, Oxford 
Street, W.l 

St. Am and Mfg. Co. Lim,, 139, Tempi© 
Chambers, E.C.4 

Saiamon & Co. Lim., Rainham, Essex 
Sobering Lim., 188-192, High Holborn 
W.C.I 

Scott & Bowne Lim., 10 A 11, Stonecutter 
Street, E.C.4 

Simpkin, A. L. & Co. Lim., Barley Sugar 
Works, Sheffield 6 
S. P. Charges Co., St. Helens, Lancs. 
Sumner, R. & Co. lim., 40, Hanover 
Street, Liverpool 

Thackray, Chas. F Ltd., Park Street, 
Leeds, and 252, Regent Street, W.l 
Warner, Wm. R. & Co. Ltd., 300, Gray’s 
Inn Road, London, W.C.I 
Whifi’en & Sons Lim., Camwath Road, 
Fulham, S.W*6 

Willows, Francis, Butler & Thompson 
Lim., 73, 75, & 89a, Shacklewell Lane, 
E.8 

39 
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Woolley* Jas., Sons & Co. Lim„ Victoria 
Bridge, Manchester 

Wright/ - Layman & Bmney Lim., 68* 
l?ark Street, Southwark, S.E.l 

Wyleys Lim., Coventry’ 

Electro-Medical, and Scientific 

Instrument Makers. 

Broad hurst, Clarkson <fc Co., 63* Farring- 
<lon Road, E.C.l 

Burdick Mfg. Co. Ltd., 40-44. Holborn 
Viaduct, E.C.l 

Davidson, P. A Co., 143-149, Great Port¬ 
land Street, W.i 

Electro-Medical Supplies, 209 b, Great 
Portland Street, W.I 

Fleming, A. & Co. {Sneers.), 52? Mortimer 
Street, W.I 

Ilford Lim., Ilford, London (X-ray Photo¬ 
graphic Supplies! 

Kodak Lim. (Medical Dept.}, Kingsway, 
XV.C. 2 

Mottersiiead & Co., 7, Exchange Street, 
Manchester 

Watson & Sons (Electro-Medical) Lim., 
** Sunic ” House, Parker Street, Kings¬ 
way, W.C.2 

Financiers, 

Lloyd, Leonard (1925) Ltd.. 9, South 
Mol ton Street, W.I 

Tli© Employers’ Liability Assurance Cor¬ 
poration" Ltd. 

Ligature ami Suture Materials. 

London Hospital Catgut 

Opticians. 

Broadkurst* Clarkson & Co., 63, Farring- 
don Road, E.C.l 

Davidson* F. & Co., 143-149, Great Port¬ 
land Street, W.I 

Keeler, C. Davis, Lim., 47, Wigmore 
Street, W.I 

Photo Engravers. 

Severn Photo Engraving Co. Lim., 25, 
Upper Maudlin Street, Bristol 2 

Strain, John & Son Ltd., 89-92, Shoe 
Lane, E.G.4 

Sun Engraving Co. Ltd., The, Milford 
House, Milford Lane, Strand, W.C.2 

Printers (Medical). 

Wright, John & Sons, Lim., Stonebridge 
House, Bristol, 1 

Publishers and Booksellers (Medical). 

Arnold, Edward & Co., 41 & 43, Maddox 
Street, W.i 

Bailliere, Tindall & Cox, 7 & 8, Henrietta 
Street, W.C.2 

Black, A. & G. Lim., 4-6, Soho Square, 
W.I 


Bryce, Wm., 54 & 54a, Lothian Street, 
and 15, Teviot Place, Edinburgh 
(Bookseller) 

Butterworth & Co., Bell Yard, Temple 
Bar, W.C.2 

Churchill, J. & A. Ltd., 40, Gloucester 
Place, Portman Square, W.I 

Constable A Co. Lira., 10-12, Orange 
Street, W.C.2 

Fannin & Go. Lim., Grafton Street, Dublin 
(Booksellers) 

Fenland Press, The, Wisbech, Cambs. 

Headley Bros., 209, Kingsway, W.C.2 

Heinemaim, William (Medical Books) 
Lim., 99, Great Russell Street, W.C.l 

Hilton & Co., Calcutta 

Lewis, H. K. & Go. Lim., 136, Gower 
Street, W.C.l 

Livingstone, E. & S., 16 & 17, Teviot Place, 
Edinburgh, 1 

Medical Publications Ltd., 25, Soho 
Square, W.I 

Oliver & Boyd, Tweeddale Court, Edin¬ 
burgh 

Oxford Medical Publications (Oxford 
University Press—Humphrey Milford), 
Amen House, E.C.4 

Scientific Publishing Co., 9, Taltolla Lane, 
Calcutta 

Sherratt & Hughes, University Press, 
34, Cross Street, Manchester 

Simp kin Marshall Lim., Stationers* Hall 
Court, E.C.4 

Stockwell, Arthur H. Ltd., 24, Ludgate 
Hill, E.C.4 

j Thin, James, 54-56, South Bridge, Edin¬ 
burgh (Bookseller) 

j Wright, John & Sons Lim., Stonebridge 
House, Bristol, 1 (and Printers); 
London Depot, Stationers’ Hall Court, 
i E.C.4 


Surgical and Medical Instrument and 
Appliance Manufacturers. 

Adam, Rouillv & Co., 18, Fitzroy Street 
W.I (Human Anatomy, Osteology, 
etc. 

Allen & Hanburvs Lim., 48, Wigmore 
Street, W.I 

Amplivox Lim., 108, Georg© Street, 
Portman Square, W.I 
Bailey, W. H. & Son Lim., 45, Oxford 
Street, and 2, Rathbone Place, W.I 
Burdick Mfg. Co. Lim., 40-44, Holborn 
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Carry, W. J. Lim., 11a, Duke Street, 
W.I 

Curtis, H. E. & Son Lim., 7, Mandeville 
Place, W.I 

j Davis & Geek, Inc., 211-221, Duffield St., 
Brooklyn, New York, U.S.A. (Sutures) 
Dental Manufacturing Co. Lim., Brock 
House, 97, Great Portland Street, W.I 
Down Bros. Lim., 21 & 23, St. Thomas’s 
Street, S.E.l 

! Ferris & Co. Lim., Union Street, Bristol 
Fleming, A. & Co. (Succrs.), 51, Mortimer 

I Street, W. 1 
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Gardner* J. & Son, 32, Forrest Road, [ 
Edinburgh, 1 

Genito-XJrinary Mfg. Co. Lim., 28a, Devon¬ 
shire Street, W.l j 

Harding, R. A., 19, Lower Bristol Road, 
Bath (Invalid Chairs and Cars) 

Harris, Philip & Co. (1913) Ltd., 144, 
Edmund Street, Birmingham 
Hawksley, T. Lim., 19-12, James Street, j 
Oxford Street, W.l 

Hewlett, C. J. & Son Lim., 35-42, Charlotte 
Street, E.C.2 ! 

Hilliard, F. G., 34, St. Mary’s Place, ! 

Newcastle-on-Tyn© 

Hilliard, W, B. & Sons, 123, Douglas 
Street, Glasgow 

Holborn Surgical Instrument Co. Lim., | 
26, Thavies Inn, E.C.l 
King, A. Charles, Lim., 34, Devonshire 
Street, W.l 

Maquet, 0., Rastatt 10, Baden, Germany 
Mayer & Phelps Lim., 59 & 61, New 
Cavendish Street, W.l 
Medical Supply Association Lim., 167-173, 
Gray’s Inn Road, W.C.l 
Millikin & Lawley, 67 & 68, Chandos 
Street, W.C.2 

Oxygen Tent Rental Service, Chapel Road, 
Southampton 

Prentif Lim., Long’s Court, St. Martin’s 
St., W.C.2 (Contraceptive Specialists) 
Rogers, Frank A., 1, Beaumont Street, 
W.l (Sprays) 

Rose, Donald, 36, George Street, Man- i 
Chester Square, W.l 1 


Salmon Ody Lim., 7, New Oxford Street, 
W.C.l (Trusses and Foot Supports) 
Smith, John & Son (Glasgow) Lim., 26-30, 
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Sumner, R. & Co. Lim., 40, Hanover 
Street, Liverpool 

Thackray, Chas. F. Lim., Old Medical 
School, Leeds, and 252, Regent Street, 
W.l 

Woolley, Jas. Sons & Co. Lim., 76, Deans- 
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Transfer Agents, 

Annis Medical Agency Lim., The, Dio¬ 
cesan Chambers, 51, South King 
Street, Manchester 2 
Yorkshire Medical Transfer Agency, 
Brown’s Chambers, 63, Great George 
Street, Leeds, 1 


Vaccine Lymph. 

Government Lymph Establishment, at 
Colindale Avenue, The Hyde, N.W.9. 
Lymph is supplied free to Public 
Vaccinators on application to the 
Clerk. 

Jenner Institute for Calf Lymph Lim., 77, 
Church Road, Battersea, S.W.ll 
Pure Aseptic Calf Lymph. Sole Agents: 
Wm. Heinemann (Medical Books) Lim., 
99, Great Russell Street, W.C.l 
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1 TO BUY OR SELL 

j MEDICAL PRACTICES 

1 OR PARTNERSHIPS 

■i 

| consult 

; i 


: 1 

MEDICAL MEN FINANCED 

n 

THIS IS Do you realise 

HI 

IMPORTANT th a t it is possible 

~zr: 

to arrange for the whole of the 

“■zr; 

purchase price of a Practice ? 

1 zEr: 

Write or call for particulars. 

! §§ 

These will only be supplied to 

|| Err 

Members of the Medical Profess- 

i! H 

ion, Aledical Students or Members 

! I 

of the Dental Profession. 

l! 

THE 

| YORKSHIRE MEDICAL TRANSFER AGENCY 

! Brown’sChambers, 63 GREAT GEORGE ST.,LEEDS 


Pham 21207 

! "so the NATIONAL MEDICAL AGENCY 

j 9/10 KING STREET, CHEAPSIDE, LONDON, E.C.2 


Phone Metropolitan 0703-4 
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NOTE BOOK. 


It is easier to make a note of a thing than to remember where the note was 
made. If entered in the following pages any note can be immediately found 
when required. 


1936 


JANUARY ] 

S 

* & 12 W ‘26 

ar 

* 618 20 27 

Tu 

* 714 2128 

W 

1 815 22 20 

Th 

2 016 28 80 

F 

81017 24 31 

S 

4 It 1825 * 


NOTES . 


Copy here any formula or fact you wish 
to keep for reference. 


1936 


FEBRUARY I 

3 

”2 916 28 

M 

* 8101724 

Tu 

* 4111825 

W 

* 512 19 26 

Th 

* 6 IS 2027 

F 

* 7142128 

S 

1 815 2229 


for INCOME TAX ADVICE - RECLAIMS 

YOUR BURDEN is OUR BUSINESS 

We are Tax Specialists to the Medical Profession. 

Write for free Booklet on Income Tax 

Londo^V/.c!^ ^HOLJwm 6659 .See HARDY & HARDY 
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1936 


L 


MARCH | 

I hi j 2j it'.Ttyi 
V7*j 4 1 113 S'* 

F ‘ 612 202: * 


NOTES . 


1936 


APRIL | 

& 

* 6 12 19 2d 

51 

* 6 11! 20 27 

Tn 

“ 714 212.- 

W 

1 blS 22 29 

Th 

2 916 28 80 

F 

8 10 17 24 * 

S 

4 ms * 


NEW ILLUSTRATED 

CATALOGUE OF MEDICAL BOOKS 

POST FREE, QM APPLICATION TO 

JOHN WRIGHT & SONS LTD., Publishers, BRISTOL. 
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Note Book 


193® 193® 



6 Neotropin 5 

Routine urinary antiseptic 


Bactericidal action., 

penetrative power and 

sedative effect. 


SCHERING LIMITED, 188/192, High Hblboni, LONDON, W.C1. 
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1936 


NOTES . 


1 AUGUST \ 

& 

' "2 9162SS0 

M 

*2 10 17 24 SI 

Tu 

*4 11 IK25 * 

W 

6 5121926 * 

Th 

*6 IS 20 27 * 

F 

* 7 14 2128 * 

S 

1 S 15 22 20 * 


NEW ILLUSTRATED 

CATALOGUE OF MEDICAL BOOKS 

POST FREE, ON APPLICATION TO 

JOHN WRIGHT & SONS LTD., Publishers, BRISTOL. 
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Mot© Book 



* Veramon ’ 


An analgesic whose action is as 
inescapable as pain itself. 


SCHEMING LIMITED, 188/192, High HoIBora, LONDON, W.C.I 
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POSTAL INFORMATION. 


FOREIGN AND COLONIAL LETTERS. 
British Possessions generally, Egypt, United 
States of America, and Tangier—xfd. first oz. 
and id. each 02. after. 

POST CARDS. 

single.id.; Official Replv paid... .ad All other places, 2jd. fiist 02. and rjd. each 

02, after. 

FOREIGN POST CARDS. 

Single........ ifd.: Reply paid. 3 d 


INLAND LETTERS. 

Not exceeding 2 oz. ....xfd. 

Every additional 2 or..... fd. 


PRINTED PAPERS. 

For every % 02. up to 2 lb....fd. 


ADDRESSES (PRIVATE). 


BISEDIA 


An Elegant and Effectioe Preparation for 

Gastro-intestinal 
Disturbance Complicated 
with Vomiting. 


GILES, SCHACHT & CO., Clifton, Bristol 8. 
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POSTAL INFORMATION— continued. 


NEWSPAPERS. 

Not exceeding 6 oz.id. per copy. 

Each.additional 6 oz. up to 2 lb....id. 


INLAND PARCELS. 

Not exceeding 2 lb. 6d. 

„ „ 5 lb. 9 d. 

u n 8 lb.is. 

„ ,» 11 lb.is. 3d. 

REGISTRATION FEE. 3 d. 


INLAND TELEGRAMS, 

For the first 9 words..... 6d. 

and id. for each additional word. 
POSTAL ORDERS, 

fid. up to zs. 6d. poundage....id. 

3s. „ ,»15s. ,, .......z^d. 

15 s. fid. „ „2IS. „ ........2d. 

INLAND MONEY ORDERS. 

Sums not over £3 £10 £20 £30 £40 

the charge is 4d. fid. 8d. rod. is. 


NURSES. 

Note whether Midwifery or Sick Nurses, their terms and addresses. 


THE CHARTER OF 


DR. BARNARDO’S HOMES 

IS 

“NO DESTITUTE GHILD EVER REFUSED ADMISSION.” 

Head Offices18-26. STEPNEY CAUSEWAY, LONDON, E.l. 

See Adveriismnent. p, xlvixl. 
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MEDICAL BOOKS 

The Publishers believe that for ordinary use the Day Books, Cash 
Books, and Ledgers described below will be found to possess many 
advantages, as well as to economize time by simplifying the routine of 
large practices. 

PRICE LIST .—Please quote Numbers in ordering. All prices net 

No. 10.—Item Papers* 3 in. by 7 in. .. per 500 B/-; per 1000 IS/— 

„ 11,—Ditto, 4 in. by 7 in. .. .. per 500 10/—; per 1000 17/- 
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LARGE SHEET (Size 2 ft. 2 in. x 
3 ft. 4 in.), 2/6 net each. 

“ FIRST-AID’* 
WALL DIAGRAMS 

Invaluable for Lectures and Classes 

Enlarged from file Illustrations 
in Warwick & Tunstall’s u First 
Aid to tlie Injured and Sick” 

Complete Set of 19 Sheets on tough 
cartridge paper, with Head Roller, 
42 /- net; or mounted on Linen, 
70/- net; postage 1/3. 

Illustrated Prospectus 
on Application 

HOSPITAL - “ Well selected 
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BRISTOL : JOHN WRIGHT & SONS LTD. 
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On Strong Sheets 2 ft. 2 in., by 3 ft. 4 in., 
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MIDWIFERY 
WALL DIAGRAMS 

Invaluable for the Instruction of Midwives 
and Students of Midwifery 

By 

VICTOR BONNEY, M.D., M.S., FJR.C.S. 

Obstetric and Gynaecological Surgeon, Middlesex 
Hospital 

Sheets 1-4, Anatomy and Physiology 
of Pregnancy. 5-9, Normal Labour. 
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INDICATIONS 

GASTRIC. 

Primary Dyspepsias: 

Hvperpepsia—Intermittent hyperchlorhydria. 
Hypopepsia and apepsia—Dyspepsia arising from 
disturbance of neuro-motility. 

Intermittent pyloric stenosis* not of organic origin. 

Secondary Dyspepsias : 

Arthritic dyspepsia. 

Toxic dyspepsia (gastro-faepatic). 

Dyspepsia due to enteroptosis. 

HEPATIC. 

Congestion due to excessive or improper feeding. 
Congestion due to cirrhosis (before the cachectic 
stage). 

The diathetic congestions of diabetic, gouty* and 
obese persons. 

Congestion due to poisoning (mercury, morphine, 
etc.). 

Toxic congestion (influenza, typhoid fever, etc.). 
Biliary lithiasis. 

MALARIA AND TROPICAL DISEASES 
DIATHESES. 

The diabetes of fat people. Arthritic obesity. 
Uricaemia and gout. Rheumatic gout. 

URINARY GRAVEL. 

CAUTION.— Each bottle from the STATE SPRINGS bears a neck label 
with the word a ¥I€HY ETAT ,f and the name of the Sole Agents— 

INGRAM & ROYLE, Ltd. 

Bangor Wharf* 45, Belvedere Road, LONDON, S.E.l. 

And at LIVERPOOL & BRISTOL. 

Samples Free to Members of the Medical Profession . 
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Those marked with an asterisk ( s ) in the S columr. have not returned our last form, 
t Not for the present issuing Policies uncer :nin Profit tafci.es. 


TITLE, ETC, OF OFFICE. 

A 

B 

C 

D 

E 

Friends" Provider;,* St Century Life Office. 7, Leaden- 






Loll Street, E.C.3, and IS, Charlotte Square, 






EVrArgh,-. _ Cun, Men,, Henry j. Tspecatt. Ad. 
and Sec,, Ah red Moorhome, F.I.A. .« Ni 

IS32 

2 

32-1/8 

45/3/4 

9,189,699 

General Life Assurance Company, General Buildings. 


«$/- ‘iu 



3.465,838 

AHwy«cb«W .C,2. Gen, Man., S, Noris-Miiier P 

Gresham Like .Assurance Society Ltd,, 1F8-190, Fleet 

ISPS 

d'j/Ifc/fc I’id/is/u 

30 IS. 4 j43,12/6 


9,455,344 

Sl„ E.C,4. Men. end See., J, H. Sitbling P 

1848 

23 'fi 5 

Guardian A«surarce Co. Ltd., fid. King William Si., 






and 21, Fleet Street, E.C, Gm. Mur.., A. G. 
Sweet, Ad, end Sec., VC’. A. Osborne, F.I.A. P 

3821 

24 A- 4 

32/5 - 

14/12 '8 

7,423 301 

Law Un'or. and R;ck Insurance Co. Ltd., 7, Chancery 



31. 2 6 


11,023,379 

Lane, W.C. Sec., 4. H. Shrewsbury. F.I.A. P 

ISkJfi 

mx 

3/13/4 

fLega! & General Assurance Society Ltd., 1\\ Fleet 
Si., E.C. Gen. Men., W. A. Workman. F.I.A. P 
Life AMociatFn of Scotland, 82, Princes Sfc, Edin- 

1836 

~ 

~~ 

- 

27,920,452 



burgh,: 1 . Mem. and Ad., A, G. R, Brown. Sec., 
Francis J, McGregor, London, 28, Bishapsgate,E.C.2. 

1838 

24/9'2 

32/8 A 

45/10/10 

7,522,8.15 

LiverK'G and London and Globe Insurance Co. Lid., 






1, Dale Street, Liverpool, 2, Gen. Mam., F. J. 
Williams and j. Dyer Simpson. London Office, 



32/12/C 

45/7/6 

11,350,523 

1, CornhiiS, E.C,.) . P 

London & Scottish Assurance Corporation Ltd., 

1S36 

24/13/4 




King William Street Home, Arthur Street, E.C.4. 




44/11/8 

4,236,823 

Man., Frank B. Cooke. Sec., A. G, H, Emslie. P 

1862 

23/7/6 

31/7, G 

London Assurance, The, 2, King William St., E.C. 

hid. and tide Man., A. G. Paton, F.I A ,. P 

London Life Association Ltd., SI, King William St., 

2720 

23/18 4 

31/17/8 

41/13/4 

8,239,354 

26,244304 

E.C.4, Ad. and Man., A. W, Evans, F.I.A. M 
Marine and Genera! Mutual Life Assurance Society, 

1806 

j 

22/-/- 

29/12/- 

42/-/- 


48, Ferwhurch Street, E.C.3. Ad. and Sec., Howard 






T. Cross., F.I.A... M 

Medical Sickness Annuity & life Assurance 
Society, Ltd., d»#,' t High Hoiborn, W.C. Man. 

1852 

23/14, 2 

31/18/4 

45/5/- 

3,676,818 

and Sec., fcsenram Sutton, F.C.I.I, Further par- j 

iicdh r & nee page xk .. .. M j 

1884 

21/9/2 

28/16/8 

40/15/10 

521,632 

Mutual Life and Citizen*’ Assurance Co. Ltd. (of j 






Australia), Brellenham Ho„ 1, Lancaster Place, 1 
W.C.2. Man., Ales, S. Sellar, M.A., F.FA P < 

1 1886 

I 

- 24-7/6 

32/12. 6 

44*17/6 

20,427,702 

National Mutual Life Assurance Society, 39, King St., 

; 





Cheap-side, E.C.2. Act. and Man., G, H. Reckneii, 
F.I.A., F.F.A. .. .. .. M | 

i i 

| 1830 

21/3 4 

31/15/10 

14/15/0 

5,981,170 

National Mutual Life Association of Australasia, Ltd., ! 

5, Cheapside, E.C.2. Man., J. T. Campbell M j 
National Provident Institution, 48, Gracechurch St.. ' 

1869 

23 6/8 

13J/15/0 

43/11/8 

4Q/H)O,0Ul) 

E.C.3. Ad, arid Sec., R E. Melville, F.I.A. M j 
North. British & Mercantile Insurance Co. Ltd.. 61, ! 
Threadneedle St., E.C.2 and 64. Princes St., Edin- 1 

1835 

24/8/4 

33-2/6 

46/18/4 

11:65,7.2 

burgh, Man. Dir., London, Sir A. Worley, 8t.„ 
C.E.E. Man., Edinburgh, ]. E. Bell. .. P 

1809 

24'18/4 

33/0/10 

47/11/2 

36,411403 

Northern .Assurance Co, Ltd., 1, Moorgate, E.C.2. 

Gcc. Man., K. K. Peters.. .. P 

Norwich Union life Insurance Society, Norwich. 

1336 

23'll/$ 

31/15/- 

47/2/6 

7,66* ',533 

Gm. Man. and Act., H. G. Wilton, F.I.A. London, 
4d, F Let St., io.C.4 Further particulars see page 14M 

1808 

24/3/4 

32/15/10 

47 2/6 

59,176,. 46 

Pear; .Assurance Co, Ltd.. 252, High Holhom, W.C.L 





hint Man . Dir$., ft H. Austin, F.I A, and John 
Hopkins, F.C.I.S. .. .. .. P 

1864 

24/10/0 

32/10/ 

46/-/- 

7 ,663,358 

Pfaoenix Assurance Co. Ltd., Phoenix House, King 






W iihara St., E.C.. 7, St. James’s Street, S.W.l, and ■ 
28V, Fleet Street, E.C.4, Man■ Dir., R. Y. Sketch. 






Further particulars see page xiiv .. ,, P j 

1782 ! 

23/1.V2 

31/19/2 

44/18/4 

17,50 V 32 








ADVERTISEMENTS 


PERIODICAL MEDICAL OVERHAUL. 

S O convinced is the Wesleyan and General 
Assurance Society of the power of modern 
medical science to extend Efe* that every 
policyholder assured for £500 and upwards Is 
given the option of a thorough medical overhaul 
once every two years—free of cost and confiden¬ 
tial as between the policyholder and the doctor 
—to provide the best possible advice for the con¬ 
servation of health and the prolongation of life. 


Write for particulars to — 

A. Lu HUNT, Managing Director, 

WESLEYAN & GENERAL ASSURANCE SOCIETY^ 

Steelhcrase Lane, B1MMINGHAM 4 

Established 1841. Assets exceed £ 13 , 000,000 


A LOAN SCHEME to assist 
MEDICAL MEN to Purchase 
Practices or Partnerships 

THE 

SCOTTISH LIFE Assurance Co. Ltd. 

has a special Pamphlet showing 
the attractive Terms on which 
such Loans are granted. No 
Sureties are required. 

ASSETS Address : The AGENCY MANAGER, 
£8,000,000 19 st. Andrew Sq., EDINBURGH 2 


Ad. 2 








life assurance 


r F.stsbi 


xiahed ; 8, G, D. Amaai Premia™ fc last s* £IOlO on death. vtiih Prcjiis, at the agesi f 33, 
i;; l s jni Z-‘J ; E* AsF T "ancs and Atinaifa rands exd tirii'tf of PiiM-uS Ccptfa, ; Al, **■ lutuai Offices ; 
P, Proprietary Graces. 


in tee r-u 

■r.d. 




A 

s j 
\ 

j 

C 

D 

E 

1 1 

! S 

1S*3 l 24/6/8 

32/6/8 

45/3/4 

9,255,270 

1848 j 

j 

23/2^8 

31/10/2 

44/14/2 

268,565.327 

! 

1SG4 

i 

! 23/5/4 

31/4/11 

1 43/15/8 

56,912,354 

1723 

’sMO/- 

32/7'6 

-i 5/1/d 

13,076,523 

1845 

23'6-S 

31/13/4 

44/16/8 

26.434,891 

1881 

! 23/6/8 

31/17/6 

: 45/15/10 

31,762,784 

1828 

23-/10 

32/17.6 

43/5/— 

11,646,579 

1831 

24. 10- 

32/6/8 

45/3/4 

10.542,980 

1881 

23/14 2 

31/5/- 

44/4/2 

7,664,526 

1837 

17/ 11/8 

25/3/4 

37/17/8 

23.889.140 

1883 

24/5/- 

31/17/6 

44/13/4 

7.490,084 

1824 

25/-/- 

32/16/8 

46/-/- 1 

11.490,982 

1815 

24/13/4 

32/30/10 

45/10/- 

31.500,511 

1831 

23/6/8 

31/-/- 

44/3/4 

6,264,122 

1825 

24/7/6 

32/3/4 

45/-/30i 

24,764,100 

1885 

24/4/- . 

32/13/- 

47/1/- . 

123,157,062 


TITLE, ETC, OF OFFICE 


Provident Mutual Lite Assurance Association, 25 to 31, 
Mocrgaie, £,C,2. Man. and Ad., C. R, V. Ccatts, 
F.I.A. ., ,. .. •• Ai 

Prudential Assurance Co. Lid., Holbom Bar?, E.C.L 
Gen. Mat., 5;r Joseph Burn, K.K.E., KI.A. P 
Refuse A^urano* Cn, Ltd., Oxford Si., Manchester,:. 
Mac. Dir., J, Procter Green, TP. Gat. ~Man., 
S. G. Leigh, F.LA,, London, I ho, Strana. 
VLC.L .. .. P 

Hoy a! Exchange Atturarce, Roys: Ex-chans*, E.C.3, 

and 44, PL1 Mail S.W.L Act, T. F. Anderson. 

F.U.. F.F.A. . p 

Royal Insurance Cr.-. LtdL._l, North John St., Liver¬ 
pool. 2. Gen. Mans.. F. 3. Williams and J. D. 
Simpson. London Offices, 24-28, Lombard St., 

E. C.3, Lend. Man „ F. R. Bellamy .. P 

Royal London Mutual jnsurar.ee Society Ltd., Fins¬ 
bury Sq.» E.C.2. Chairman and Man. Dir.. Alfred 
Skejgs, F.C.1.1. Sec., j. j. Pipe. .4cf„ J. H. 
Durieil, F.LA. .M 

Scottish Amicable Life Assurance Society St. Vincent 
Place, Glasgow, Man. and Act, R. Jeffrey. Sec,, 
j. M. Ross, London, 17, Tokenhouse Yard, E.C.2. 
Sec,, C. M. Ahken .. .. .. M 

Scottish Equitable Lite. Assurance Society, 28, St. 
Andrew Square, Edinburgh. Man. and Act., 

A. C. Murray, Sec., W. R. McIIvenna. London 

Office, 13, Cr.rnhill. E.C.3. Sec., W. S. Kan® Ai 

Scottish Life Assurance Co. Ltd., 13, St. Andrew Sq., 
Edinburgh, 2. Cm. Man., S. F. M. Cummin®, 

F. F.A. London Office. 9, King St., E.C.2. Man., 

3as. A, Hay .. .. .. .. P 

Scottish Provident Institution, 6, St. Andrew Square, 
Edinburgh. Mon., Sir Robert T. Bootfaby, K.B.E, 
Joint Secs., A. Graham Donald and C. S. Willis. 
,4c#., J. R. Armstrong. London Offices, 3, Lombard 
St., E.C.3, 36, Leadenbail St,, E.C.3, 7)6, Chancery 
Lane, W.C.2, and 17. Pall Mall. S.W.l. .. M 

Scottish^ Temperance & General Assurance Co. Ltd., 
109, St. Vincent St., Glasgow. Man., Wm. Banna- 
tyne, F.F.A. London, 2, 3 & 4, Cheapside. Man,, 
C. s, McDonald. (Less 18 per cent to Abstainers) M 

Scottish Union & National Insurance Co., 35, St. 
Andrew Square, Edinburgh, 2. Gen. Man., 
James G, Nieoil. London Office, 5. Waibrook, 
E.C.4. Sec., H. F. Kirrage .. ,. P 

Scottish Widows* Fund & Life Assurance Society, 

'J, St. Andrew Square, Edinburgh. Man, and Act., 
H„ G. Sharp % F.F.A., F.LA. DeP. Man. and Sec., 
E, V. Towmhend. London Offices, 28. Comhili, 
E.C.3., 17, Waterloo Place, S.W.L, and 107. Fleet 
Street, E.C.4. Farther particulars see page h i M 

bouthrm Life Association, Bush House, Aldwych, 
W.C.2. Man., Thos. Darling .. .. M 

tStandard Life Assurance Co., 3, George Street Edin¬ 
burgh. Man., S. £. Macnoghten, F.F.A., F.LA,, 
A.C.A. London Offices, 46, Queen Victoria St., 
E.C., Sec., A, B. Drayton, and 15a, Pall Mall, 
S.W.L, Sec., E. V. Goodai! .. M 

SuQ Life Assurance Co. of Canada, 2.3, & 4, Cockspur 
street S.W.l. General Manager , H. O. Leach. F 
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MESSRS. 

LEONARD LLOYD (1925) Ltd. 


Specialise in making private 
Cash Advances to Medical 
Practitioners, without Security 


9, South Molton Street, LONDON, W.1 


ERNEST TIDSWELL, M.A. ( oxon,, F .c.u. 

The Life Assurance Consultant 
Gives IMPARTIAL ADVICE on . . . 

LIFE ASSURANCE 

The State contributes I 2 J per cent of your 
Life Assurance premiums, but deducts IS 
per cent of your Stock Exchange dividends. 

My advice costs nothing ; and—unlike that of a 
salaried agent—is impartial. It will make your 
assurance premiums remunerative. 

TO INSURE YOUR LIFE TO PURCHASE YOUR HOUSE 

TO EDUCATE YOUR CHILDREN TO PROVIDE FOR RETIREMENT 
TO PURCHASE A PRACTICE 


Write for Prospectus to — 

9 GLASSLYN ROAD, LONDON, N.8 

Telephone: Mountview 1136 Telegrams: “Verbsatsap, London.” 




LIFE ASSURANCE 


A. trier, Eitc&hhsd , E, C, O, Annual Premiums to insure £1000 era death, with Profits, at the a$a of 30, 
40, end 50; E, Assurance and Annuity Funds, exclusive of Paid-uo Capita': M, Mutual Offices , 
P, Proprietary Offices. 

Those marked with an asterisk (*) in the h. column have nor returned our last form* 


TITLE, ETC, OF OFFICE 

i 

A 

i b 

1 

C 

D 

E 

San Life Assurance Society’, 63, Thre&dneedie Street, 

E. C.2. Gm. Man,, Sec., and Act., j. Rietchel. 

F. i.A. joint Sec,. G. M. Searle, F.I.A. Join! 

Ad., H. H. Edwards, F.I.A. •. .. P 

1810 | 

24/11/S 

33/5'- 

47/1/8 

84.951,799 

United Kingdom Provident Institution. 136, Strand. 

U .C.2. Sec. and *4cf., W. G- Barrett .. Ai 

1840 ! 

23/10/- 

31/-/- 

43/11/8 

21,681,722 

University Life Assurance Society, 25, Pali Mail, 
3.1’.L Ac,*, ami Sec., j. I, Gopp, F.I.A. P 

1825 

28/-/- 

34/-/- 

47/-/- 

1.501,014 

Wesleyan & General Assurance Society, Life, 

Herne Purchase, Annuities, Fire and General 
Business, Assurance Buildings, Steelhouse Lane, 
Birmingham, 4. Man. Director. A. L. Hunt. Further 
Particulars see page 17 .. .. M 

1841 

23/18/8 

82/3/4 

45/2/8 

! 12.038,772 

Yorkshire Insurance Company Ltd., Chief Offices: 
St. Helen's Square, York. Yorkshire House, 66-67, 
Comhili, E.C.3. London Branches, 22 Mincing Lana, 
E.C.3, 48, Pal! Mali S.W.l; 43, Sloane Square, 
S.W.l; 436, Brixton Road, S.W.9 ; 6, Norfolk St., 
Strand, W.C.2: 43, Broadway, Stratford, E.15; 
551, High Rd., Tottenham, N.17; 28U, Euston Rd„ 
N.W.l. Further particulars see opposite page P 

1824 

; 

23/9/2 

31/11/8 

45/8/4 

3,957.102 


Alopecia areata Pomade Max Alopecia prematura Pomade Max 

Alopecia areata Pomade Max Alopecia prematura Pomade Max 

Loss of Hair, no matter from what cause arising, should be perse ver in gly treated with POMADE 
MAS. Apparently hopeless cases receive marked benefit generally almost immediately. 

POMADE MAX 

CUNG. CANTHARIDIN c. HYDRAKG. CO.) 

For Alopecia Prematura aid Alopecia Areata 

A isrmatologhd writes :—“Without stretching language in the least we may say that it really 
appears to be a SPECIFIC FOR BALDNESS." 

An LJP.C.P „ Hasrofafe. writes Sept. 15,1915;—“ Send pot Pomade Mas for own use.” 

“ Patient (syphilitic) has used it with wonderful results.” 


MAY, ROBERTS & Co. Ltd., 7-13, ClerkenweU Road, E.C.1. 


PRESCRIPTION BOOKS. Single or Duplicate. 

Gold Stamped, Round Corners, Printed and Perforated. 



No. 12 —150 Prescription Forms in Books, each to tear out, 4x61 in.\ Each Doz. 

No. 12A— ( Ditto Ditto Sewn at side ( 2/6 net 27/6 net 

No* 13 —100 Ditto in Book, with Duplicate on Copying Paper .. f Post 3d. Post l/. 
No. 13A— Ditto Ditto Sewn at side/ 

No. 14 —75 Ditto, Waistcoat Pocket Size, 21X41 in. .. .. i 1/- net SO/6 net 

’ No. 14A—50 Ditto Ditto With Duplicate f Post Id. Post 6d. 

Nm, 12 and 13 printed with own name, address and hours, for 37/6 net per dor. 


BRISTOL : JOHN WRIGHT & SONS LTD, 
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The Medieal Defence Union 

AiD 

INDEMNITY INSURANCE 

M embers of the medical defence 

UNION are now indemnified against pe¬ 
cuniary loss in regard to Costs and Damages 
through adverse verdicts in actions brought 
against them, and taken up by the Co un cil, to an— 

UNLIMITED 

extent, this being guaranteed by the 
“YORKSHIRE ” under the terms of Membership. 

Full information may be obtained from the MEDICAL DEFENCE UNION, 

49 Bedford Square. London, W.C. 1. 

Esfahiisheii owep On& Humane a Feaips. 


WM :i «zuum 


INSURANCE CO. LTD. 

Assets excee£ FSflEEK MSLUOm 

FIRE - LIFE - ACCIDENT 

AND ALL CLASSES OF INSURANCE. 

WITH PROFIT Life Assurance Policies (Endow- j 

ments) are the best investments out of income available to 
the public* and give at the same time protection to dependants. 

The Reserves of the “ Yorkshire ” are exceptionally 
strong* and its bonuses have never been passed* reduced or 
postponed for 75 years. 

Write for particulars* stating date of birth* approximate 
amount to be invested annually* and date when investment 
is to mature. 

Chief ( St. Helen’s Square, YORK. 

Offices :\ Yorkshire House, 66/67, Comhill, LONDON, E.C.3. 

With Branches and Agencies throughout the World . 
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The JOURNAL OF LARYNGOLOGY 
AND OTOLOGY 

Edited by WALTER HOWARTH 
with the assistance of W. AL AIOLLISON 
Founded in 2SS7. Published Monthly. Annual Subscription^ £2. 

A FREE SPECIMEN COPY mil be sent to any 
Registered Practitioner on application to the Publishers 

HEADLEY BROTHERS, 169 KINGSWAY, LONDON, W.C.2. 


INDIAN JOURNAL OF PEDIATRICS 

Edited bn K. C. CHAUDHURI 

With the help of AN ALL-INDIA BOARD OF COLLABORATORS. 

The Indian Journal of Pediatrics is published Quarterly. It is 
indispensable to every Practitioner interested in Tropical Pediatrics. 
Best Medium for Advertisement. 

Annual Subscription : Inland, 6 - ; Foreign, 10/-, or $2.50 post free. 

EDITORIAL OFFICES ~~ j ADVERTISING MANAGERS~ 

56 2 CREEK ROW, | Publicity Society of India, Ltd., 

CALCUTTA. ; 1 Waterloo Street, CALCUTTA. 


Fyyo St^mi§£ns*i§ TetMi Books 

EIGHTH EDITION. 1935 

HYGIENE & PUBLIC HEALTH 

WITH SPECIAL REFERENCE TO THE TROPICS. 

By Bl REMORA RATH GHOSH, F.R.F.P.S.CGIas.l, Examiner in Hygiene , Univ . of Calcutta. With 
the assistance of Lt.-Col. A. D. STEWART, F.R.C.S.E., D.T.M. & H., D.P.H., 

Prof, of Hygiene, Calcutta School of Trap* Med. Cr. 8vo. Full Cloth. Price Rs. 7-8 or 12s. 6d 

Scientific Publishing Co., Calcutta. London Agents : Simpkin Marshall Ltd. 
JUST PUBLISHED. 1936 FOURTEENTH EDITION. 

R. GHOSH’S MATERIA MEDICA 

By BIRENDRA HATH GHOSH, F.R.F.P.S.(Glas.) 

Revised, Re-arranged, and entirely Re-written after the New B.P. 1932. 

The following are the new additions, viz.: Salyrgan, Metaphen, Solganal, Bismarsen, Fuadin, 
Uroselcctan, Lipiodoi, Abrodil, Avertin, Nirvanol, Theominal, Amytal, Pernocton, Nembutal, 
Supra-renai Cortex, Stomach Extract, Optochin, Choline, B.C.G. Vaccine, etc. 

Special attention has been paid to the description of general and local anesthetics, basal narco¬ 
tics, diuretics, general pharmacology of blood and metabolism, etc. Price Rs. 7-8, or 12s. 6d. 

Hilton Sc Co., Calcutta. London Agents : H. K. Lewis Sc Co. 

Royal 8vo. 144 pages. Price 15s. net. 

EPIDEMIC ENCEPHALITIS 

In Association with PREGNANCY, LABOUR, and the PUERPERIUM. 

By FREDERICK ROQUES, MA, M.D., M.Chir. (Cantab.), F.R.C.S. (Eng.), M.C.O.G. 

Assistant Obstetric and Gynaecological Surgeon » the Middlesex Hospital. 

Surgeon to Out-patients. The Chelsea Hospital for Women. 

Published for the .Middlesex Hospital Press, London, by Sherratt & Hughes, Manchester. 
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PURCHASE of MEDICAL PRACTICES 


The Employers’ Liability Assurance 
Corporation Ltd., in conjunction with 
the Clerical, Medical & General Life 
Assurance Society, is able, by means 
of a much simplified scheme, to 
grant on attractive terms Loans to 
assist Medical Men to purchase 
practices or partnerships. 

For Prospectus giving full 
particulars, please write to: 

THE EMPLOYERS' 

LIABILITY ASSURANCE CORPORATION 

LIMITED 

HAMILTON HOUSE, VICTORIA EMBANKMENT, 
LONDON, E.C .4 Telephone 5260 




;e m 


\ MEDICAL BOOKS 


And have always a very COMPLETE STOCK, 
enabling us to fill ORDERS PROMPTLY. 

SUBSCRIPTIONS to JOURNALS and MAGAZINES 
arranged. 

CATALOGUES & LISTS of CURRENT BOOKS 
sent Post Free. 


WILLIAM BRYCE 

MEDICAL and SCIENTIFIC BOOKSELLER, 

54415a LOTHIAN STREET, CIMklDI I DlT* LJ 
and 15 TEVIOT PLACE, EDINBURGH 


s 

are indispensable for the 

EFFECTIVE ADVERTISING 

of Medical products, foods, scientific apparatus etc 


either In Half-tone, Line or Colour are also used extensively 
In illustrating Medical works, such as “The Medical Annual.” 
Swains specialise in good photography for reproduction. 

JOHN SWAIN & SON LTD. 

PHOTO * ENM4VOS, ELECTROTYPERS, TYPESETTERS 
REPRODUCERS IM COLOUR AM D ROTARY GRAVURE 

89-92 SHOE LANE, LONDON, E.OS 

And HIGH BARNET 

GLASGOW: 332 Argyle St. BRISTOL : Refuge Assurance Building, Baldwin St. 
MANCHESTER : 2a Gore St. NOTTINGHAM ; The Studios, Edgar Rise 


Swains’ 

Block* 
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CONQUEST ©F NERVES By wjlfriq ngrthfield. 

I V la AM £ IS V . Eighth Impression 

•' Even for Medical men it is full of such gooa, sound, practical advice that Practitioner* 
will do well to read it.”-— Clinical Journal. 

THE LAB0HAT©HY: its place in the 

MODERN WORLD. By d. stark Murray, elsc., m.b., ch.b. 

“A well written little book. It can hardly fail to prove of interest to Medical men.” 

HYPNOTISM EXPLAINED - Second impression 

By ALAN MAGEY. introduction by Mildred Carlili. M.A., M.D. Cantab. 

“The work as a whole is a veritable mine of information, and deserves to go far in 
dispelling many of the fantastic ideas still current.”— Birmingham Medical Review. 


PAPER 2/- 
CLOTH 3/- 


Of all Bookseller a 
(By post 2 d. extra } 


irotis FilMHLMfl® (PKIS 

n — (2D~> WISBECH, CAMBS.1 


OAT®. 


New (Fourth) Edition. Completely Rewritten 10$. 6 d. net 

Treatment of Diseases of the Skin 

By Knowsley Sibley , M.A., M.D.> B.Ch.(Camb.). 

London: EDWARD ARNOLD & Co., 41/43 Maddox Street, W.i 
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KOHLER’S RONTGENOLOGY 

Second Edition. Pp. xvi + 682, with over 400 Illus¬ 
trations. Price 50 s.; postage 9 d. 

‘ 4 This unusually fine piece of work ... is a veritable mine of 
information. It can truly be described as an authoritative 
and standard work, and radiologists, physicians and surgeons, 
medico-legal experts, and students should be eternally grateful to 
the author and the translator.”— Brit. Jour. Surgery. 

SURGICAL Emergencies in Children 

By H. C. EDWARDS, M.S., F.R.C.S. Pp. viii -r 280, 
with 99 Illustrations. Price 12s. 6d.; postage 6d. 

A practical work for the paediatrician, the surgeon, and the 
general practitioner, dealing with the diagnosis and surgical treat¬ 
ment of emergency conditions in children, including fractures, 
infections of the bones and joints, injuries to, and acute disorders 
of the abdomen, the thorax, the urinary and genital tracts, and the 
ear, nose and throat. 

THE FOOT. A Practical Handbook 

By N. C. LAKE, M.D., F.R.C.S. Pp. viii + 328, with 
95 Illustrations. Price 12s. 6 ( 1 .; postage Sci. 

“All these common and everyday affections which are so 
troublesome to the community at large receive great attention, and 
that is the reason it will be of inestimable value to the student 
and practitioner alike. . . . The illustrations are excellent . . , the 
text is clear. An admirable monograph.” —Medical Press. 

AGENTS of Disease & Host Resistance 

11 Edited by F. P. GAY. Pp. xiv + 1582, with 218 Illus¬ 
trations. Price 45s.; postage Is. 

A well-balanced modern survey covering completely the com ■ 
parative aetiology of disease. While devoted to the principles of 
immunology, bacteriology, mycology, protozoology, > parasitology, 
and virus diseases, there are sections dealing extensively with the 
practical applications to infectious diseases of bacteriology and 
immunology, both diagnostic and therapeutic. 

BIGGER'S BACTERIOLOGY 

Fourth Edition. Pp. xvi + 458, with 98 Illustrations. 
Price 12 s. 6d.; postage 6d. 

7-8, Henrietta Street, London, W.C.2 
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Demy Svo. Illustrated. Waterproof binding. 12s. 6d. net 

DEAL BIRTH. Bv TH. H. VAN DE VELDE, M.D. Demy Svo. 

10 s. Bd. net 

WOMEN EAST AND WEST. Impressions of a Sex Expert. By MAGNUS 
HIRSCHFELD. Demy 8vo. Illustrated. 12s.6d.net 

BRAIN PREPARATIONS. By Means of Defibrillation or Blunt Dissection. 
A Guide to the Microscopic Study of the Brain. By J. W. HULTKRANTZ, 
Professor of Anatomy, University of Upsala. Crown 4to. 15 Plates. 

16s. 6d. net 

HIGH BLOOD PRESSURE : Its Variations and Control By J. F. HALLS 
DALLY, M.A., M.D. (Cantab.), M.R.C.P. (Lend.). Third Edition. Demy 
Svo. Illustrated. 15s. net 

THE SCIENCE OF SIGNS AND SYMPTOMS. In Relation to Modern 
Diagnosis and Treatment. A Textbook for Genera! Practitioners of 
Medicine. By R. J. S. McDOWALL, D.Sc., M.B., F.R.C.P. (Edin.). Third 
Edition. Enlarged and Revised. Small Royal 8vo. Illustrated. 21s. net 
DISEASES OF THE EYE (The Practitioner’s Series). By ANDREW 
RUGG-GUNN, M.B. (Edin.), F.R.CS. (Eng.). Foolscap 4to. Illustrated. 

12 s. 6d. net 

SEX EFFICIENCY THROUGH EXERCISES. By TH. H. VAN DE VELDE. 
Demy Svo. With 54 Plates and a Cinematograph Supplement of 480 Illustra¬ 
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PSYCHOLOGY OF SEX. The Biology of Sex—The Sexual Impulse in 
Youth—Sexual Deviation—The Erotic Symbolisms—Homosexuality— 
Marriage—-The Art of Love. A Manual for Students. By HAVELOCK 
ELLIS, author of Studies in the Psychology of Sex. Demy 8vo. 12s. 8d. net 

THE OSTEOPATHIC LESION. By GEORGE MACDONALD, M.B., Ch.B. 
(Edin.}, D.O. OGrksviHe, U.S.A.), and W. HARGRAVE-WILSON, D.O. 
(Kirksville, U.S.A.). Demy 8vo. 7s. 6d. net 

INHALATION THERAPY: TECHNIQUE. Bv W. E. COLLISON. With 
a Foreword by SIR BRUCE BRUCE-PGRTER, K.B.E., C.M.G. Foolscap 

4to. Illustrated. Ss. ne j 
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! By H. C. RUTHERFORD DARLING, M.D., M.S., F.R.C.S., Surgeon, Prince 
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; H. WHITING, O.B.E., M.B., F.R.C.S., Surgeon, Royal London 
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! By • BAIN, M.D., F.R.C.P. 26 Illustrations. 5s. 
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Professor of Midwifery and Diseases of Women, University of Birmingham. 36 
Coloured Plates and 619 Text-figures. 38s. 

ANTENATAL AND POSTNATAL CASE 

By F. J. BROWNE, M.D., F.R.C.S.E., Professor of Obstetrics and Gynaecology, 
University of London. 58 Illustrations. 15s. 

A TEXTBOOK OF SURGICAL PATHOLOGY 

By C. F. W. ILLINGWORTH, M.D., F.R.C.S.E., and B. M. DICK, M.B., 
F.R.C.S.E., Lecturers in Clinical Surgery, University of Edinburgh. Second Edition . 
301 Illustrations. 36s. 

THE RADIOLOGY OF BONES AND JOINTS 

By JAMES F. BRAILSFORD, M.D., M.R.C.S., Radiological Demonstrator in 
Living Anatomy, University of Birmingham. Second Edition, 340 Illustrations. 3®s. 

RECENT ADVANCES IN LARYNGOLOGY AND OTOLOGY 

By R. SCOTT STEVENSON, M.D., F.R.C.S.E., Surgeon, Metropolitan Ear, Nose 
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RECENT ADVANCES IN DISEASES OF CHILDREN 

By WILFRED J. PEARSON, D.S.O., Af.C., D.M., F.R.C.P., Physician in charge 
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Street, London. Third Edition, 23 Plates and 38 Text-figures. 15s. 

DISORDERS OF THE BLOOD 

By L. E. H. WHITBY, C.V.O., M.D., F.R.C.P., Asst. Pathologist, The Middlesex 
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HUMAN PHYSIOLOGY 
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L. E. BAYLXSS, Ph.D., Lecturer in Biophysics, University of Edinburgh. Second 
Edition. 221 Illustrations. 15s. 

THE BIOCHEMISTRY OF MEDICINE 

By A. T. CAMERON, D.Sc., F.I.C., F.R.S.C., Professor of Biochemistry, Faculty 
of Medicine, University of Manitoba ; and C. R. GILMOUR, M.D., C.M., Professor 
of Medicine and Clinical Medicine, University of Manitoba. Second Edition. 31 
Illustrations. 21s. 

RECENT ADVANCES IN ENDOCRINOLOGY 

By A. T. CAMERON, D.Sc., F.I.C., F.R.S.C., Professor of Biochemistry, Faculty 
of Medicine, University of Manitoba. Second Edition. 55 Text-figures including 
2 Plates. 15s. 
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REPORTS OX CHRONIC RHEUMATIC DISEASES. Being the 

Annual Report of the British Committee on Chronic Rheumatic Diseases 
appointed by the Royal College of Physicians. Number One. Edited by 
C W. Buckley. M.D., F.R.C.P. With S Plates. Royal Svo. 12s. 6 d. net 

A SHORT PRACTICE OF SURGERY. By Hamilton Bailey, 
F.R.C.S. Eng., and McNeill Love. M.S. Lend., F.R.C.S. Eng. Second Edition. 
936 pages, with 731 Illustrations 184 Coloured). Demy Svo. 30s. net 

INJURIES AND THEIR TREATMENT. By W. Eldon Tucker, 

hi.A., B.Ch. s F.R.C.S. SO Illustrations. Demy Svo. 9s. net 

SULK : PRODUCTION AND CONTROL. By Wm. Clunie Harvey, 
M.D., D.P.H., M.R.San.1., and Harry Hill, M.R.San.L, A.M.I.S.E., M.S.I.A. 
With 180 Illustrations. Demy Svo. 21s. net 

CHANCES OF MORBID INHERITANCE. By various Contributors. 
Edited for the Eugenics Society by C. P. Blacker, M.D., M.R.C.P., General Secretary, 
The Eugenics Society. Illustrations and Charts. Demy Svo. 45s. net 

A SHORTER SURGERY: A Practical Manual for Senior 

Students. By McNeill Love, M.S. Loud., F.R.C.S. Eng. Third Edition. 

96 Illustrations. Demy Svo. 16s. net 

CLINICAL ELECTROCARDIOGRAPHY. By William Evans, M.D., 

Asst. Physician and Asst. Director, Medical Unit, London Hospital, etc. 67 Illustrations. 
Demy Svo. 5s. net 

CLINICAL OPHTHALMOLOGY: For House' Surgeons and 
Students. By J. Myles Bxckertqn, M.A., F.R.C.S. Eng., and L. H. Savin, M.D., 
F.R.C.S. With 92 Illustrations, including 6 Plates. Demy Svo. 7s. 6 d. net 

STUDIES ON THE PHYSIOLOGY OF THE EYE, STILL 
REACTION, SLEEP, DREAMS, HIBERNATION, REPRESSION, HYP¬ 
NOSIS, NARCOSIS, COMA AND .ALLIED CONDITIONS. 

By J. Grandson Byrne. With 48 Illustrations. Royal 8 vo. 40s. net 

CLINICAL STUDIES ON THE PHYSIOLOGY OF THE EYE. 

By J. Grandson Byrne. With 49 Illustrations. Demy Svo. 10s, 6 d. net 

GOULD’S MEDICAL DICTIONARY. Edited by R. J. E. Scott, 

M.A., M.D, Bound in flexible leather, marbled edges. Fourth Ed. Imp. 8 vo. 30s. net 

A PATHOLOGY OF THE EYE. By Eugene Wolff, M.B., B.S, 

Load., F.R.C.S. Eng. With 124 Illustrations. Crown 4to. 28s. net 

THE ANATOMY OF THE EYE AND ORBIT. Including the 

Central Connections, Development and Comparative Anatomy of the Visual 
Apparatus. By Eugene Wolff, M.B., B.S. Lond., F.R.C.S. Eng. 

With 173 Illustrations. Crown 4to. 31s. 6 d. net 

INTERNAL DERANGEMENTS OF THE KNEE-JOINT. Their 

Pathology and Treatment by Modern Methods. By A. G. Timbrell Fisher, 
ill.C., F.R.C.S., author of Treatment by Manipulation , and Chronic ( Non- 
Tuberculous) Arthritis. Second Edition. With 120 Illustrations. Demy Svo. I5s.net 

THE DERMATERGOSES OR OCCUPATIONAL AFFECTIONS 

OF THE SKIN : Giving descriptions of the Trade Processes, the Responsible 
Agents and their Actions. By R. Prosser White, M.D. Edin., M.R.C.S. Eng. 
Fourth Edition, with 66 Plates, Portrait of the Author, and Memoir bv Dr. W. E. 
Cooke. Demy 8 vo. ' 353 , net 

INFECTIONS OF THE URINARY TRACT. By T. E. Hammond, 

F.R.C.S. With Illustrations. Demy 8vo. 10s. 6d. net 

MURRELL’S WHAT TO DO IN CASES OF POISONING. 

Fourteenth Edition. By P. Hamill, M.D., D.Sc„ F.R.C.P. Foolscap Svo. 5s. net 

CHRONIC STREPTOCOCCAL TOXAEMIA AND RHEUMATISM. 
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Roxburgh’s COMMON SKIN DISEASES. Third Edition. 8 Plates 

and 139 Illustrations. Demy 8 vo. S5s net 
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SURGICAL ANATOMY AND PHYSIOLOGY. By Norman C. Lake, 
M.D., M.S., D.Sc., F.R.C.S., and C. Jennings Marshall, M.D., M.S., F.R.C.S. 
238 Illustrations (many coloured). Demy 8 vo. 30s. net 

PRINCIPLES -AND PRACTICE OF X-RAY THERAPY. 

By Ffrangcon Roberts, M.A., M.D., M.R.C.P., D.M.R.E. 

115 Illustrations, including 6 Plates. Demy 8 vo. 10s. fid. net 

THE PRINCIPLES AND PRACTICE OF OTOLOGY. 
By 'F. W. Watkyn-Thomas, F.R.C.S., B.Ch. Camb., and A. Lowndes Yates, 
M.C., M.D., F.R.C.S. With 199 Illustrations. Demy 8 vo. 25s. net 

THE PRINCIPLES AND PRACTICE OF RECTAL SURGERY. 

By W. B. Gabriel, M.S. Lond., F.R.C.S. Eng. With 8 Coloured Plates and 110 
Illustrations. Royal 8 vo. 20s. net 

A GUIDE TO HUMAN PARASITOLOGY. For Medical Prac¬ 
titioners. By D. B. Blacklock, M.D. Edin., D.P.H. Lond., D.T.M. Liverpool, 
and T. Southwell, D.Sc., Ph.D. Second Edition. With 2 Coloured Plates and 
122 Text Illustrations. Royal 8 vo. 12s. fid. net 

DISEASES OF THE TONGUE. By W. G. Spencer, M.S., F.R.C.S., 

and Stanford Cade, F.R.C.S. Being the Third Edition of Butlin’s Diseases of the 
Tongue . With 20 Coloured Plates and 123 Illustrations in text. Demy 8 vo. 35s. net 

ACUTE OTITIS AND MASTOIDITIS IN GENERAL PRAC¬ 

TICE. By N. Asherson, M.A. Cape, M.B., B.Sc. Lond., F.R.C.S. Eng,, etc. 

With 97 Illustrations. Crown 8 vo. 10s. fid. net 

MINOR SURGERY. By Lionel R. Fifield, F.R.C.S. Eng. 

Second Edition, revised by McNeill Love, M.S. Lond., F.R.C.S. Eng. 

With 281 Illustrations. Crown 8 vo. 12s. fid. net 

By A. H. DouthwaitEj M.D., F.R.C.P. Lond. 

THE TREATMENT OF ASTHMA. Crown 8vo. 7s. fid. net 

THE INJECTION TREATMENT OF VARICOSE VEINS. 

Fifth Edition. Crown 8 vo. 4s. net 

THE TREATMENT OF RHEUMATOID ARTHRITIS AND 
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A GUIDE TO GENERAL PRACTICE. Crown 8 vo. 4s. 6d. net 
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TSI HOSPITALS YEAR-BOOK 

An Annual Record of the Hospital* of Great Britain and Ireland, in^rpcrathr 
" Burdett’s Hospitals and Charities,” founded rSoo, issued under the auspices of the 

JOINT COUNCIL OF THE 

Order of St. John **«« British Red Cross Society 
Che British hospitals Association (incorporated) 

The Hospitals Year-Book is the only comprehensive reference book published in Great Britain dealing 
with hospital matters, and is of value to all interested in the institutional treatment of the sick, 

PRINCIPAL CONTENTS (1936 Edition) 

Survey of Hospital Work. Survey of Hospital Finance. 

General Survey of Hospital Building during the Year 1934 . 
Commission on the Voluntary Hospitals. Bogus Appeals. Road 
Traffic Accidents. Fracture Cases. Hospital Administration. 
Contributory Funds. Cottage Hospitals. 

Memoranda of Administrative Interest to Hospitals. 

Laundry work done in hospitals’ own Staffs of Dispensaries. 

laundries. Separation of expenditure between In- 

Staffs of X-ray Departments. patients and Out-patients. 

Staffs of Pathological and Bacterio- Provident Schemes in connection with 
logical Laboratories. “ Pay Beds.” Etc. 

Directory of Voluntary Hospitals. 

Names and addresses of hospitals. Telephone number. Number or available beds. 

Names of:—The Chairman, Treasurer, Secretary and Matron. 

Particulars of beds for private patients. 

Whether the Hospital: Is approved as a Training School for Nurses. Is approved as a 
Training School for Massage and Medical Gymnastic*. Possesses its own Laundry. 
Is Incorporated. Employs an Almoner, etc. Visiting Days. 

Directory of Municipal Hospitals. 

Directory of Municipal Maternity Hospitals and Homes. 

APPRECIATION. 

The following quotations will give some guide as to the opinion of hospital officials and the Press 
with regard to the 1935 edition:— 

HOSPITAL OFFICIALS. 

“ Not only I, but individual members of our Committee, have found the Hospitals Year-Book 
of very definite and considerable value, and we are glad to receive it year by year.” 

14 1 am enclosing an order for two copies of the Hospitals Year-Book and also an order for two 
copies in future years. I need scarcely assure you that it is an invaluable reference book to have in 
the hospital.” 

44 1 wish to say what a great help the Year-Book is to my colleague (the Honorary Treasurer) 
and myself.” 

*‘ ! have long ago learned to appreciate how very” useful it is.” 

“ We are always anxious to have this in ihe hospital office as soon as it is published.” 

44 This hospital has been going through a period of reorganization, curing which I have been glad 
to avail myself of the valuable information in the Hospitals Year-Book.” 

44 We ’should not like to be without it.” 

MEDICAL OFFICERS OF HEALTH. 

44 A book full of valuable information for the hospital administrator. \ ou are doing a great 
service for all those interested in this subject by the publication of this Year-Book.” 

“ The Year-Book is a mine of information and wonderful value for money.” 

PRESS OPINIONS 

British Medical Journal. — 44 A word should again be said in praise of the careful statistical 
compilations. Even the most unimaginative can get some impression of the immense services rendered 
by the voluntary hospitals.” 

The Lancet .—“ It is a comprehensive record of the voluntary hospital system. The directory* of 
voluntary hospitals is year by year more complete and informative.” 

Medical Press and Circular .—** The scope of this book is very wide and it contains invaluable 
information.” 

Public Assistance Journal. — 44 The publication collates and closelv surveys statistics furnished by 
the voluntary hospitals of the United Kingdom, and among other valuable functions provides a most 
able review by experts of hospital finance and administrative policy.” 

Nursing Mirror .— 44 No institution can afford to be without this valuable book of reference.” 

- PUBLISHED BY THE .———« 

CENTRAL BUREAU of HOSPITAL INFORMATION, 12 GROSVENOR CRESCENT, LON00M, S.W.f 
PRICE JO/- ie* i r/- including delivery charges) 
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A OVERT ISEME X TS 


I, Founded 1851 Research Institute Built 1911 '| 

&i)e banter lllospttnl 

! (Incorporated under Royal Charter) (F 14 EI*]) 

| FULHAM ROAD, LONDON, S.W .3 

| The first Special Hospital in London for the treat - ' 

I merit of Cancer, Tumours , and Allied Diseases ; 

j - 

S A special refuge for those afflicted with this disease. Patients are admitted free and 
j without letters of recommendation. A new paying Block for Patients of moderate 
means has recently been opened. A number of beds are provided for the use of 
Patients who may remain for life. Out-patients seen, on their own application, w eek- 
days, except Saturday, at 2 p.m.; at 10 a.m. on Wednesday and 10 a.m. on Saturday, ! 

'WILL YOU HELP? Please send Cheques, crossed Coutts 3t Co., to Secy. , 
FOPAI OF BEQTJEST ,—“Igive and bequeath unto the Treasurer for ike time be.ng-J Ike Caxuju. ! 
Hospital 'Free* situate in Fulham linad, London, the suvi of ' i 

(free of Legacy Duty), to be applied towards carrying on the chart table designs of the anil Imitiuib-o, ' 






A DV E R T LSE MEN TS 


ROYAL EY1 HOSPITAL ‘loJISw”! Te c Y s 

London School of Ophthalmic Surgery and Medicine. 

CONSULTING SUBS EONS— Sia V^ixLmr J. Cobras, E.C.V.O., M.D., K.B.C.S.; L. Veenon 
F. u.O’.; E. AurKun Doep.ei.x-, F.R.C.S.; H. Wxxlquohby Lyle, M.D., B.S., 
f,r> c « ; A. F. '■'.lAcCuLisr, C.B.E., M.T>., F.B.C.S.; T. W. Letohworts, M.B., B.C., F.R.C.S. 
CONSULTING PHYSICIAN—J. S. roxLrr.ii, M.D., F.Ii.C.P. 

SURGEON— Arthur I*. Gximra, M.B.. B.S., F.li.C.S. 

ASSIST AST! SURGEONS—L. H. Saves, M.D.. SI.R.C.P., F.B.C.S.; Arnold Sop.sby, M.D., 
F.i":.B. \W IivcEorT, kl.D., F.B.C.S. 

PHYSICIAN-T. B. H:xa, M.l*„ M.U.r.p. RHINOLOGIST-C. W. M. Hope, O.B.E., M.D., 
B.S.. F.B.C.S. DENTAL SUSGEON-J. Bell Milne, L.lKS. 

DEAN—Arnold Soesby, M.D., F.li.C.S. 

The HcFuiItnl If, recognised by the University of London for studies in Ophthalmology, both 
fsr tho ombf-. ir.g examination and for the degree of M.S. It is also recognised by the Conjoint 
Bear.; and other" ? odies granting degrees and diplomas in Ophthalmology. Over 26,000 new 
cases-per annum and f»S,U.;0 attendances are dealt with annually. The Out patient department 
is, Ten at 2 turn. Mondav to f.'rid ay. and at 9.30 a.m. on Saturday. la-patients are seen, and 
operations are performed daily at 2.SO p.m., Saturdays excepted. Instruction is given in the 
Our-mtlent Demrr.rnent, in the Operating Theatre, and in the Laboratories. Classes for the 
IXOJ-I.S. are held twice yearly in May and October; the Course lasts for -even weeks, and the 
plaseew are held in the afternoon. Classes of four sessions in ophthalmology suitable for 
cam I-'dares preparing for the diploma of M.It.C.P. are held four times a year, before each 
examination. A Course suitable for General Practitioners is held in April each year. 

Further particulars map be obtained from the Dean . 
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MIDDLESEX HOSPITAL 
MEDICAL SCHOOL 

LONDON, W.l 
(University of London) 


'J'HE MEDICAL SCHOOL and Hospital occupy a central 
position within a few minutes ’ 1 walk of Oxford Circus. They 
are fully equipped for teaching the entire medical curriculum, 
both for University Degrees and the Conjoint course. 

The Hospital has been entirely rebuilt; the remodelled Out- 
Patient Department continues to expand; the newly-built quar¬ 
ters for the Resident Officers afford greatly improved facilities, 
and are being still further enlarged. These, with other new 
buildings, including modern and well equipped Laboratories, 
give to the Middlesex Hospital and its Medical School the most 
up-to-date facilities obtainable in Great Britain. In addition, 
there is open a new unit devoted to Clinical Research, and it 
contains 6 small self-contained wards and a large Clinical Lecture 
Theatre. The wards of the Archway Hospital, High gate, con¬ 
taining 600 beds, are also available for Medical and Surgical 
demonstrations for students of this Medical School. 

RESIDENT APPOINTMENTS 

34 Resident Appointments are afforded annually to newly quali¬ 
fied students. 

ELEVEN REGISTRARS are also appointed annually, 
SCHOLARSHIPS AND PRIZES of a value exceeding one 
thousand pounds are awarded each year. 

Large athletic grounds, common rooms, a well-equipped restaur¬ 
ant and gymnasium are provided. A squash racquets court is 
available. 

The Students* Amalgamated Clubs include Rugby and Associa¬ 
tion Football, Hockey, Cricket, Sailing, Fencing, Golf, Rowing, 
Swimming, etc. 

There is no accommodation for women students. 

Further particulars and a prospectus may be obtained on appli¬ 
cation to the School Secretary, Middlesex Hospital, Mortimer 
Street, W.i. 


H. E. A. BOLDERO, 

M.A., D.M., F.R.C.P., Dean. 








JOHN’S HOSPITA 

For Diseases of the Skin 

r/XCORPORATEDj 


IN-PATIENT DEPARTMENT (40 Beds)—282. UXBRIDGE ROAD W. 12. 
OFFICES AND OUT-PATIENT DEPARTMENT¬ 
S' LISLE STREET, LEICESTER SQUARE, W.C.2 


OUT-PATIENT ATTENDANCES OVER lOOO A WEEK. 


The OUT - PATIENT DEPARTMENT contains Laboratory, Lecture 
com, Electrical Department and Medicated Vapour Baths. 

The attendance of the Hon. Medical Stall is as follows : — 
Monday .. 2 p.m. Dr. Griffith 6 p.m. Dr. Dore 

Tuesday .. 2 p.m. L>r. Form ax 6 p.m. Dr. Wigley 

Wednesday . . 2 p.m. Dr. Braix 6 p.m. Dr. Dowling 

Thursday .. 2 p.m. Dr. Corsi 6 p.m. Dr. Goldsmith 

Friday .. 2 p.m. Dr. Sieley 6 p.m. Dr. Brain 

Saturday .. 2 p.m. Medical Registrar 


The Hospital is the recognized centre in London for Post-Graduate Study of 
Diseases 01 the Skin. Teaching is carried out under the auspices of the 

LONDON SCHOOL OF DERMATOLOGY. 

Staff of Lecturers ;— Chairman : Dr. J. M. H. MacLEOD. 

H. YV. Barber, m.b., f.r.c.p. .. Guy's Hospital 

H. T. Barron, m.d., m.r.c.p. .. Westminster Hospital 

R. T. Brain, m.d., f.r.c.p.(L end.) .. St. John’s Hospital 

H. Corsi, m.a., m.b., b.ch. (Camb.j, 

f.r.c.s, [ Eng. 1 .. .. ..St. Johns Hospital 

S. Ernest Dore, m.d., f.r.c.p. .. Westminster 6 t St.John’s Hospitals 

G. B. Dowling, m.d., m.r.c.p. .. St. Thomas’s & St. John’s Hospitals 

j. A. Drake, m.d., f.r.c.p. .. .. King's College Hospital 

YV, X. Goldsmith, m.a., m.d.(C amb.j. University College and St. John’s 
m.r.c.p. (Lond.; .. .. Hospitals 

A. M. H. Gray, c.b.e., m.d., f.r.c.p., 

f.r.c.s. .. .. .. .. University College Hospital 

YV. Griffith, m.b., m.r.c.p. .. .. St. John’s Hospital 

H. D. Halbin-Davis, m.b., m.r.c.p., 

f.r.c.s. .. ,. .. .. Royal Free Hospital 

E. Graham Little, m.d., f.r.c.p. .. St/Mary's Hospital 
H. MacCgrmac, c.b.e., m.b., f.r.c.p Middlesex Hospital 
j. M. H. MacLeod, m.b., f.r.c.p. .. Charing Cross & St. John's Hospitals 
L Muendi, m.b., b.s., b. sc.(Lend.; ,. St. John’s Hospital 
YV. J. O'Donovan, o.b.e., m.d., m.r.c.p London Hospital 
A. C. Roxburgh, m.d., f.r.c.p. .. St. Bartholomew’s Hospital 

H. C. G. Semon, m.b., m.r.c.p. .. Royal Northern Hospital 

W. Knowsley Sibley,, m.d., m.r.c.p. St. John’s Hospital 
M. Sydney Thomson, m.d., m.r.c.p. King’s College Hospital 
j. E. M. Wigley, m.b. m.r.c.p. .. Charing Cross & St. John’s Hospitals 

Lectures and Demonstrations are given regularly during the Winter and 
Summer Sessions. Instruction is given daily in the Out-Patient Department 
as above. Special classes or individual teaching can be arranged in the Path¬ 
ological Department. For fees and further particulars apply to the Dean 
or Secretary. 

LEONARD G. ft. TURPIN, F.C.CS. Secretary 


T £. M. WIGLEY, M.B„ Dean, 
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St. MARY’S HOSPITAL MEDICAL SCHOOL 

(University of London) 

TERMS BEGIN in JANUARY, APRIL, and OCTOBER. 

EXCEPTIONAL SITUATION 

The situation of the Hospital and Medical School is unique, for while it is adjacent 
to a large poor district with a population of 500,000, it is also within a few minutes’ 
walk of Kensington Gardens and an extensive residential district, in which students 
can live, and so avoid a daily wearisome journey to and from their work. Recent 
structural alterations include two new operating theatres and 75 additional beds. 

re-building of the medical school. 

Approximately £250,000 has been spent in re-building the Medical School and 
Laboratories. The New Buildings are now in use. Apart from the Laboratories, 
Class-rooms, and Theatres for all the subjects in the Curriculum, they include a 
Library, Restaurant, Students’ Club, Billiard room, full sized Swimming Bath, 
Squash Rackets Court, Gymnasium, Boxing ring, and an underground Garage for 
fifty Cars. 

SPECIAL CLINICAL FACILITIES. 

The formation of Clinical Units in Medicine and Surgery has been an important 
advance in connection with the Clinical teaching, and this has been further developed 
by the affiliation for teaching purposes of several of the Hospitals in the neighbour¬ 
hood, bringing up the total number of beds, available for teaching, to 1000. By 
agreement with Queen Charlotte’s Lying-in Hospital, all students of St. Mary’s 
attend a short course of instruction there, without extra fee, before entering upon 
their duties in the Maternity District of St. Mary’s. 

INSTITUTE OF PATHOLOGY AND RESEARCH. 

The Institute of Pathology and Research, under the directorship of Sir Almroth 
Wright, F.R.S., embraces seven departments, the heads of which are members of 
the Honorary Staff of the Hospital. 

RESEARCH STUDENTSHIPS. 

A considerable sum is devoted annually to research, and a part ot this is applied 
to the upkeep of Research Scholarships, designed to enable students recently 
qualified to learn the technique of research work. 

ENTRANCE SCHOLARSHIPS. 

All Entrance Scholarships are awarded annually by nomination. 

The Geraldine Harmsworth Scholarship (£200), and other University Scholar¬ 
ships, are open to members of British Universities who have completed their exam¬ 
ination in Anatomy and Physiology. 

APPOINTMENTS AFTER QUALIFICATION. 

Numerous appointments are open to newly qualified members ol the Medical 
School. Six House Physicians (eight months), Ten House Surgeons (six to eight 
months), and Four Resident Obstetric Officers (six months) are appointed annually. 
Two Resident Anaesthetists (six months), £150 per annum, Four Casualty House 
Surgeons (six months), £100 per annum, with board and residence. Two Medical 
Registrars and Surgical Registrar, £200 per annum, with partial board. Obstetric 
Registrar and Radium Registrar, each £50 per annum, with partial board. 

In addition to the above. Five Assistants to the Medical and Surgical Units are 
appointed from time to time, with salaries ranging from £400 to £750 per annum. 

ATHLETIC GROUND. 

The Athletic Ground is situated at North Wembley, and can be reached in 
20 minutes from the Medieal School. 

The Illustrated Prospectus can be obtained from the School Secretary , St. Mary's 
Hospital , Paddington , IF. 2. 

C. M. WILSON (M.C.), M.D., F.R.C.P., Dean. 
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ADVERT iSEMENTS 



Free and Paying 
Patients received 
in both In- and 
Out- Patient De- 

i «& h t e t is onen 
every week-day 
except Saturday, 
at 2 p.m. 


AND 


SUPPORTED 

BY 

VOLUNTARY 

CONTRIBUTIONS 


and other diseases of 
the Nervous System 

MA8DA VALE 
LONDON 


Special Departments : 

Massage and Elec¬ 
trical Treatment 
Swedish Remedial 
Exercises. 

X-Ray 

Pathological 

Ear, Nose & Throat 

Dental 

Ophthalmic 

Psychological 

Psychiatric 

20 Private Wards 
6 Pay Beds 


H. W. BURLEIGH 

Secretary 


GORDON HOSPITAL FOR RECTAL DISEASES 

VAUXHALL BRIDGE ROAD, LONDON, S.W.l. 

FOUNDED 18584, Pre-idem: JOHN AETHER DEWAR, Esq. 35 BEDS, 

Chtiiruian.—i‘.tVTj. liLGfN'Af.F> COUFXKLD, Banker*— Messrs. Hoare & Co,* 37* Fleet Street. 


HONORARY MEDICAL STAFF. 

Consulting Surgeons,—l’. Maynard Heatii, Esq., M.S., F.Ii.C.S,; C. J. Ogle, Esq. 

Surgr/m*.— W. Ernest Miles, Esq., i.R.C.S.; Peter L. Daniel, Esq., F.R.O S.; A. Lawrence 
Abel, I-.*q.* AI.S., F.K.c.s.: Eric Crook, Esq., M.Ch., F.B.C.S. ; Michael Smyth, Esq., M.Ch., 
F.R.C.S.; Eonald W. Raven, Esq., r.RX’.S, 

An>?<;h•'i is/r.—Ronald Jarman, Esq,, 3I.R.C.S., L.R.C.P.; Maorice Hudson, Esq., M.E., B.S.: 
E. F. Johnson, Esq., M,R.„ B.S.; L. H. Morris, Esq., M.R.C.S., L.R.C.P. 

Resident Medical Staff .—One House Surgeon. 

Matroy :,—Miss M. L. Burnett. 

Operations Monday to Friday. The practice of the Hospital is free to Medical Men and 
Students. Out-patients seen an Mondays, Tuesdays, Wednesdays, Thursdays, and Fridays at 
2 p.m. Tut*lay# at $ jj.w. All treatment is free. In-patients pay according to their means 
for maintenance. 

PRIVATE WARDS. 

A chief feature of the Hospital is to provide for sufferers whose 
weans are unequal to the cost of private treatment, and who yet are 
not fit subjects for a Free Hospital. 


KING’S COLLEGE HOSPITAL 

DENMARK HILL, LONDON, S.E.5 

School of Instruction in RADIOGRAPHY, RADIOTHERAPY 
and CLINICAL PHOTOGRAPHY for the Training of Technical 
Assistants in X-RAY and RADIUM DEPARTMENTS. 

The School is under the supervision of HUGH DAVIES, M.A., M.R.C.S., D.M.R.E., 
Director oi the Radiographic Department, who is assisted by a Staff of Qualified Teachers. 
For- particulars apply to the Principal: Miss S. L. FRANKLIN, M. R.C.S., L.R.C.P., D.M.R.E, 
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COUNTY OF LONDON, 


™ MAUDSLEY HOSPITAL 

DENMARK. HILL, S.E.5. 

MtJkal Sun. - EDWARD MAPOTHER, M.D. F.R.C.P., F.R.C.S. 


T HIS HOSPITAL, organized by the London County Council on the lines 
of the combined Neurological and Psychiatric Clinics of the Continent 
and America, represents the first provision of its kind by a public body in this 
country. Its objects are :— 

(a) Research into the pathology and treatment of Nervous and Mental 
Disorders; 

\b) Instruction of Medical Students, and advanced post-graduate courses 
in Psychological Medicine; 

(c) Facilities for diagnosis of difficult cases; 

(d) TREATMENT of all forms of Nervous Disorders (both organic and 
functional), including early and recoverable forms of mental 
disturbance. 

Admission as in-patients for psychoses is limited to cases of good 
prognosis, or of particular value for research or teaching, except in very special 
cases for diagnosis. 

Approval by the Medical Superintendent is an indispensable preliminary. 
Treatment is entirely on a voluntary basis. Every in-patient is required 
to sign an application form for admission, and is entitled to leave within 
24 hours of notifying desire to do so. Restriction of liberty while in Hospital 
is reduced to a minimum. 

The special features of treatment at this Hospital for mental disturbances 
include (1) Complete absence of association with the certified insane; (2) 
Careful separation, from admission, of the quiet from restless cases; (3) A 
Medical Staff sufficiently numerous for modern individual psycho-therapy; 
{4) All means of physical treatment; (5) The services of eminent specialists 
in various branches of medicine and surgery ; (6) The co-operation of a 

Pathological Department under Dr. F. L. Golla, ensuring application of the 
most modern methods ; (7) A very numerous, highly educated, and experienced 
nursing staff, almost entirely women. 

OUT-PATIENTS are seen at 2 p.m. (Men on Mondays and Thursdays, Women 
on Tuesdays and Fridays). The Children’s Clinic is held on Mondays and 
Fridays at 10 a.m. All types of nervous and mental disorder are eligible 
for treatment in this Department. 

IN-PATIENTS : Accommodation includes— 

(a) 200 Beds in wards and separate rooms of the Maudsley Hospital itself. 

(b) 35 Beds in wards and separate rooms in an Annexe at King’s College 

Hospital. 

(c) A Ward {including some Private rooms) reserved for selected Patients 
of each sex in the Maudsley Hospital. 

TERMS : 

£5 a week, but in case of patients with a legal settlement in the County 
of London a less sum may be charged according to means. 


All communications should be addressed to the Medical Superintendent « 
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Royal Northern rsr Hospitals 

8,320 In-Patients, and 380,703 Oat-Patient Attendances Annually. 

Royal Northern Hospital, Holloway, N.7 - 300 Beds 

Ee.’O-rrgscG hr the Euuraii/.r.g KcarJ of the Koval College of Physicians and Surgeons as 
a of siii'Iv Curing r i.e h Year of t:.e medical Curriculum. Thirty Special 

Departments arc ma'mtstlr.eL Ke-cquhyed Light and X-ray Departments, Maternity 
Department, Cornrihuforr Wur-Is, General Varus, St. David’s Wing with SO beds for 
private patients, in private rooms, with separate Operating Theatres lor the Wing, private 

Royal Chest Hospital, City Road, R.C.l. - - 85 Beds 

For treatment of all Diseases of the Heart and Chest Cases of Tuberculosis are admitted 

for diagnosis only;. 

Grovelands Hospital * Recovery), Southgate, N.14. - 60 Beds 

For reception of patients from above Hospitals. 

Keckitt Convalescent Home, Clacton-on-Sea - 35 Beds 

Maternity Nursing Association, Myddelton Square, E.C.l, _ 

235 Camden Rd.,N.7, & Howard Rd«, Sth. Tottenham, N. 15 466 Beds 

For District Midwifery work with Ante-Natal and Infant Welfare Clinics. 

FUNDS ARE URGENTLY NEEDED. 

Post Graduate Instruction 

S? racial Courses are held in Medical and Surgical and special subjects, and are open to all 
medical practitioners fret- of charge. The Lectures are advertised beforehand in the 

Mvd-ui Journals. 

Special Courses in Anaesthetics 

8 Months—3 Guineas; 8 Months—4 Guineas. 

CHnlcal A --istantsLips are available in ail departments of the Hospital. Clinical Clerkships 
and Pathological Clerkships for a period of o mouths are available. Fees—2 Guineas, 

School for Radiographers 

Course lasting Ih to 15 months commence in April and October for the training of Radiographers. 

Further particulars may be obtained from: ^ ees ^5-30 Guineas. 

Gilbert G. Panter, Secretary. Royal Northern Hospital, Holloway, N.7. 

The Royal Dental Hospital of London 
SCHOOL of DENTAL SURGERY^ESS 

LEICESTER SQUARE* LONDON. W.C.2. 

Students are admitted for the curriculum for the B.D.S. Decree, and the 
L.D.S. Diploma in October, January and May. 

HOSPITAL PRACTICE. The School is furnished with modern equipment, and the Clinic of the 
Hospital is unrivalled. Students may attend the operations in the In-Patient Department, 
and chair-side instruction is given in Advanced Operative Technique and Orthodontics. 
DENTAL PROSTHETICS. The Mechanical Laboratory is a spacious and fully equipped 
department, under the direction of the Lecturer in Prosthetics. 

HOUSE APPOINTMENTS. Sis Senior House Surgeons and eighteen ordinary House Surgeons 
are appointed every year. 

POST-GRADUATE INSTRUCTION. Instruction can be arranged in all branches of Dental 
Surgery. 

Write for further particulars and School Calendar to THE BEAM. 


LONDON FEYER HOSPITAL 

FOUNDED 1802 . ISLINGTON, N.I. 

The onlv Hospital of its kind in or around London which is NOT 
RATE SUPPORTED. 

Diseases Treated are SCARLET FEYER, DIPHTHERIA, 
MEASLES and GERMAN MEASLES in the GENERAL WARDS, 
these and other INFECTIOUS DISEASES in PRIVATE ROOMS. 
Governors are entitled to FREE Treatment in the Wards for themselves and 
Alembert of their households 3 and Contributing Firms for their Employees. 
General Ward Fees—Children, 2 guineas ; Adults, 3 guineas per week. 

Private Rooms—7 and 10 guineas per week. 

AMBULANCE sent on receipt of Telephone message (Clerkenyvell 9786). 
Secretary - W. Elliot Dixon. 
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Centra! London 
Throat, Nose ? and Ear Hospital 

GRAY’S INN ROAD, LONDON, W.C.i 

(Close to King's Cross Stations ). 


OUT-PATIENT CLINICS are held daily, during which special attention 
is given to the instruction of Post-Graduate Students. 

CLINICAL ASSISTANTSHIPS are tenable for periods of three, six or 
twelve months, and Clinical Assistants are expected to attend at least two 
clinics a week, when a table is reserved for them in the Out-Patient Depart¬ 
ment for the examination of patients. These appointments afford the best 
method of obtaining a satisfactory knowledge of the Speciality 

Arrangements can always be made to suit the individual requirements 
of those in general practice who may be unable to attend regularly. 

WEEKLY LECTURES by members of Hon. Medical Staff—Fridays 4 p.m. 

COURSES IN METHODS OF EXAMINATION AND DIAGNOSIS 
are given at frequent intervals. 

COURSES IN ANATOMY AND PHYSIOLOGY for PART I of the 
D.L.O. EXAMINATION ? and CLINICAL COURSES for PART II 
OF THE EXAMINATION (with Peroral Endoscopy, and Pathology and 
Bacteriology Classes) are given twice yearly in May and October. 

A full syllabus of the routine work and of the DX.O. Courses may be 
obtained from the Dean, or the Secretary-Superintendent. 


Unirersitp of SI. 1reu)$ 

(SCOTLAND). 

Chancellor -The lit. Hon. STANLEY BALDWIN, 31.P., P.C., LL.D. 

Rector—The Most H 011 . the MARCH ESE MARCONI. 

Vice-Chancellor and Principal —Sir JAMES OOLQUHOUN IRVINE, D.Se.. 

LL.D., Sc.R., D.C.L., F.R.S. 

FACULTY OF MEDICINE 

(Dean- F. J. CHARTERIS, M.D.) 

The University confers the following: DEGREES AND DIPLOMAS — M.B., Ch. B., 
M.R., Ch.M., Ph.D., D.P.H., L.D.S., D.P.D (all open to men or women). 

SESSION 1935-1936 opened 2nd October, 1935. The whole curriculum may be taken at 
Dundee, or the first two years may be taken in St. Andrews, the remaining three 
in Dundee. 

CLINICAL INSTRUCTION at Dundee Royal Infirmary, and other Medical and 
Surgical Institutions in Dundee, 

BURSARY (Scholarship) Competitions. June annually. Entries due 4th 31 ay, 

RESIDENTIAL ENTRANCE SCHOLARSHIPS FOR MEN. Five or six of £100 
competed for in June. Medical Students are eligible. 

FEES for complete M.B., Oh.B. Course, exclusive of Examination Fees, Hospital 
Fees, etc., £1S2. Fees for L.D.S., £88 10s.; Fee for D.P.D., £25. 

PRELIMINARY EXAMINATION. September and March. Entries due 4th August 
and 6th February. 

RESIDENCE HALLS for 31 en and Women at St. Andrews ; for Women at Dundee. 

Provision made for POST-GRADUATE STUDY AND RESEARCH. 


Full information may be obtained from the Secretary of the University, 71 North 
Street, St. Andrews; or, the Dean of "The Faculty of Medicine, Westlands, 
St. Andrews. 
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NIVERSITY of BRISTO 



FACULTY OF MEDICINE ^- 

rsitv affords complete courses of instruction for the 
Ions for its own Medical and Dental Degrees and Diplomas, 
.ncies permit, for the examinations of other bodies. 


The University confers the following Degrees and Diplomas : 


Bachelor ov Medicine and Bachelor of Surgery M.B., Ch.B. 
Master of Sufgery .. .. .. . • Ch.M. 

Doctor of Medicine .. . . .. .. - . M.D. 

Doctor of Philosophy .. .. .. .. Ph.D. 

Bachelor of Dental Surgery .. .. .. B.D.S. 

Master of Dental Surgery .. .. .. .. M.D.S. 

Diploma in Dental Surgery .. .. .. L.D.S. 


The early part of the curriculum so interlocks with the curriculum for 
die B.Sc. degree that the taking of this degree in addition to the M.B., Ch.B. 
is facilitated. The whole of the Dental Mechanical work for the Bristol 
Royal Infirmary and the Bristol General Hospital is done in the University 
laboratory by the students, instructed by the Lecturer in Dental Mechanics 
and a staff of skilled mechanics. 


CLINICAL WORK is done at the Bristol Royal Infirmary and the 
Bristol General Hospital, which together contain 673 beds. The Bristol 
Koval Hospital for Sick Children and Women (120 beds), the Bristol Eye 
Hospital, the Bristol City and County Asylum, the Bristol City Fever Hospital 
and, by the kind permission of the Health Committee of the Bristol City 
Council, Southmead Hospital are also open for the clinical instruction of 
students. 

SCHOLARSHIPS.—There are Henry Herbert Wills Science Scholar¬ 
ships, a Miriam Badock Entrance Scholarship, available to boys from 
Clifton College, a Harold Greenwood Scholarship, tenable by a candidate 
who has received instruction at a State-provided school in Clevedon (or 
elsewhere In Somerset) and subsequently at a Secondary school in Somerset 
(or Bristol), and a Skillicome Memorial Scholarship available to a pupil 
in Cheltenham Grammar School, which may be held in the Faculty of 
Medicine. Students from the City of Bristol may, on their merits, receive 
financial aid from the City Scholarship Fund on application to the Director 
of Education, Guildhall, Bristol. Forms of application must be returned to 
him by April 30 th. 

Several Scholarships and Prizes are open to students during their Hospital 

career. 


HOSFITAL APPOINTMENTS open to students after qualification :— 

At the Bristol Royal Infirmary.—Four House Surgeons, one Casualty 
House Surgeon, two House Physicians, one House Physician for Cancer 
Research Wards, one Resident Obstetric Officer, one Ophthalmic and Gynae¬ 
cological House Surgeon; one Ear, Nose and Throat House Surgeon; one 
Assistant to the Senior Resident Medical Officer, who also acts as House 
Surgeon, and House Surgeon to the Skin Department; and one Dental 
House Surgeon. 

At the Bristol General Hospital.—Senior Resident Medical Officer; one 
Casualty Blouse Surgeon; two House Physicians; two House Surgeons; one 
Resident Obstetric Officer; one House Surgeon for Special Departments ; 
one Dental House Surgeon. All these appointments are salaried, with board 
and residence. - 

For further particulars and prospectus apply to the Dean of the 
Faculty of Medicine. 
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QUEEN CHARLOTTE’S MATERNITY HOSPITAL 
AND MIDWIFERY TRAINING SCHOOL 

MARYLEBONE ROAD, N.W.1 


Consulting Obstetric Surgeons. 

\Y. S. A. Griffith, f.e.c s., f.b.c.f. T. G Stevi-.ns, m.d., rjtx.s., f.c.o.g, 

T. W. El)KN, !U.D., F.R.C.S., F.E.C.P., F.C.O.G. ,T. BRIGHT BANISTER, F.IM'.S., F.r.O.G. 

A. F. Stake, .u.b., m.u.c.s., f.e.c.p. Aleck W. Boras!-:, ai.s., b.c., f.r.c.s., f.c.o.g. 

Consulting Physician: H. Morlkv Fletcher, m.b., F.R.c.r. 

Consulting Surgeon— Sir T. Crisp English, k.c.m.g , m.b.» e.s m f.r.c.s. 


Obstetric Surgeons to In-Patients. 

Trevor B. Davies, m.d., b.s., f.r.c.s. C. S. L^ne Boeeiits, xr.s. f h.b.,f.b c.s., h.c.o.g. 

Louis C. Rivett. ai c., f.r.c.s., xt.c.o.g, LeslieH.W. Williams,m.d.,m.s.,f.r.c.s.,3i.c.oj 
Leonard G. Phillips, ai.s., .u.b., f.r.c.s. G. F. Gibberd, si.b., b.s , f.r.c.s., m.c.o.g. 

Obstetric Surgeons to Out-Patients. 


A. C- H. Bell, m.b., b.s., f.r.c.s., m.c.o.g. 
Physician. 

C. McMoRAN WILSON, MX., M.D., F.ll.C.P. 


Douglas H. MacLeod, ax.B.,M.s., f.k.c s., xi.c.q.g. 
Dental Surgeon. 

J. D. C.OtBROOK. n R.C.S., L.R.C.P, 


Assistant Physician. 

T. C. Hunt, d.hi. Qxon., f.r.c.p. 
Paediatrician. 

G. Eric C. Pritchard, m.d., f.r.c.p. 
Surgeon, 

C, H. S. PRANK.4TJ, C.B.E., D S.Q , M.B., F.RC.S. 
Ophthalmic Surgeon. 

P. A. JULER, M.B., F.R.C.S. 

Ear, Nose and Throat Surgeon. 

J. P. MONKHOUSE, B.S., F.R.C.S. 


Medical Officers Ante-Natal Dept. 
Gertrude Dearxley, m.d., f.c o.g. 

A. Morris Johns, m.d m cii b. 

J. D. Jj’LEW, M.D., M.C.O.G. 

Gladys Ii. Dodds, ai.b., ck.b., d.p.h., m.c.o.g. 

Medical Officer, Infant Consultation Centre. 
A. A. Moncrieff, M.D., F.n.C.P. 

Hon. Director of Research Laboratories 
and Consulting Bacteriologist. 
Leonard Colebrook, m.b,, b s. 


Qualified Practitioners and Students are admitted to ihe Practice of this Hospital. There 
are 130 Beds, and about 2,700 Patients are received annually. In addition to the valuable routine 
work of the Hospital and Ante-Natal and Child Welfare Departments, unusual opportunities are 
afforded of seeing Obstetrical Complications and Operative Midwifery, more than one-half of 
the total admissions being primiparous cases. There are 30 beds at the Isolation Block and 
Research Laboratories at Hammersmith for cases of puerperal fever and xiuerperal pyrexia. 
Clinical Demonstrations are given by the Staff daily. The .Residential College for Students is 
opposite the Hospital (with which it is in telephonic communication). 

Por Rules, Pees, &c., apply to H. B. STOKES, Secretary-Supt. 


KING’S COLLEGE HOSPITAL MEDICAL SCHOOL 

(UNIVERSITY OF LOXDON) 

DENMARK HILL, LONDON, S.E.5. 

THE NEW BUILDINGS of the Medical School were opened in July, 1933. 

THE HALL OF RESIDENCE is near to the School. 

THE ATHLETIC GROUND is within 10 minutes’ walk of the Hospital. 

FOURTEEN ENTRANCE SCHOLARSHIPS, total value of £1,530, are awarded annually. 
DENTAL SCHOOL. A full Dental Course is given at King’s Coll. Hospital and King’s College. 


The Calendar, Details of Scholarships, etc., will be sent on application to the Dean, 
J. A. DRAKE, M.D., F.R.C.P , D.P.H.; or to the Secretary, S. C. RANNER, M.A., 
King’s College Hospital Medical School, Denmark Hill, London, S.E.5. 


QUEEN MARY’S HOSPITAL ES EAST END 

(Founded i86r ; Incorporated by Royal Charter, 1917). 

STRATFORD, LONDON, E.15 

Patron: HER MAJESTY THE QUEEN. 

President: HIS ROYAL HIGHNESS THE DUKE OP GLOUCESTER, K.G. 
Deputy President: Sir LEONA RD LYLE, lit., J.P. Chairman: T. MAY-SMITH, Esq., J.P. 
Secretary: MAJOR RAPHAEL JACKSON. 

The Poorest of the Poor are treated at this Hospital. Normal Accommodation. 210 Beds. 
Cost of Endowing a Bed, £1000 ; a Cot, £500. Fuuds most urgently needed to meet 
current expenditure, and will be gratefully received by CLAUD F. GODDARD. Esq., Hon. 

Treasurer, 22 King Street, S.W.i, or by the Secretary. 

In-Patients treated, 1934 .. 3,55$ Out-Patient Attendances, 1934 ,. 145,705 

Accidents treated, 1934 .. 10,690 Ordinary Expenditure, 1934 • * £46,589 

Income from Annual Subscriptions and Invested Property .. £4921 

RAPHAEL JACKSON (Major), Secretary, 






ESTABLISHED 
OVER A CENTURY 


J OHN WRIGHT & SONS LTD., being 
Medical Printers as well as Publishers, 
and in direct communication with 
every Practitioner in the Kingdom, are 
able to issue Medical and Scientific 
Works with unusual advantage to 
Authors. 

They are always pleased to receive for 
consideration manuscripts of a Medical 
or a Scientific character requiring the 
special care for which the house of 
John Wright & Sons Ltd. is noted; and, 
if desired, are glad to arrange an inter* 
view at their Bristol office, or In London 
or elsewhere, at any time convenient 
to Authors. 

They have at their command all the 
machinery, processes, and materials 
essential for the perfect production of 
books and periodicals, and, at the same 
time, every facility for introducing 
Medical works to the Profession. 

PUBLISHERS AND PRINTERS OF 

THE 

BRITISH JOURNAL OFSURGERY 
THE MEDICAL ANNUAL* ETC* 

TELEPHONE NO. 21115 TELEGRAPH ADDRESS : 

(2 lines) weight, publishers, Bristol 



ADVERTISEMENTS 


dtp of Condon IHaternitp hospital 

and iftidutiferj) trailing School, city road, e.c.i 

Consulting Physician; R. A. YOUNG, Esq., C.B.E., M.D. 'Land,), F.R.C.P. 

• i SIR HUGH M. RIGBY, K.C.V.O., M.S. (Loud.;, F.R.C.S. 
Consulting Surgeons - \ R . J, McNEILL LOVE, Esq., F.R.C.S. (Eng.). 

Consulting f SIR COMYNS BERKELEY, M.C., M.A., M.D.. F.R.C.P. 

Obstet. Surgeons EARDLEY HOLLAND, Esq., M.D.(Lond.), F.R.C.P., F.R.C.S.,, F.C.O.G. 

Obstetric Surgeons : Physician to the Hospital: 

W. McKIM H. McCULLAGH, Esq., SYDNEY A. OWEN, Esq., M.D., F.R.C.P 
D.S.O., M.C.i B.A.. M.B., B.Ch.(Belfast), Pathologist - 

P. „„ H. C. LUCEY, EsqT!n"d., B.s. CLond-J. 

ARNOLD L. WALKER, Esq., M.A., M.B., D P H 
B.Ch.(Cam.), F.R.C.S., M.C.O.G., L.R.C.P. ** Anaesthetists' 

R - T pHRISTIE BROWN, Esq., xVl.S.(Durh.), HERBERT CHARLES, Esq., M.R.CS. 
F.R.C.S., M.C.O.G. (Eng.), L.R.C.P. (Lond.). 

Assistant Obstetric Surgeons : HUGH A. RICHARDS, Esq., M.A.(Camb.), 

R. L. DODDS, Esq., M.B., M.Ch., M.R.C.S. (Eng.), L.R.C.P. (Lond.;. 

F.R.C.S. (Eng.). Consulting Dental Surgeon : 

J V. O’SULLIVAN, Esq., M.D., M.R.C.P. DESMOND GURE, Esq., L.D.S., R.C.S. 

(Lond.), F.R.C.S. (Eng.)., M.C.O.G. (Eng.). ' 

J. B. BLAIKLEY, Esq., M.B., B.S. (Lond.), Dental Surgeon : 

F.R.C.S. (Eng.). C. W. T. SHUTTLEWORTH, Esq., L.D.S. 

Clinical Assistant to Child Welfare Centre : J. D. LEGGE CURRIE, Esq., M.R.C.S., L.R.C.P. 
Resident Medical Officers: (TWO). 

Qualified Practitioners and Medical Students admitted to Hospital 
Practice. 

Pupils trained as Midwives and Monthly Nurses in accordance with 
Central Midwives Board Regulations. Certificates awarded as required 
by Examining Bodies. 

Private Wards for Paying Patients. Maternity Nurses available for Private 
Engagements. Secretary : RALPH B. CANNINGS. 


DUBLIN 


T HE Hospital contains 135 beds. Over 2,000 maternity cases and nearly 1,000 
gynecological patients are treated during the year. Besides the Hospital 
there is an extern Maternity Department with over 2,000 cases. The routine 
for Students consists of attendance at the Morning Lectures on Midwifery and Gynaeco¬ 
logy, examination of patients in the Gynaecological Departments, attendance at 
operations and all abnormal labour in the Hospital Wards, and conduction of labour 
eases in the intern and extern departments ; the Antenatal Clinic, the Infants’ 
Department and Dispensary are available also. The Pathological Laboratory has 
been considerably enlarged, and offers convenient facilities for practical work to 
Post-Graduates and Students. A Bio-Chemist on the staff of the Hospital, who is 
carrying out the Zondek-Ascheiin test for pregnancy, is prepared to help any Post¬ 
graduates who are keen on doing research work on the material in the Hospital. An 
X-ray Department is attached to the Hospital. 

Qualified Students are allowed to assist at the major and perform some minor 
gynaecological operations. 

The Hospital Courses are always going on during the year, and Students can join 
at any time. The Class is limited, therefore it is advisable to register in advance. 
Board and residence can be obtained in the Hospital. 

One grass and two hard tennis courts and one standard squash racket court are 
available for Students living in the Residents’ Mess. 

Extra classes in gynaecological diagnoses and operative midwifery are conducted 
by the Assistants to the Master. 

Fees : One month, £6 6s. ; months other than the first, £4 4s. ; Three months, 
£12 12s. L.M. Course, £21. 

The L.M. Certificate is given to qualified practitioners on examination after six 
months’ attendance at the Hospital. 

FULL PARTICULARS FLO HI — 

ANDREW H. DAVIDSON, MJD., Master, Rotunda Hospital. 


Ad. 5 




gg A DVLRTISLMBNTS 

0U3EC2S 

IlSsVVu m r:, 

FACULTY OF MEDICINE 


T HE University grants decrees in Medicine. Surgery, Orthoptedic Surgery, 
Denial Surfer v.':,nd W.r'finnry $ck*nce, also degree of Doctor of Philosophy, 
and Diplomas in fnbllc Health, Tropical Medicine, Tropical Hygiene, Veterinary 
Hyjien**. Mediea; Radiology end EaU-rroIogy, and a Licence in Dental Surgery. 
Stuavn:,' nmv also prepare" in the University'for the examinations of other licensing 

Jl&Uf'd fail'd Build‘ r$s.- —The buildings of the Medical School are all modern, 
j,,nd contain spacious lecture rooms, and well-equipped laboratories and class-rooms 
for the study of all the more important subjects which form the basis of medicine. 
In addition*, laboratories arc provided lor medical research in Biochemistry, 
Tropical Medicine, Physiology, Comparative Pathology, Pathology, Bacteriology, 
Hygiene, and Cytology. 

Nosp’lah. —-The Clinical School consists of four general hospitals—the Royal 
Iibirmory, the David Lewis Northern Hospital, the Royal Southern Hospital, and 
the Stanley Hospital ; and of five special hospitals : the Eye, Ear, and Throat 
Infirmary, the Women's Hospital, Liverpool, the Royal Liverpool Children’s Hospital, 
St. Paul’s Eye Hospital, and Liverpool Maternity Hospital. These hospitals 
2 ontain in all a total of about 1500 beds. 

Fdloivahips and Scholarships. —Fellowships, Scholarships, and prizes of over 
£1500 are awarded annually. There are also numerous Entrance Scholarships. 
Particulars may be obtained* on application. 

For information on all matters concerning the curriculum, application should 
be made to Professor W. H. Wood, Dean of the Faculty of Medicine, the University 
of Liverpool. 


SCHOOL OF MEDICINE 

OF 

The Royal Colleges, EDINBURGH. 

(FOUNDED 1505.) 


SUMMER SESSION, 1936, opens 14th APRIL. 
WINTER SESSION, 1936-37, opens 6th OCTOBER. 


HP HE Lectures qualify for the English and Scottish 
1 Universities and other Medical Examining Boards. 

One half of the Qualifying Classes required for graduation 
in the University of Edinburgh may be attended in this 
School. 

The Calendar of the School, giving all necessary infor¬ 
mation regarding Classes, Fees, and Examinations, will 
be ready for issue on September 5th, price l/- post free, 
on application to the— 

DEAN OF THE SCHOOL, Surgeons’ Hall, Edinburgh. 
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FELLOWSHIP of.MEDICINE 

1, WIMPOLE STREET, LONDON, W.L - - Langham 4266 

Should he consulted regarding all Post-Graduate instruction. 

Annual Membership Subscription (from month of joining), £1 Is. 

SPECIAL COURSES in all subjects arranged :: ROTA OF TEACHERS 
periodically, including Courses for M.R.C.P. :i giving persona! Tuition 
and F.R.C.S. (Primary and Final). \\ always available. 

The “POST-GRADUATE MEDICAL JOURNAL ” giving full details, in 
addition to matter of Clinical and Practical interest 3 is published monthly , 


UNIVERSITY OF BIRMINGHAM 


FACT TT TV $TF MPITT PTMF ■ (Associated with the General, Queen’s and 

* 1 w-IIAJ-/vJui« Special Hospitals for Clinical Teaching.j 

The University grants Degrees in Medicine, Surgery and State Medic ne, and a Diploma in Public 
Health; also Degrees and a Diploma in Dental Surgery. 

SCHOLARSHIPS, EXHIBITIONS AND PRIZES. 

Entrance and other Scholarships and Exhibitions, and various Prizes and Medals are awarded 
annually in the Faculty of Medicine. 

SCHOOL OF DENTISTRY 

Birmingham Dental Hospital.) 

The School of Dentistry, in conjunction with the General and Queen's Hospitals, affords a complete 
curriculum for the Dental Diplomas and Dental Degrees of the University and all other Licensing 
Bodies. There is a Dental Scholarship of the value of £46 17 <3 offered annually. 

RESIDENCE FOR UNDERGRADUATES AND OTHER STUDENTS. 

There are Halls of Residence for Men and for Women Students. A Register of approved lodgings is 
also kept by the Secretary of the University. 

For Syllabus and further information apply to the Registrar. Stanley Barneh, M.D., F.R.C.P., Dean. 


THE WELSH NATIONAL SCHOOL OF MEDICINE 

(UNIVERSITY OF WALES) 

The Welsh National Sehool of Medicine comprises departments of — 

Materia Medica and Pharmacology; Pathology and Bacteriology; Medicine; Surgery; 
Obstetrics and Gynaecology; Preventive Medicine and Public Health; Tuberculosis. 

COURSES OP INSTRUCTION FOR MEDICAL DEGREES AND DIPLOMAS 

Courses of instruction are given by the School In the above Departments, for the medical 
degrees of the University of Wales, and may be attended by students preparing for degrees and 
diplomas of other Examining Bodies. 

Hospital Instruction is given at the Cardiff Royal Infirmary, Llandough Hospital, City 
Lodge Hospital, City Mental Hospital, City Isolation Hospital, Prince of Wales’ Hospital 
(Orthopaedic), Cefn Mably and Gian Ely Hospitals (Tuberculosis). 

POST-GRADUATE STUDY 

Facilities are given in the School for approved research in all branches of Medicine and 
Surgery. Post-Graduate Scholarships are available ranging in value from £1 fit) to £2i0 per annum, 
Complete Post-Graduate Courses of Instruction are given for the Diploma in Public 
Health, and for the Tuberculous Diseases Diploma of the University of Wales. 

Applicaiion for admission to any of the Courses should be made us early as possible to— 

THE SECRETARY, WELSH NATIONAL SCHOOL OF MEDICINE, THE PARADE, CARDIFF, 
from whom further particulars may be obtained. 


NEUROLOGY AND PSYCHOPATHOLOGY: Clinical Instruction 
... at the 

West End Hospital for Nervous Diseases, Welbeck Street, W.1 

FI P |VI (CONJOINT BOARD). A two months' course, approximately half-time, in Neurology, suitable 
| 0r p art ij 0 f this examination, will be held during April and M»y, 1038. The course will be 
chiefly in tha afternoons, and will include clinical demonstrations in neurology and the psycho-neuroses, 
with special demonstrations in neuropathology ; neurological ophthalmology, radiology and surgery; child 
guidance ; the study of delinquency, etc. The course may be taken in whole or in part, bull course £5 fis. 

M D P LOND.) An intensive course in Neurology for this examination, with facilities for examina- 
» r ■ ti on 0 f cases, will be held for four weeks in December, 1035. 

I2I7MIPO A I DD AATITI A short concentrated course in Neurology lasting for 

UbllkllHb rlVMw 111 IvilklVO one week will be held under the auspices of the Fellow¬ 
ship of Medicine from Feb. 3rd to Feb. 8th. 

CpCOjl A I AAtl DCpC These will be arranged during the year for those interested in, among 
wtr bVlnb ^ others, the following subjects—the psychoneuroses and psychotherapy; 

study and treatment of delinquency ; child guidance; speech training and speech records; medical oph¬ 
thalmology ; neurological orthopaedics and physiotherapy ; neurological radiology. 

PDAflTIHF fit? TUP UOQPITA I Attendance upon this in the various departments for 
■ 1 Ivb v/r « nt ri Wwr I 1 #■*.■* both in- and out-pntie ts is open to practitioners at 

any time. Fee £2 ‘2s. per month. 

IINAPPI* A ni 1 ATCQ Facilities exist in the various departments of the 
ublllvlY 1 K«v9 Rospifcal for the instruction of senior undergraduate 

students in neurology and related subjects- Fee £1 Is. per month 

For particulars of the above, apply to the Dean, T. ROWLAND HILL. M.D., M.R.C.P., or to the 
House Governor, W, st End Hospital for Nervous Diseases, London, W.l. 
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UNIVERSITY OF LONDON 
OPHTHALMIC HOSPITAL MEDICAL SCHOOL 

ROYAL LONDON OPHTHALMIC HOSPITAL 

(gysoor flelcls Hospital), CITY ROAD, EX.to 

On a!! Arid Medical Practitioners and Registered Medical Students may enter on the practice of 
the iiovnl London Ophihalmic Hospital :Moo;':ittld3; at any time, and are on certain conditions 
eligible for aptointmens as Cnief Clinical Assistant, Clinical Assistant, and Junior Assistant. 
Courses of Instruction, extending over a period of five months, begin in October and March: 


1. Practical Refraction Classes, 

2. M F.TH03>3 OF EXAMINATION AND USE OF THIS 

Ophthalmoscope. 

3. Lzc rntv.s every afternoon on the following 

subjects:— at Anatostt including Em- 
BMVOLOl.T AND NORMAL HISTOLOGY J (6/ 

Vn \ s:©LOGS’; *c) Optics Including Physio¬ 
logical Optics; nh Pathology and 
IKctm jology; it) Ophthalmic Medi¬ 
cine a vft S z no v. ii y, cons' sting of Medical 
O rirxiiALMm.o’.Y, External Diseases of 
the Eye, Motor Anomalies and Squint, 
Dip laser of ths Retina and Optic 
Nerve, Diseases of the Uveal Tract, 

< Ophthalmoscopic Conditions : A Practical 
Cams with Demonstrations each week 


5, Occasional Lectures on subjects allied 
to Ophthalmology. 

S, Operative Surgery. In these classes 
the usual operations are performed by 
the student upon pigs’ eyes. 

7. Practical Pathology. A Course ol 

Demonstrations on the Normal and 
Morbid Histology of the Eye is given by 
the Pathologist in the Laboratory, 

8. Practical Bacteriology. 

B. Classes in Radiography. 

10. Pkysico-Tkerapy (Ultra-violet Light 

Diathermy, etc.). 

11. Slit-lamp Microscopy. 


at 5 p.ai. 


FEES.—A composition fee of 35 Guineas will admit Students at once to all the lectures and 
classes (except the classes on Phvsico-Therapy, Slit-Lamp Microscopy, and the Examination 

DIPLOMA II OPHTHALMIC MEDICINE & SURGERY & OTHER DEGREES IN 
OPHTHALMOLOGY. 

The above complete curriculum is specially designed to meet the requirements of 
candidates entering for these examinations. 


FEES FOR THE PRACTICE OF THE HOSPITAL: 

Perpetual - £5 5 0 ; Three to Six Months -*3 3 0; Two Months -£2 2 0; One Month - £1 1 0 
Clinical work begins at 0 a.m. daily. Operations are performed between 10 a.m, and l p.m. 
For further particulars apply to the Secretary to the Medical School, at the Royal London 
Ophthalmic Hospital, City Road, E.C.l: or to the Dean, Charles Gotilden, O.B.E., M.D., 

M.Ch., F.li.C.S. 


UNIVERSITY of ABERDEEN F :r 

JPA.CTCTXmW or a MEDICINE, 

GPHE Degrees in Medicine granted by the University are—Bachelor of Medicine, Bachelor of Sur- 
A gery. Doctor of Medicine, and Master of Surgery. The Degree of Ph.D. is also granted in 
this Faculty. They are conferred after Examination, and only on Students of the University. 
Women are admitted to instruction and graduation on the same footing as men. A Diploma 
in Public Health is conferred (after Examination) on Graduates in Medicine of the University 
of Aberdeen, or of any University whose medical degrees are recognized as qualif\ ingforregistra- 
t ion by the General Medical Council of the United Kingdom. The Faculty of Medicine embraces 
twelve chairs, and instruction is given in all departments of Medical Science. 

Practical Classes are conducted by the Professors, Lecturers, and Assistants in Laboratories 
furnished with all necessary appliances; and facilities are afforded to Students and Graduates 
to extend their practical knowledge and to engage in original research. 

Instruction is also given in special departments of Medical Practice by Lecturers appointed 
by the University Court. 

Clinical Instruction is obtained in the Royal Infirmary, the Royal Hospital for Sick Children, 
the City (Fever) Hospital, the General Dispensary, Maternity Hospital, Vaccine Institutions, 
Ophthalmic Institutions, and the Royal Mental Hospital. 

Bursaries, Scholarships, Fellowships and Prizes, to the number of 50 and of the Annual Value of 
£1211, may be held by Students in this Faculty. 

The cost of Matriculation, Class, Degree, and Hospital Fees for the whole curriculum is 
approximately £240. 

A Prospectus of the Classes, Fees, &e„ may be had on application to the Secretary, and 
full particulars will be found In the University Calendar published by the Aberdeen univer¬ 
sity Press Ltd. 11. J. BUTCHAKT, Secretary , 


THE ROYAL NATIONAL HOSPITAL 

For CONSUMPTION AND DISEASES OF THE CHEST. 
VENTNOR, ISLE OF WIGHT. 

For ©arly-st&ge cases. Open-air Treatment is afforded under the most advantageous 
conditions in the UnderelifT of the Isle of Wight. All modern methods of investi¬ 
gation and treatment both medical and surgical, are available. 

EVERY PATIENT HAS A PRIVATE BEDROOM. 

Terms £2a week ; with a governor’s Letter q£ Recommendation. 

Further particulars may he obtained from the Secretary ; 

R. N. H. CL, IS, Buckingham Street, Strand, W.G.2. 
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PLAISTOW HOSPITAL 

LONDON, £.13 

INSTRUCTION IN FEVERS, etc. 


This Hospital is fully equipped for instruction in infectious diseases. It is 
recognized by the. Universities of London, Cambridge, and Oxford, the Roval 
Colleges of I’liysicians and Surgeons, etc. 

Classes foe Medical Students are held on Tuesdays and Fridays through¬ 
out the year, except in July, August, and September. 'There is a morning 
class at 10.45 and an afternoon class at 2.15. Fee for a two months’ course, 
three guineas; for a three months’ course, four guineas. Special arrange¬ 
ments made for D.P.H. students. 

Inquiries and applications to join above Courses should be addressed to Dr. 
MacIntyre, Medical Superintendent, Plaistow Hospital, E.13. The Superintendent 
can also be seen at the Hospital on week-days by appointment. Telephone 

The Hospital is situated near IJpton Park Station, to which “Grange wood,” 

frequent trains run on the District and Midland Hail ways. 2746. 


MATERNITY HOME 

“CAERTHILLXAN” 

85 and 87 , FORDWYCH ROAD, 

CRICKLEWOOD, N.W.2 


Matron : Miss E. Wyatt Gladstone: 5829. 


Terms Moderate. 

Wireless. 
Central Heating. 
Electric Fires. 
Minnitts Apparatus 
in use. 


Queen's College 
London, W.l 

Patron : 

HER MAJESTY THE QUEEN 

Visitor : 

The LORD BISHOP of LONDON 

Principal: 

Miss, G. E. HOLLOWAY, B„A. 


THOROUGH EDUCATION on MODERN 
LINES for girls of all ages. Individual atten¬ 
tion given and special Time-tables arranged. 
Kindergarten for young children. Courses of 
Lectures for students. 

Preparation for Public Examinations up to 
and including Intermediate B.A., B.Sc., and 
1st M.B. Special curriculum for those who 
are not taking Public Examinations. 

Gymnastics, Games, An, Music, Musician¬ 
ship. A one-year’s training in Cookery 
and Household Management and one in 
Secretarial Work are offered. There is also 
a Special Course in English for Foreign 
Students. 

To all Resident Students taking these or 
other Special Courses ample opportunity is 
given for visiting places of interest in London. 

For all particulars of College, Preparatory 
School and Residence, apply to the Principal, 
43-47, Harley Street, W.l. 


WYCHWOOD 

Girls’ School 

OXFORD 

Principals : 

Miss MARGARET LEE, M.A. 
(Oxon.) 

Miss GERALDINE COSTER, 
B.Litt. (Oxon.) 

Recognised by Board of Education. 

Eighty Girls, aged 6 to 18. Development 
of individual character by training in self-dis¬ 
cipline and right use of freedom, subject to- 
old-fashioned standard of courtesy and con¬ 
sideration for others. Small classes; large 
resident staff. Sports : , Lacrosse, Netball, 
Tennis (one hard, four grass courts), Swim¬ 
ming, Boating, Riding. Bedrooms single or 
cubicled. Health record exceptional. Train¬ 
ing for citizenship throughout school. Elder 
girls prepared for Universities and professions. 

List of MEDICAL REFEREES on application*. 

Entire charge taken if desired. 
Inclusive Boarding Fees, 15© gas. per annum. 
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UNIVERSITY EXAMINATION POSTAL 


Postal oh Oral Preparation 
foe all Medical Examinations 


Founded 
in 16 S3 


INSTITUTION 


SOME SUCCESSES 


M.D.(L ond.), 1901-35 i9 Gold Medallists 1913-35)......404 

fVI.$.(I»onci«) y 1901-35 'including 4 Gold Medallists)... 23 
M.B. 9 B.S.(Loncl») 9 Final, 391S-35 (completed exam.) 246 

F s R.C«S.(En0.) f 1919-35, Primary 175; Final. 178 

F,R'C»S.(Edin.), 1918-35 . 61 

M.R.C.P.(Lond.), 1919-35 . 253 

D.P.H. (various;;, 1906-35 {completed exam.).339 

M.R.C-S,, L.R.C.P. Final, 1919-35 (completed exam.) 563 
MLB. (various), by Thesis. Many Successes. 


Preparation for Aledical Preliminary, First and Final Conjoint Board ; 
M.B. (Cantab., etc.;; also D.P.M., D.O.M.S., D.T.M. and H., D.L.O., 
D.M.R.E. ; M.M.S.A., L.M.S.S.A., etc. Many successes. 


ORAL CLASSES 

M.R.C.p. M.D. First and Final F*R.C.S. F.R.C.S. (Edin.). Final M.B., B.S. ©nd 
M.R.C.S., L.R.C.P. Museum and Microscope Work. Also Private Tuition. 

MEDICAL PROSPECTUS (48 pages) 

sent gratis, along with List of Tutors, etc., on application to the Principal : 

Mr. E. S. WEYMOUTH, M.A., IT, Red Lion. Square, LONDON, W.C.1 
Telephone—Holborn 6313. 


m GLASGOW EYE INFIRMARY 

166 Berkeley Street and 78 Charlotte Street, GLASGOW. 


In-patients more than 1,700 per annum. 

New Out-patients more than 30,000 per annum. 
Total Attendances more than 75,000 ,, 

The Practice of the Hospital is open to registered 
Medical Students and qualified Medical Practitioners. 


POST-GRADUATE INSTRUCTION.—Medical Practitioners may enrol 
as Post-Graduate Students at any time and may attend the Clinics daily— 
Operations at 9 a.m., Out-Patients at 1 p.m. 

EXTRA CLINICAL ASSISTANTS.—A limited number of Graduates may 
become attached to the Infirmary as Extra Clinical Assistants. These 
appointments provide an excellent opportunity for acquiring an intimate 
knowledge of Refraction Work, External Diseases of the Eye, the use of the 
Ophthalmoscope, and Ophthalmic Bacteriology and Surgery. Extra Clinical 
Assistants are expected to attend daily for a period of at least three months. 

DIPLOMA COURSE (D.O.M.S.).—A Course of Instruction qualifying for 
the Diploma in Ophthalmic Medicine and Surgery of the Royal Colleges of 
Physicians and Surgeons (England) is given annually. Full particulars of 
this and other Courses of Instruction may be obtained on application to— 

THE MEDICAL SUPERINTENDENT, 

The Eye Infirmary, Berkeley Street, GLASGOW. 
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FACULTY OF MEDICAL SCIENCE 


The Medical Faculty at this College of the University gives instruction in the subjects 
of Medical Science for all the usual Preliminary and Intermediate Examinations in 
Medicine and Surgery. Through the four associated hospitals, students of the College 
have clinical facility of over 1,000 beds, but they may also proceed to any other teach¬ 
ing hospital in London for final studies for the degrees of the University of London. 
The Medical Faculty' of the College provides a general University education in touch 
with other Faculties, classes of which medical students are permitted to attend. 
There are many College societies, clubs, and functions, in which students of all Facul¬ 
ties have opportunity of meeting each other. The College has a large athletic ground 
at Mitcham upon which there has recently been erected a new pavilion. 

The First Year subjects are taught in the large Departments of the Faculty of Science 
and those for the Second and Third Years in the new Medical Department which was 
opened recently. This consists of the Hambleden Department of Anatomy and an 
extension to the Department of Physiology, built at a cost of £70,000. These new 
buildings and those of recent years provide the College with a completely new and 
modern Medical Department which embodies the newest ideas in laboratory con 
struction and equipment. 

Valuable Scholarships and Prizes are awarded on the results of examinations held 
annually. 

The Hostel for Men Students (King’s College Hal!, Champion Hill, S.E.5) contains accom¬ 
modation for 80 Students. The Hostel for Women Students is at 58 Queensborough Terrace, 
Bayswater. For detailed prospectus of the Medical and Dental Courses and for further 
information, apply to the Dean of the Faculty of Medical Science. 

Strand, W.C.2 S. T. SHOVELTON, M.A., Secretary. 


CLAPHAM MATERNITY HOSPITAL ( ofMIDWIFERy) 

Jeffreys Road, LONDON, S.W. 

ESTABLISHED 1889. 50 BEDS. UNDER MEDICAL WOMEN. 

TRAINING SN MIDWIFERY FOR WOMEN STUDENTS (for Medical Degrees and C.M.B.) 
Maternity Nurses Trained in Hospital. 


Medical Staff 
and Lecturers 


( DR. A is 2s IE MCCALL 

' DAME LOUISE McILROY, D.B.E., M.D., D.SC. 
» DR. GLADYS DODDS, M.D., M.C.O.G., D.P.H. 


Resident Physician ; 

Dr. JANET MURRAY. 


NATIONAL HOSPITAL Q LONDON,*W.OI 

This Hospital is a School of Medicine and has been recognised by the Conjoint Board 
for England as a place where part of the fifth year may be devoted to clinical work. 
The following arrangements have been made for the practical study 
of Diseases cf the Nervous System by Students and Practitioners. 

THE OUT-PATIENT PRACTICE is open CLINICAL CLERKS are appointed to each 
from '2 o’clock every day (except Saturday). Physician for three months, and fifth-year 
Clinical Assistants are appointed to the Phy- Students are eligible who have filled the post of 
sicians for Out-Patients for six months. Clinical Assistant at a General Hospital. They 

THE I'M2PATIENT PRACTICE is open at ‘ are required to pay the Fees, which are: Three 
10 o’clock. months, £5 5s.; and Six months, £7 7s. 

A fee of £2 2s. for Three months is charged for attending the Out-Patient Department only. 
Surgical Operations are performed by the Surgeons at 9 a.m. on Tuesdays, Thursdays and Fridays. 
Two Post-Graduate Courses are given yearly— In AUTUMN AND WINTER TERMS. 

For these a special fee is charged . 

ALL COMMUNICATIONS should be addressed to the Secretary, at the Hospital, from whom forms of 
application for the Hospital appointments may be obtained, and to whom all Pees are payable. 

J. G. GREENFIELD, Dean OF the MEDICAL SCHOOL. 


For Scale of Charges for Advertisements, apply to The Advertisement Manager . 
JOHN WRIGHT & SONS LTD., 

« The MEDICAL ANNUAL ” Offices, Stonehridge House, BRISTOL . 
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BRITISH FCSTGRADUATE 
MEDICAL SCHOOL 

I BO DUCANE RD-, SHEPHERD'S BUSH, W.12 

STAFF OF SCHOOL 


MEDICINE 

Pirfi'sstr : F. R, Frases, m.a,, m.d., f.r.c.p. 



Senior Assistant : B. A. Young, m.d., m.r.c.f. 

Firs! Assistants : G. H. Jen sixes, m.a., m.b., 
ch.b., m.r.c.f. (General Medicines, 

J. G. Scalding, m.d., m.r.c.f. (Respiratory). 

P. H. Wood, m.b., b.s.. m.e.c.p. (Cardio¬ 
vascular''. 

j. F. Brock, m.a., d.m,, m.r.c.f. (Diseases of 
Metabolism). 

SURGERY 

Professor: G. Grey Turner, m.s., f.r.c.s., 

* F.A.C.S. 

Reader : (vacant) W. L. Harnett, c.i.e., m.a., 
m.d., f.r.c.s., i.m.s. (Retd.) (Temp.) 

Senior Assistant: C. R. Boland, m.d., m.sc., 
f.r.c.s. 

First Assistants : A. L. Light, m.b., m.s., f.r.c.s., 
(Geni to-Urinary). 

A. j. Watson, m.b., b.s., f.r.c.s. (Fractures 
and Orthopa-dics). 


| OBSTETRICS Be GYNAECOLOGY 

| Professor: J. Young, d.s.o., m.d., f.r.c.s.e., 

j * F.C.O.G. 

j Reader: J. Chassar Moir, m.d., f.r.c.s,e., 

j M.C.O.G, 

) Senior Assistant: R. E, Chamings, b.sc., m.d,, 
| b.s. 

i First Assistant : G. W. Theobald, b.a., m.d., 

F.R.C.S.E., M.R.C.F,, F.C.O.G. 


PATHOLOGY 

Prcfessor: E. H. Kettle, m.d., f.r.c.p. 

Readers : J. Gray, m.d. (Morbid Anatomy). 

E. J. King, m.a., ph.d. (Pathological 
Chemistry). 

A. A. Miles, m.a., m.r.c.s., m.r.c.p. (Bacteri¬ 
ology). 

First Assistants : J. M. Vaughan, b.a,, d.m., 
m.r.c.f. (Clinical Pathology). 

S. T. Cowan, m.d., m.r.c.s., l.r.c.p. (Bacteri¬ 
ology). 

C. V. Harrison, b.sc,, m.b., b.ch., b.s. 
(Morbid Anatomy). 

G. A. D. Haslewogd, ph.d., m.sc. (Patho¬ 
logical Chemistry). 


Radiologist: J. Duncan White, m.b., ch.b., d.m.r.e. 

Physicist: L, H. Clark, m.sc., ph.d. 

Dean: Colonel A. H. Proctor, d.s.o., m.d., m.s., f.r.c.s.e., i.m.s. (Retd), 
Secretary: Paymaster Captain W. R. Scotland, R.N. (Retd.). 


The British Postgraduate Medical School is associated with the Hammersmith General Hospital 
(L.C.C.) and has been established to provide for the further and more advanced tuition in Medicine 
to qualified medical men and women. _ It is entirely reserved for those holding University Degrees 
or Qualifications registrable in the United Kingdom. Students can be admitted at any "time and 
for any period to the ordinary teaching and hospital practice of the School 

The work is of a suitable standard for students preparing for higher degrees in Medicine 
and Surgery, but no special classes are held for these qualifications. Arrangements can be made 
for Research and advanced work in Pathology, Bacteriology, Morbid Histology and Bio-Chemistry, 
and for instruction in Radiology and Anaesthetics. 

Refresher Courses for General Practitioners are held from time to time. Each course lasts 

two weeks. 

An Information Bureau has been established where graduates can obtain advice and information 
as to postgraduate work in all branches of Medicine. Enquiries should be addressed to the Dean. 


FEES ; Tuition and Hospital Practice, I month 

Vi VI 99 ft 3 ,, 

a ti it tv & tt 

Practitioners 9 Course ... •.. 


£5 5 0 
SO 10 o 
15 15 0 
5 5 0 


For further particulars apply: 

THE DEAN, British Postgraduate Medical School, Ducane Road, IV.ia. 

Tube Stations: Wood Lane (Central London Railway), Ladbroke Grove (Metropolitan Railway). 

No. 7 Bus passes" the door. 
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CHARTERHOUSE RHEUMATISM CLINIC 

ires Ited* 

For Hospital patients: For private patients of limited means: 

CROSBY ROW, LONG LANE, S.E.I 94 HALLAM STREET, W.f 

'Presi dent: PRINCESS VICTORIA] 

Vice-Presidents: 

The Viscount Halifax The Countess or Dunmore 

The Master of the Charterhouse Ihe Countess or Northbrook 

The Headmaster or Charterhouse School The Viscountess Halifax 
Hon . Architect : Sir Giles Gilbert Scott, K.A. 

Honorary Medical Staff: 

Director: H. Warren Crowe, DDL, B.Ch. Oxon. 


Ply Vivians : Lt.-Col. T. C. McCoaibir Young, 
* Yl.D. Aberdeen, D.P.H., LM.S. i Ret.). 

David r. Gordon. M.B., B.Ch., 15.A 0. Belfast. 
G. E. Newby, F.IJ.C.S., L.li.C.P. 

\v, NT. Boon Watson, M.R., Ch.B. 

A. P. H, Coke, M.li.O.s,, L.B.C.P. 

JdHN F. Osmond Bciuian, M.D. 

Medical ItegUtrar : J, B. Henderson, M.B., B.Ch. 
Badiolo . tint *: S. Gilbert Scott, MJi.C.S.,L.R.C.P. 

G, T, Oaltiirop, M.A., M.D. 

Consulting Surge min : Ivor Back, F.R.C.S. 
Geoffrey Parker, Chir.Camb. 

Arthur S. YIorley, F.R.C.S. 

Consult 1 na Orthopaedic Surgeon: V. H. Ellis, 
F.R.C.S. 

Consulting Gynaecologist: Arthur. Gray, M.D., 
F.R.CiS. 

Radiographer : H. T. Furrier, MS.R., F.B.P.S. 


Consulting Ophthalmologist: F. A, Julep., 
M.A., F.R.C.S. 

Consulting Laryngologist: W, S, Thacker 
Neville, M.D., F.R.C.S. 

N. Asherson, F.R.C.S. 

Consulting Dermatologist: H. MacCoraiac, 

C. B.E'., M.D., F.R.C.P. 

Consulting Neurologist: M acdonaldChituhley 
M.D., F.R.C.P. 

Consulting Cardiologist : Francis 3. Bach, 

D. M-, B.Ch., Oxon. 

Biochemistry: Thoaias Hunt, D.3I. 

Consulting Dentist: S. A. Ridbext, M.C., 

L.It.C.P,, M.It.C.S. Lend., L.D.S. Eng. 

R. H. Rix, L D.S., R.C.S. 

W. Peebles, L.D.S. Eng. 

Electrical Treatment: Miss Anderson, S.R.N., 
B.P.A., C.S.M.G., N.E.T., Sister in Charge 
Electrical Dept., Padd. Orth op. Hospital. 


Medical men and students are welcome at Crosby Row, where patients 
are seen at 2 p.m., Tuesday, Wednesday, Thursday and Friday. 

At Hallam Street are a bacteriological laboratory, an X-ray plant, and 
an electrical treatment department. 



athology & Jru blic Mealt 


6, HARLEY STREET, LONDON, W.i 

Telephones : Telegrams ; 

Langbam 1433 ^ 1434 * Clinician, Wesdo 5 London. 55 

Clinical Investigations of all kinds undertaken for 
Medical and Dental Practitioners, 

Sanitary Authorities, etc. 


Autogenous and Stock Vaccines and Antivirus 
prepared under licence of Ministry of Health. 


CULTURE MEDIA. 


POSTAL OUTFITS. 


G. L. EASTES, M.B., B.Sc. 
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REDHILL, SURREY 

There are a few vacancies for those requiring private apartments and special attendants- 
also for ordinary private patients from {no per annum. 

For the special training of children there are Bovs’ and Girls’ Schools; for Youths 
there are workshops under skilled masters; and for those past the educable age, suitable 
occupation is available, if desired. 

For all, there are indoor and outdoor recreations, games and amusements, and resident 
medical supervision. 

Holidays can be arranged at the Seaside Home belonging to the Institution. 

Meat, milk, eggs, poultry, and vegetables are supplied from the Institution Farm and 
Kitchen Garden of 130 acres. 

Improvable patients for whom full fees cannot be paid, are admitted by a definite 
number of votes of the Subscribers, and part payment towards cost. 

Full information and advice gladly given by : 

Mr. H. STEPHENS, Secretary, 14-16, Lydgate Hill, LONDON, E.C.4. 

CLP.©. Box 163a. Telephone : City 4697. 


HINDHEAD FOR HEALTH” 


THE BEACON 

HOTEL 


T HIS High Class Hotel In its own grounds 
of 15 acres, occupies the finest and highest 
position on the beautiful Hindhead Hills, 
L.vud'uK, about 900 feet above sea level, and commands 
Magnificent Views in all directions. It is 
equipped with all Modern Conveniences and is 
well known for its Homely Comfort. 

Central Heating. Electric Lift to all floors. 
Electric and Coal Fires in bedrooms. Running 
Hot and Cold Water in all bedrooms. Private 
Suites with South Aspect. Vita Glass Sun 
Teleg. Address : Lounge. Billiards. Hard and Grass Tennis 
“Beacon Hotel , Courts. Saddle Horses. Golf. Garage, 

Hmdhead. Table and Cellar reputedly Finest obtainable. 

Telephone No. : Illustrated Tariff on application to Manageress 
Hindhead 7. 

HINDHEAD, SURREY 


Teleg. Address : 
te Beacon Hoteh 
Hindhead 


Mr. A. C. Schnelle receives Residents and Daily pupils. 
Apply for prospectus to 119 Bedford Court Mansions, London,w. c. 1 
Telephone: Museum 3 - 665 . Established 1905 . 
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I Tli® New Mental 
Nurses’ D -operation 

139, EDGWARE ROAB, MARBLE ARCH, W.2 
Established 1912 

Specially trained certificated 
Nurses for Mental and Nerve 
Cases supplied immediately. All 
Nurses are insured under the 
Employers' Liability Act of 1906 

Telegrams ; u Psyconurse, Pacld. 3 Apply to 

London.” QJ THE SECRETARY, 

Telephone: Paddington, 6105. 139, EDGWARE ROAD, WA 

Superintendent: Miss Eva R. Crook 


FUNCTIONAL NERVOUS 
DISORDERS 

PSYCHO-THERAPY PHYSIO-THERAPY 

Woodside Hospital 

tST. LUKE'S FOUNDATION, 1751) 

WOODSIDE AVENUE, MUSWELL HILL 
LONDON, N.io 

President : The Right Hon. The Earl op Athlone, K.G., P.C. 

For particulars apply to the Secretary * Telephone: 

at the Hospital * Tudor 4211 
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THE INTERNATIONAL CLINIC, SHERWOOD PARK, was opened for 
the investigation and treatment of all diseases and dysfunctions, except those 
of an infectious and mental nature. 

THE CLINIC admits patients, and is equipped with its own laboratory, 
bacteriological and bio-chemical, and modern X-ray plant. All modem 
methods of investigation carried out. 4 NAUHEIM ’ treatment carried out in 
its entirety in conjunction with complete metabolic investigation. 

INDIVIDUAL DIETING with scientific introduction of fruit juices which 
supply the anti-scorbutic vitamin and maintain alkalinity’' of the blood. 

THE CLINIC is equipped for the following treatments: Pyretic, Radiant 
Heat, Oxygen, Bubbling and Foam Baths, Carbonic Acid Baths, Nauheim 
Baths, Grevelite Baths, Magnetic Baths, Showers, Douches, Mud Packs, 
Electric Schnee Baths, Blanket Baths, Bergonie Treatments. Diathermy. 
Ionization. Infra-red Rav. Artificial Sunlight. Hyperpyrexia Baths. Octo- 
zone Treatment. Massage. Vibrator Treatments. Remedial and Manipu¬ 
lative Treatments. Inhalation. High Colonic Lavage. 

INDICATIONS: General Metabolic Disorders, Cardiovascular Disease, 
all Anaemias, Endocrine, Liver and Pancreatic Disorders, Asthma, Hay Fever, 
Obesity, Arthritis, Rheumatism, Gout, Diabetes, all Gastric and Intestinal 
Disorders, Sequelae of Tropical Diseases. 

THE INTERNATIONAL CLINIC, SHERWOOD PARK, is situated on 
the Pembury sandstone ridge, in its own beautifully laid-out grounds. The 
mansion is furnished like a country house rather than a Nursing Home. 
The public rooms are commodious and most comfortable. 

PROSPECTUS ON APPLICATION TO THE SECRETARY TELEPHONE 554 



Devoted to SPECIALISED TREATMENT 
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A DVERT1SEMENTS 


Telephone : Welbeck 2728 
Telegrams : “ Assistiamo, London.” 

[ALE :: URSES’ 

— 29 York Street,- 

Baker Street, London, W.l 

Established 35 years. 


Permanent Staff of Resident Male Nurses, 
We supply fully trained male nurses for 
all cases. Thoroughly experienced men 
with special training for mental work. 


W. J. HICKS, Secretary, 


Telephone: Welbeck 2728. 

Telegrams: “ Assistiamo, London.” 

MEDICAL, SURGICAL, and 

MENTAL NUBSES 

MALE OH FEMALE, 


Our Nurses are chosen carefully, for their personal 
character, and their suitability for private work. 
They reside on the premises, and are available 
for urgent cases Day or Night. 

(Mrs.) MILLICENT HICKS, Superintendent, 
W. J. HICKS, Secretary, 


The NURSES’ ASSOCIATION 

(In conjunctionmith the MALE NURSES’ ASSOCIATION), 

-- 29 York Street, —— 

Baker Street, London, W.l. 
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CAVENDISH NURSES. 

MALE AM FEMALE. 

LONDON: 54 BEAUMONT STREET, W.1 . MANCHESTER: 176 OXFORD ROAD. 

(Late 43 New Cavendish St., W.l). 

GLASGOW: 28 WINDSOR TERRACE. DUBLIN: 23 UPPER BAGGOT ST. 

Telegrams iC Tactear, London.” c< Tactear, Manchester.” 

cc Surgical, Glasgow.” cc Tactear 5 Dublin.” 

Telephones .-—London, 1277 & 1278 Welbeck. Manchester, 3152 Ardwick. 

(Two Lines) 

Glasgow, 477 Douglas. Dublin, 62006. 

Superior trained Male Nurses for Medical, Surgical, Mental, Dipsomania, 
Travelling, and all cases. Nurses reside on the premises, and are always 
ready for urgent calls. Day or Night. Skilled Masseurs and Good Valet 

attendants supplied. 

Torms from £3 3s. Apply, THE SECRETARY OR LADY SUPERINTENDENT. 



For Scale of Charges for Advertisements apply to The Advertisement Manager , 
JOHN WRIGHT & SONS LTD., 

The cc MEDICAL ANNUAL ” Offices , Stonebridge House , Bristol 
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NST1TUTE of RAY-THERAPY 

and ELECTRO-THERAPY 

CAMDEN ROAD, LONDON, N.W.I 


Facilities for treatment by Ray Therapy, X-Ray, Ultra 
violet and Infra-red rays, all forms of Electro-therapy, 
Diathermy, Short wave Diathermy, Galvanism, Ionisa¬ 
tion, Faradism and Sinusoidal current, for persons of 
small means. Patients only receive treatment on a 
Doctor’s recommendation. Training Course for 
nurses and masseuses held in Jan., May and Sept. 


Capacity for treat - 
mg over 4,000 
Patients a week. 

Open from 2-9 pm. 
daily. 


Approved Home 

# MENTALLY BACKWARD 

YOUNG GENTLEMEN RECEIVED 

Home comforts, happy, healthy surroundings, 
occupation, personal supervision. 

Mr. and Mrs. Loveless, Lynwood* Woburn 
Sands* Bucks. 


Portsmouth City Mental Hospital 

( Accommodation is provided for the reception of ||j 
PRIVATE PATIENTS of both sexes in three de- I 
tached Villas, which are healthily and pleasantly B 
situated in extensive grounds with sea views p* 

Charges from 3 gns. weekly, including all necessaries except clothing. Apply to 
the Medical Superintendent and Res. Physician, Thos. Beaton, o.b.e.. m.d., f.r.c.p. 

MENTAL HOSPITALS 

CO. DUBLIN. Established 1825. 

HAMPSTEAD, Glasnevin, for Gentlemen.—H1GHFIELD, Drumcondra, for Ladies 
For the Cure and Care of Patients of the Upper Class suffering from 
Mental and Nervous Diseases and Abuse of Drugs. 

Telephone : Drumcondra No. 3. Telegrams : tc Eustace/’ Glasnevin. 

These Hospitals are built on the Villa System, and there are also 
Cottages on the demesne (130 acres), which is 150 ft. above the sea level 
and commands an extensive view of the Dublin Mountains and Bay. 
Voluntary Patients admitted without Medical Certificates 

For further information apply for Illustrated Prospectus, etc., 10 the Resident Medical 
Superintendent: Dr. William Nexlson Eustace, Hampstead, Glasnevin; or at the Consultation 
Rooms, 7 Dawson Street, Dublin. Telephone : Dublin No. 43724. On Mondavs, Wednesdays, 
and Fridays, at 2.30 p.m. 
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HOME FOR, FEEBLE-MINDED, 

THE ROYAL ALBERT INSTITUTION, LANCASTER. 


The ROYAL ALBERT INSTITUTION is a Home for the Cere, Education nru! Training of 
the Improvable Fkeblk-Mindbd, with accommodation for 850 cases. The Institution ‘was 
founded in 18b4, ana is certified untier the Mental Deficiency Act. 


Terms: 1. Piovatr Patients of either sex are admitted from any part of the country 
at rates varying from 80 to 250 guineas per annum. Full pan lea tars on 
application. 

2* Applicants resident in the associated area of the Seven Northern Counties of 
England, for whom the full rate of 80 guineas cannot be offered, may be 
admitted either free by election, or at reduced rates ranging from 40 guineas 
per iiJiimm upwards. Election candidates must be between sir and twenty- 
one years of age. 


BRUNTON HOUSE: A Private Establishment for Males* 

BRUNTON HOUSE combines home comforts with all the advantages of a large Institution 
under responsible management. It is easily accessible from Lancaster, overlooksMorecambe 
Bay, and possesses extensive gardens and grounds, with tennis and croquet lawns. Varied 
scholastic and manual instruction. Individual attention is given to the pupils bv an 
experienced staff under the Medical Superintendent and Resident Matron. 

_ SAMUEL KEIR, Secretary. 


STOKE PARK COLONY 

STAPLETON, BRISTOL, 



and Ancillary 
Institutions . 


PATIENTS not exceeding 950 Females or 910 Males. 


Managers: The Incorporation of National Institutions 

for Persons requiring Care and Control (Class A.) 


EPILEPSY* THE DAVID LEWIS COLONY. 

Solely for the benefit of Sane Epileptics; stands in its own grounds of nearly 180 acres, and is 
situated in a beautiful part of Cheshire, two and a half miles from Alderley Edge Station, and 
fourteen miles from Manchester. Electric light throughout. The Colony system ensures for 
those who have Epilepsy the social life and employment best suited to their needs. 

TERMS, FOR MIDDLE AND UPPER CLASS PATIENTS FROM 21/- A WEEK 
UPWARDS, according to accommodation and requirements. 

For further Information apply to the MEDICAL SUPERINTENDENT, 
Warford, near Alderley Ed^e, Cheshire- 

School for Epileptic Children 

BOYS and GIRLS at the COLTHURST HOUSES, 
WARFORD, Near ALDERLEY EDGE. 

Under the Management of the Committee of the David Lewis Colony. 

Horae life, Medical Care, and suitable Education for Boys and Girls subject 

to Epilepsy. 

Full particulars may be obtained from the MEDICAL SXJPT.* The Colony, ALDERLEY EDGE. 




A DVJv R TISBMEN TS 


BROOKE HOUSE £Sr« 


PRIVATE HOSPITAL for Ladies and 
Gentlemen. suffering from MENTAL 
and NERVOUS DISORDERS. 

The Hospital is situated in nine acres of 
Pleasure Grounds. Both Voluntary and 
Patients under Certificates received. 

For further particulars apply : 

Dr. ERNEST ROLLINS, 

Resident Physician. 


Clapton, LONDON, E.5 


INEBRIETY, ALCOHOL & DRUG ABUS! 
OLD HILL HOUSE 

CHISLEHURST, KENT 

pATIENTS admitted for treatment of Alcoholism, Drug Habits, 
Insomnia, and other nervous disorders. Fees: 6 -xo guineas. 
Charmingly situated. Billiards, tennis, croquet. 25 minutes by 
train from London. 

For particulars apply Medical Superintendent or Secretary . 

TEL. : CHISLEHURST 452 



: TVIEW LODGE CLINIC !ll!l!lll!l! ■ 

“ 1 ^ WINDSOR FOREST. . , , . ! 

■ _ _ 1 his Clinic was founded m 1921 3 

■ ==: in order to provide for the scientific investigation and treat- 8 

■ EEE meat of disease by a “ team ” of physicians and specialists. 8 

u EEE _ All forms of non-infectious g 

n EE medical cases are admitted, special attention being paid to 

m EE disorders of digestion and metabolism, arthritis, anaemias, 

u asthma, heart and kidney disease, and functional and organic 

m === nervous disorders. Particulars obtainable on application to: 

■ EE THE SECRETARY, NEW LODGE CLINIC, WINDSOR FOREST, BERKS m 

■ Telephone: 181 and 182 WinkfiUd Row m 
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SPITAL 


PERTH 


Chairman: The Right Hon* THE EASL OF MAMSFIELD 


For the treatment of Neuropathic and Psycho¬ 
pathic Disorders. Certified patients not received. 


Inclusive rates from § guineas weekly. Particulars on application . 
Physician Superintendent : W. D. CHAMBERS, M.A., M.D., F.R.C.P.E. 



LANGLEY RISE, LTD. JOMG 5 8 LANGLEY, HERTS. 


OTARTED 32 years ago by the late Mrs. William Archer, exists for the special 
O treatment of FUNCTIONAL NERVOUS DISORDERS by means of a system of 
Relaxation correlated with training in Nerve Control. Home life in numerous 
houses in charming grounds; 20 miles from London; chalets for resting, which is 
a special feature. Eurhythmies, Voice Production, Occupation and lie creation. 
Medical report required for admission, except in cases of Rest Cures. 

Telephone and Telegrams: King’s Langley 7510- 
Town Centre. Classes ami treatments in the art of Relaxation can also be obtained 
at the Frances Archer Centre, 30, Dorset Square, N.W-1, on Wednesdays and Saturdays 
from 10-1 p.m. and 2-5.30 p.m. 

Telephone .* Ambassador 2864. All applications to The Secretary, King’s Langley. 


BOWDEN HOUSE 

Harrow - on - the - Hill 

A NURSING HOME (opened Vf O cases under certificate. Thorough 
in 1911) for the investigation IN clinical and pathological examinations, 
and Treatment of Functional Psychotherapeutic treatment, occupation and 
Nervous Disorders of ail types recreation as suited to the individual case. 
Particulars from the Medical Superintendent. T 'lOll. 

“ NORMANSFIELD.” 

A Private Establishment for the care and training of the 

MENTALLY DEFICIENT. 

Patients of either sex, including quite young children, received. 

Separate Houses for the slighter grades of defect . 

For Particulars apply to :— 

DR. LA NGDON-DOWN, Medical Superintendent, TEDPINGTON. 

2nd Edition Revised. Demy Svo. 444 pp. With I7S Illustrations. 15s. net; postage 6d. 

MASSAGE AND REMEDIAL EXERCISES: 

IN MEDICAL AND SURGICAL CONDITIONS. 

By NOEL M. TIDY, Member of the C.S.M.M.G. ; Sister-in-Charge of the 
Massage Dept., Princess Mary’s Royal Air Force Hospital, Halton. 

u Here is a book which will be a real help.” — Journal of f he C.S.M.M.G. 

Bristol : JOHN WRIGHT & SONS LTD. London : SIMPK1N MARSHALL LTD. 
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|| Functional Nervous Disorders 

| Alcoholism and Brig Addiction. 

I ---————— 

! Board of Management— 

Chairman : 

The Right Hon. the Right Rev. The Lord Bishop of London. 
Medical Representatives : 

Sir Humphry D. Rolleston, Bart., G.C.V.O., K.C.B., 

M.D., LL.D., F.R.C.P. 

i Sir William H. Willcox, K.C.IJE., C.B., C.M.G., M.D , F.R.C.P. 
1 Sir James Purves-Stewart. K.C.M.G., C.B., M.D., F.R.C.P. 


CALDECOTE HALL, NUNEATON 

Resident Medical Superintendent: 

Dr. A. E. Carver, M.A., M.D., D.P.M, 


Fees from 5 Guineas. 

GRANTS TOWARDS FEES IN SPECIAL CASES 


Illustrated Brochure free from the Secretary— 

40 , MARSHAM STREET, WESTMINSTER, LONDON, S.W. 1. 


SPECIALLY PREPARED FOR USE IN 

HOSPITALS, INSTITUTIONS, SANATORIA, 

ETC. 


• ASTRAL Concentrated Disinfectants 

• RELIANCE B.P. Medicinal White Oils 

ALSO 


TURPOLENE (Premier Turp. Sub.) 
• No. 2 Cleaning Spirit 


Manufactured by 

THE RELIANCE 

LUBRICATING OIL CO., LTD. 

19 and 20, Water Lane, 

Great Tower St„ LONDON, E.C.3 

FOUNDED ( 858 . 










Medical Organisa¬ 
tion. — Operating 
theatre, X rays, bacter¬ 
iological and chemical 
laboratory, complete 
sterilising outfit. 
Affections Treated. 
—All forms of tuber¬ 
culosis, and chronic 
broncbo - pulmonary 
diseases, and asthma. 
Forms of Treatment. 
— Hygiene - dietetic, 
chrysotherapy, pneu¬ 
mothorax, ultra-violet 

Director: Dr. F. Ribas Sobebano. 

Sub-director : Dr. J. Sabater Vallve. surgical treatment. 
Assist. Physicians ; Drs. J. Agelet Argilaga and M. Gonzalez Ribas Res. Physi¬ 
cian ; Dr. R. Callao Colominas. Otorhinologist; Dr. A. Bosch Ucelay. Urologist: 
Dr. J. Vives Batet. Dietitian: Dr. M. Taverna Torm. Demist: Dr. J. Boniquet Riera 


PARK SANATORIUM 

(formerly SANATORIUM TURBAN) 

BAVOS-PLATZ :: SWITZERLAND 


First-Class House, 5150 ft. above sea-level. Large park 
and wood belonging to the Sanatorium. Terms for board 
and residence, including room, medical treatment, etc., 
from Fr, 16 per day. Prospectus. 


Medical Superintendent: 


F. BAUER: M'JD. 
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FH *1 ■• | A A * C* 1 1 Children's Home 

Residential Open-Air Dchool and orphanage, 

. founded in 1869 by 

HARPENDEN. Dr. Stephenson,) 


THE SANATORIUM is designed primarily to meet the needs of destituteund 
1 otherwise unfortunate children under the care of the National Children’s Home 
and Orphanage, but outside cases are occasionally received when beds are available. 


PUT LOCAL HEALTH AUTHORITIES PLEASE NOTE. Ipf 
Local Health Authorities. Tuberculosis Officers, and others are 
invited to note that certain beds are available for their use 
by arrangement with the Principal. Particulars on application* 


Sanatorium has been approved by the Ministry of Health, and the 
Jiewdeiitml Of«n-Air School is conducted under the supervision of the Board 
of Education, 

£100 will name a cot at the Sanatorium. 

£50 will support a child for a year. 

£5 will clothe a child for a year. 


The Nmatoriam is c>|>en to Visitors at all convenient hours. Harpenden is on 
the L.M.S. Main Line and is easily reached from Loudon (Sfc. Paneras) and all 
centres in the North and Midlands. 

A 1 Souk let illustrating the Sanatorium and the life of the children will be sent 

on application. 

SehiM»is are invited to support a child or name and endow a cot. Gifts and 

inquiries should hnt addressed to 


THE PRINCIPAL (Rev. John H. Litten.) 


National Children’s Home and Orphanage, 

(founded by DR. STEPHENSON, 1869k ^ 

HIGHBURY FARE, LONDON, N.5. 

Treasurer: SIR THOMAS BARLOW, Bart., M.D., F.R.S. 

Remittances may be forwarded through any Branch of the Midland Bank Ltd. 
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The COTSWOLP SANATORIUM 



F IRST opened in 1898 and rebuilt in 1925. On the Cots wold Hills, seven miles 
from Cheltenham, for the treatment of Pulmonary and all other forms of 
Tuberculosis. Aspect S.S.W., sheltered from North and East, elevation 8b0 feet. 
Pure bracing air. Special Treatment by artificial Pneumothorax (X-ray controlled), 
Tuberculins, and Ultra-Violet Rays is available, when necessary, without extra 
charge. X-ray plant. Electric light. Radiators, hot and cold basins, and Wireless 
in all rooms. 

FULLY EQUIPPED DENTAL DEPARTMENT. 

UP-TO-DATE MAIN DRAINAGE. FULL DAY AND NIGHT NURSING STAFF. Terms 5 gras. to 71 gras, a week, 

Med. Supt GEOFFREY A. HOFFMAN. B.A., M.B., T.C.Dub. Assist. Phys.: MARGARET A. 
HARRISON, M.B..B.S.Lond. Pathologist: EDGAR N. DAYEY, M.B.. B.Ch, Cons. Laryngologist: 
•CASSIDY PE W. GIBB, F.R.C.S.Edin. Cons. Dental Surg.; GEORGE Y. SAUNDERS, L.D.S., 
R.C.S.Lomi. Apply: Secretary, The Cotswold Sanatorium, Cranham, Gloucester. 

Telephone: 81 and 82 Witcomhe. Telegrams: ‘‘Hoffman, Bird lip.” 


LINFORD SANATORIUM 

RINGWOOD, NEW FOREST, HANTS. 


E STABLISHED 1898 for the treatment of 
Tuberculosis. Radiators and Electric Light 0 
throughout. Hot and cold water and shower q 
hath in nearly all rooms. Powerful X-ray Plant, w 
Ultra-Violet Rays. Full Nursing Staff. All forms a 
of treatment available. (1) 

Farm of 120 acres, including 40 acres wood. Q 

Herd of Tuberculin-tested Guernsey cows kept. 


Resident Physicians: 
ARTHUR de W. SNOWDEN, 

M.D., B.Ch. Cantab. 

A. G. E. WILCOCK, 
M.R.C.S., LJR.C.P, 


BLENCATHRA SANATORIUM 

THRELKELD, CUMBERLAND. 

F ACING South, on the slopes of Saddleback, at an 
altitude of 900 feet, well above the damp ground 
air. Well sheltered on the North. Extensive views of 
the Lake District mountains. Terms : 3 guineas per week. 


Apply , ‘TT/te Hon. Secretary : 

Cumberland Branch N.A.P. C. & T., 34 s L® wilier St M Carlisle 

— or — 

Tiie Medical Superintendent, Rlemcattira Sanatorium, 







so 
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nhmdeslep Sanatorium 


! TS It* C E s T It A L Bl'ILOI X G ; 

I makes Use MUNRESLHY f 
| SANATORIUM Use Lest \ 

§ equipped building isi England j 
j for the cure of Tulrerculosis. ; 
l A I! Use Bedrooms have hot * 
j and eohl miming water, I 

* elect He light, and wireless j 

• headphones. The public j 

j rooms are spacious and f 
} comfortable. i 

L____..._ j 

Terms - from 7J guineas weekly. 

Resident Physicians : 

S. VERE PEARSON, m.d. (Cantab.), m.r.c.p. (Lond.) 

E. C. WYNNE-ED WARDS, m.b. Cantab.), F .a.cj3.(Edin.) 
GEORGE DAY, m.d. (Cantab.) 

For ail information apply: 

THE SANATORIUM, MUNDESLEY, NORFOLK 

Telephone : Rfsmifcsley 94 and 95 (two Uses). 


PENDYFFRYN HALL 

SANATORIUM 

PENMAENMAWR, North Wales. 

Ttflcpmatfs Pendyffryn. Telephone: 20 Fm maenmawi*. 

For the Open-Air Treatment of all fonns of Tuberculosis . 
Supplemented when necessary by Artificial Pneumothorax% 
Sanoaysm 5 etc. 

This Sanatorium (Established 1900) is Ideally situated as regards climate and 
beauty, for toe Treatment of Tuberculosis on Nordrach lines. 

Specially laid out and carefully graduated walks rise through pine, gorse, and 
farther to a height of over 1,000 feet above sea-level, commanding extensive 
views of both sea and mountains. Sheltered from E. and K.E. winds. 
Climate mild and bracing. Small rainfall. Large average of sunshine. 
There are over live miles of walks in the private grounds. All rooms heated 
by hot water radiators and lit by electric light. X-ray installation. Wireless 
fitted in all rooms. Full day and night nursing staff. Special milk supply 
from tuberculin-tested herd. 

The Sanatorium is easily reached (on L.M.S. main line) from Euston (5 hours), ' 
Dublin (6 hours), Liverpool and Manchester {2 hours), Birmingham (4 hours), 

I and most of the health resorts of the South. 


The buildings lace S.S.W. 
and are sheltered from the 
sea by a pine-clad ridge. 
The sunshine record and dry 
air complete a perfect site. 
The medical equipment is of 
the latest kind, and there is 
a day and night nursing 
staff. 


Resident Phrsldans* /DENNISON PICKERING, M.D. {Camfo.) 
u esteem Physicians. j 3 w COSTELLO, M.D., F.ILC.S. 


For particulars apply to The Secretary* Pendyjjryn Hall , Penmaenmawr , N, Wales . 
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Wenslepdale Sanatorium 

FOR THE OPEN-AIR TREATMENT 
OF CHEST DISEASES. 

TERMS - - s 16 & per week inclusive® 

T HIS SANATORIUM is situated in Aysgarth, Yorkshire ; a district 
celebrated as a Holiday Resort for its beautiful scenery, pure, dry, and 
bracing atmosphere. 

It stands in three acres of ground 800 feet above sea-level, and is absolutely 
remote from manufacturing districts. 

Physicians: W. N. PICKLES, M.D., B.S. 

A. F. T. ORD, M.B., Ch.B. 

Address —■ 

THE SECRETARY, Wensleydale Sanatorium, Aysgarth, YORKSHIRE. 

TOR-NA-DEE SANATORIUM 

MURTLE, ABERDEENSHIRE. 

T HIS SANATORIUM -was established in 1918 for the treatment of Pulmonary 
and other forms of TUBERCULOSIS. It is situated on the northern bank of 
the River Dee, facing south. The rainfall is low, and the value of the Dee-side 
climate in the treatment of Tuberculosis is well known. 

The Sanatorium is fully equipped with all modem Appliances (including X Ray's) 
for treatment. Treatment by Artificial Pneumothorax is available. 

There is a full Day and Night Nursing Staff, and a Resident Physician. 

The fees are at the rate oi £7 7s. a week, and no extras are charged beyond 
purely personal expenses. 

Apply to Dr. J, M. JOHNSTON, Medical Superintendent ; 


VALE OF CLWYD SANATORIUM 

THIS SANATORIUM is established for the Treatment of:— 
TUBERCULOSIS AND OTHER DISEASES OF THE LUNGS 
AND PLEURAL CAVITIES 

It is situated in the midst of a large area of park land at a height of 
450 feet above sea level, on the south-west slopes of mountains rising to over 
1,800 feet, which protect it from north and east winds and provide many miles 
of graduated walks with magnificent views. Average Rainfall 29.57 per annum. 

Full day and night Nursing Staffs. X-Ray Plant. Every facility for 
Artificial Pneumothorax and operations on the chest. Operating Theatre. 
Electric Lighting. Central Heating. Clean Milk from pedigree herd. 
Medical Superintendent :— 

H. Morriston Davies, M.D., M.Ch. (Cantab), F.R.C.S. 

For particulars apply to :— 

Medical Superintendent, Llatibedr Hall, Ruthin, North Wales. 


For Scale of Charges for Advertisements, apply to The Advertisement Manager, 
JOHN WRIGHT & SONS LTD., 

««The MEDICAL ANNUAL 55 Offices, Stonebridge House, BRISTOL. 
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ALCOHOLISM AND DRUG ADDICTIONS 



NORWOOD SANATORIUM LTD. 

Rendlesham Hall, 
Woodbridge, 
Suffolk 


Rendiesham Hall , Woodbridge, Suffolk 


Railway Station ; 

Wickham Market . 

Telephone and Telegrams; 

Wickham Market 16 

(Toll Call from London) 


Write or Telephone to the 
MEDICAL SUPERINTENDENT 
for Illustrated Prospectus, etc- 


MONTANA HALL 

(The British Sanatorium) 

MONTANA—SWITZERLAND** 

BUILT, 1929*1 m OPENED, OCTOBER, 1936. FOR BRITISH PATIENTS ONLY, ‘ 

j For the Treatment of TUBERCULOSIS (all forms). Diseases of the 
! Chest 5 Asthma . For Patients requiring Rest in the Alps under strict 
,i medical supervision; and for medical conditions in which Sun and 
j Air Bathing are indicated. Open all the year round. 

THE ONLY SANATORIUM IN SWITZERLAND UNDER BRITISH 
OWNERSHIP AND CONTROL AND WITH A FULL DAY AND 
NIGHT STAFF OF BRITISH-TRAINED NURSING SISTERS. 

Magnificent situation. Well protected. Private balconies. Hob and cold 
running water, central beating and wireless throughout. Some rooms with 
private bathrooms and W.C’s. Fine roof Solarium to which runs a lift 
capable of taking a ted. Public rooms include large dining-room, salon, lounge, 
reading room and library, and billiard room. Operating theatre. X-ray in¬ 
stallation. All the medical equipment, disinfecting plants, etc., are of the 
moat up-to-date type. The Cooking Is adapted to English requirements. 

Inclusive Terms from S guineas Sterling per week, 
PROSPECTUS ON APPLICATION. 

Resident Medical Superintendent, HILARY ROCHE. M.D.ttlelb.), M.R.C.P. (London), 
Tuberculous Diseases Diploma (Wales). (Formerly—House Physician to the Brompton 
Chest Hospi al, London, etc.) 

Telegrams : “ Montalh Montaoa-Vermala.” Telephone: Montana 250 
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FORTNIGHTLY SAILINGS 


First-Class Passengers only 



and STRAITS SETTLEMENTS 

Special low rate 4 months return tickets 

Mediterranean Tours 

GIBRALTAR . MARSEILLES 
EGYPT PALESTINE SUDAN 

Special low rate Inclusive Tours in Egypt 


Write far illustrated 
Booklet to: 


BIBBYBROS&C? 


Marlins Bank Building * 
Wafer Sf LIVERPOOL. 

22.Pall Mall. LOHnON.S.W.I 


OPEN ALL THE YEAR ROUND. 

THE SCHATZALP SANATORIUM 

Medical Superintendent - « GUSTAVE MAURER, MD. 

For the Treatment of Tuberculosis 
6,000 feet above sea level, 1,000 feet above 

DAVOS-PLATZ, SWITZERLAND 

Reached by Funicular in 7 minutes . 

Extremely well sheltered from wind. - Very sunny. 
Absolutely free from smoke or dust. - All appliances 
necessary for Medical and Surgical Treatment of 
Tuberculosis of the Lungs. 

Every comfort. Miles of well-kept paths through Alpine pastures and 
woods. Apartments with bath, rooms with W.C. Running water. 

Terms (inclusive medical treatment, room, food, heating, service, bath, 
nurse), from £6 weekly according to situation and size of room. 


For particulars write to the Managing Director 


A. W. FEBERLE. 









For the home cure 


for uric acid diathesis* kidney gravel* gout* catarrh of 
the bladder* catarrh of the renal basin* female diseases. 
Apply to Bad Wildungen Agent, 

THE APOLUNARIS COMPANY LTD,, 

4 Stratford Place, Oxford Street, London, W.i. 
Phone : Mayfair 4211. 

or to Kurverwaltung, Bad Wildungen (Germany). 



x 
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• ramiiiffifinmiimiiiimmim 'tiiiiniiiiiinjiiiiiiiuisiiKiniMimiiiimminmiiiHimmmimimniiiimiiii; 

| BADEN-BADEN ) 

| In the Black Forest , South Germany i 

| Europe’s Health Resort of Distinction § 

1 Radio-active saline thermal Springs 15 5 c F. 1 

= Daily output 176,000 gals. Indications: s 

1 Gout, rheumatic ailments, neuralgia, | 

i arthritis, catarrhs of the respiratory organs f§ 

S = 

S XCW INTRODUCTION : Combined Treatment for stiff and inactive Joints 5j 


Palatial Bathing Establish*” 
meats newly installed. 
Hotels with Private Thermal 
Baths. Iishalatoriima. 
Fang© Bath. Pump room. 


GRAPE CURE IN THE SPRING AND 
AUTUMN. MOUNTAIN RAILWAY ON 
THE MERKUR (2100 ft.). REST CURES 
& OPEN-AIR TREATMENT. CONCERTS. 
THEATRES. DANCES. ALL KINDS OF 
OUTDOOR SPORT. 


j§ Gambling Rooms ( Roulette > Baccara* Klondyke) Open all Year 5 

5 9 Information, prospectuses, etc,, max' be had from the 5 

5 BAEDER- UND KURVERWALTUNG, BADEN-BADEN =j 

Mi!Sf!ifSSS!SSIiI!mfIII!IIIIS35UI!illilliIlllllSIIllIIllilliIliIiimi!!lIIIIIlII!!R!IIIS!ll!I!if!IlIlIfIIHli!UnilIIlfilIllIlllliS 


For invigorating air , no place can compare with 


PORTRUSH 


CO. ANTRIM 
IRELAND 


The Healthiest , jolliest, ! Atlantic Ocean on three sides. Golden 

and Mas, Charming ! SS' ’K.f.STVS 

Holiday Resort in Ireland i Fishing, and Bathing. TEST IT! 


ILLUSTRATED GUIDE (Post Free) from TOWN CLERK 
(Dept. 6.) 


LLANDRINDOD WELLS 

YE WELLS HOTEL (Unlicensed). 

100 BEDROOMS - - SOOTH ASPECT. 

Special attention given to Diet for Visitors taking Treatment 

XT EAR the Pump Room, Baths, Golf Links, and surrounding Hills. TWO 
ELECTRIC LIFTS—outside fire-escape staircase—running Hot and 
Cold Water in Bedrooms. Two Croquet Lawns and Two Hard Tennis 
Courts in own grounds. Central Heating. Open all the year. 

Telephone No, 133. Proprietress : Mrs. E. BRYAN SMITH, 
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BATH 


HOTEL 


widely known for its traditions of comfort and service 
maintained under the personal direction of the Jackman family for 60 years 


South aspect; sheltered from North and East winds. Close to Pump 
Room, Baths, Parks and principal shops. More than 150 bedrooms, 
many with private suites. H. and C. running water.- Electric fires. 
Furnished throughout with authentic period furniture and ohjets d 1 art. 
Rare collection of paintings by old masters. Own garage and engineer. 
Interesting brochure.. 

Telegrams: “ Pulieney Hotel „ Bath *’ Telephone: Bath 3281/2/3 


The Grampian Sanatorium 

KINGUSSIE, N.B. 

S ITUATED in the Upper Speyside district of Inverness-shire, One of the 
highest inhabited districts in Britain. “The Switzerland of the British 
isles," Bracing and dry mountain climate; well sheltered. Sanatorium speci¬ 
ally built for the Open-Air Treatment of Tuberculosis. Opened in 1901. 
Elevation nearly 900 feet above sea-level. Electric light throughout buildings 
and in rest shelters. Central heating. Fully equipped X-ray and Ultra-violet 
ray plant. All forms of treatment available, Including facilities for treatment 
by Artificial Pneumothorax and Sanocrystn. Terms from L4.4.0 to L6.6.0 
per week inclusive. Wireless in all rooms. 

For particulars-, apply to Matron. 

Physician-in-charge: FELIX SAVY, M.D. (late Tuberculosis Specialist, Aldershot 
Command). 



Ad. 7 














GREAT BRITAIN^] 

I GREATEST HYDRO 


«b Branch 
E«taWlAm©Bts 

Resident i G. C. R. HARBINSON, M.B., B.Ch., B.A.O. (R.U.I.). 

Pkvncmm I R. MacLBLLAND, M.D., C.M. (Edin.). 

A COMPLETE SUITE OF BATHS 
including separate Turkish and Russian Baths for Ladies and for Gentiemeu, 
Ak Douches* Vichy Douches, and full Electric Installation for Baths and 

Medical purposes. 

MASSAGE SUNRAY BATH 
NAUHEIM BATHS INFRA-RED LIGHT, ETC. 
SOAPLESS FOAM BATHS PLOMBIERES TREATMENT 
STUDA CHAIR 


DOWSING RADIANT HEAT 

Special provision for Invalids, in¬ 
cluding Vegetarian and other diets. 
Milk from own 'Farm. Two passen¬ 
ger Elevators. Electric Light. Night 
attendance. Rooms well ventilated, 
and all Bedrooms warmed through- 


DIATHERMY, High Frequency 

out the Establishment. Large Winter 
Garden. Extensive Pleasure Grounds. 
Matlock Golf Links, 18 holes, within 
easy distance. A Large Staff (over 60) 
of Trained Male and Female Nurses, 
Masseurs and Bath Attendants. 


Prospectus and full particulars on application. 

Inclusive Terms from 13/~ per day. 

Telegrams; “ Smedleys, Matlock." Telephone : Matlock 17 (2 lines) . 
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Telegrams: 

“ Craiglands, Ilkley.” 
TplpriTinn?*! . i Manager’s 308. 
ieiepfton es*i Visitors’- 845. 


H YDRO 

Prospectus on Applicate 
to the Manager. 

A. A. *> R.A.C. 


Btetm 








Resident Physician: 

MAURICE R. DOBSON* O.BJEL M.B., B.S. (Load.)* L.R.C.P., M.R.C.S. (Eng.) 

T HE most popular Hydro in the district. Established over half a century. 

Accommodates 200 visitors. Thorough Hydropathy ; complete suites of 
Baths, including Turkish and Russian. Magnificent Ball room. Promenade 
Corridor, elegant Smoke room, superb Billiards room (3 tables), pleasant Draw¬ 
ing room, Reading and Writing room, etc. Electric Light throughout. H. & C 
Water in all Bedrooms. Lovely grounds (7 acres). En-tout-cas and Grass 
Tennis Courts, Bowling and Putting Greens. Garage with private lock-ups. 

Terms : £3 10 s. to £5 5 s. per Week. According to Season. 




POR HEALTH AND PLEASURE 

Telephone 341 1 


■ 1ml =■ :MJ*J H 21 A y M»JII 


Recently Added — 

ULTRA SHORT WAVE DIATHERMY. 
PISTANY, PYRETIC & FOAM BATHS. 
Inhalations for BRONCHITIS, ASTHMA. 

Fully Certificated Staff. 

RESIDENT PHYSICIAN - L, 


PLOMRIERES. IONISATION, INFRA 
RED RAYS & ULTRA VIOLET LIGHT, 
TURKISH, BRINE AND PINE BATHS. 
RADIANT HEAT AND MASSAGE. 

Lift to Treatment Department, 

T. RQSE-HUTCHINSQN, M.D. 




FAMOUS RESORT FOR 
HEALTH AND HOLIDAY 


PHYSIOTHERAPEUTIC ESTABLISHMENT, 


Resident Physician 

C. R. UEstrange Orme, M.B., B.Ck. ( Camh.X 
M.R.C.P. (Land.). 

Ill us. Prospectus on application to the Secretary. 
Terms—£4 4s. Gd. to £6 6s. Qd. 

Fully equipped for physical treatment, including all 
modern hydrological and electrical methods, massage 
and remedial exercises, dietetic and occupational therapy^ 
The Baths and Treatment rooms are in a 
connecting wing, so that patients can return 
to their rooms without fear of exposure. 

Phone : Matlock 312 Grams : Rockdde, Matlock 


± 
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Second Edition , Revised and Enlarged. Crown Hvo. 194 pp. Bs. net. Postage 

Elements of Medical Treatment 

By ROBERT HUTC HISON, M.D„ F.R.C.P., P hys., London Hospita: 
Bristol : John Wright & Sons Ltd. London ; Simpkin Marshall Ltd. 

















Open Throughout the Year 

Opposite St. Andrew’s Brine Baths and New Winter Garden. 

175 Rooms all H. &C. Water 
and Electric Fires, 20 bed¬ 
rooms ground floor. Suites 
and Single rooms with 
private bathroom and toilet. 

New Vita Sun-Lounge. 

26 rooms in new wing with 
central heating. Electric 
lift. House telephone in 
every room. Post Office 
call facilities on each corri¬ 
dor. Night porter. :: 

Billiards. Tennis. 18-hole Golf Course, 1 mile. Lock-up garages. Saloon Cars for hire. 

A.A. R.A.C. 

“ EM PENSION TERMS according to rooms. 

(Reduced Nov. to Feb. inclusive .) 

Telegrams : “ Worcestershire Hotel, Droitwich.” Phones ; 2 and 48. 

EXORS. OF W. A. HAYWARD, Proprietors . T. K. GULLEY, Manager . 

ILLUSTRATED PROSPECTUS and SPECIAL MEDICAL TERMS. 

“DROITWICH BRINE BATHS FOR RHEUMATISM.” 

Ayrshire House, Droitwich Spa 

BOARDING ESTABLISHMENT 



C HARMINGLY situated in beautiful gardens near to Brine 
Baths. Centrally heated in winter. Hot & Cold Water. 
Electric Light, and Gas or Electric Fires in Bedrooms. Every 
modem comfort. Excellent Cuisine. Enlarged in 1927, 

Personal Supervision. Tel. No. 37 Miss Reilly, Proprietress 


EASTBOURNE 

Lansdowne 

Private 

Hotel 

GRAND PARADE 


Situated in the best part of East¬ 
bourne, overlooking Sea and Lawns, 
Three minutes from Devonshire Park, 
Baths, etc. Ten minutes from Golf 
Links. Enlarged Dining Room, sep¬ 
arate Tables, Electric and Gas Fires. 
Central Heating, Hot and Cold Water 
in all Bedrooms. Every comfort and 
attention. Ball-room. Noted for Ex¬ 
cellent Cuisine. Lift. ’Phone No. 3400. 

Terms: 3J to 5 Gns. Weekly. 
Season Terms : 4 to 7 Gns. Weekly. 


Apply Robinson and Garratt, Resident Proprietors. 
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A Sanatorium for the Care and Treat¬ 
ment of Mental and Nervous Disorders 


Eyhurst Court is situated 550 feet above sea-level on one of the 
most beautiful parts of the Surrey Hills. London is 17 miles 
distant. The mansion is equipped in the most modem manner 
and is tastefully furnished. There is central heating throughout 
and running hot and cold water in all bedroom. The grounds 
extend to over 36 acres and include pleasure gardens, hard and 
grass tennis courts, putting greens, and a small private golf course. 

Voluntary and temporary patients of either sex are received. 
Fees range from 8J guineas per week inclusive. 


Prospectus and further details from:— 

The Resident Medical Officer, 

Eyhurst Court , Kingitcood, Surrey 


Telephone : 
Burgh Heath 1200-1 



ADVERTISEMENTS 


liTsiii ism !§g§ms 

Monks Orchard, Eden Park 
Beckenham, KENT 

For the Reception and Treatment of Cases of 

NERVOUS AND MENTAL DISEASE 


President — VISCOUNT WAKEFIELD OF HYTHE, C.B.E., LL.D. 
Treasurer —-Sir LIONEL FAUDEL-PHILLIPS, Bt. 

Phffddan Superintendent —J. G. PORTER PHILLIPS, M.D., F.R.C.P. 

Senior Assistant Physician —JOHN G. HAMILTON, M.D., D.P.M. 

Junior Assistant Physician —DAVID ROBERTSON, M.D. 

Pathologist—CLEMENT LOVELL, M.C., M.D. 

CONSULTING STAFF 

Sur^tMMi—STANFORD CADE. F.R.C.S. 

Gynaecologist-} OHN W. BELL, L.R.C.P.I., L.R.C.S.I. 

Ophthalmologist—}. D. MAGOR CARDELL, M.B., F.R.C.S. 

Laryngologist —W. MAYHEW MOLLISON, F.R.C.S. 

Anaesthetist —CECIL M. HUGHES, M.B., B.S. 

Dmtal Surgeon —ARTHUR BULLS ID, M.R.GS., L.D.S. 

Neurologist —C. C. WORSTER-DRGUGHT, M.A., M.D., M.R.C.P. 

Radiologist—}. B. DOUGLAS, M.B.. B.Ch., D.M.R.E. 

Director of Psychological Dept. —WILLIAM BROWN. M.A., M.D., D.Sc.. F.R.C.P. 
Assistant Ditto —R. j. BARTLETT, M.Sc. 

Director oj Physiotherapy Dept. —ALASTAIR MACGREGOR, M.B., C.M. 


Patients of the educated classes, in a presumably 
curable condition, are eligible for admission, and 

those who can contribute 5 guineas weekly towards the 
cost of treatment and maintenance may be received 
as vacancies arise. The Committee will also consider 
applications for admission at lower rates and in certain 
cases will be prepared to admit patients free of charge. 
With a view to the early treatment of eligible cases 
Voluntary or Uncertified Patients are admitted. 


For forms or further particulars apply to the Physician Superintendent . 





PINNER, Middlesex 


Telephone : 
PINNER 234 


A Private Mental Hospital for the Treatment 
and Care of Mental and Nervous Disorder s 
la both Sexes 

A Modem Country House, 12 miles from Marble 
Arch, in beautiful and secluded grounds. 

Certified, Temporary, and Voluntary Patients. Terms 
are from ten guineas a week, inclusive. 

■ # @> 

Lately removed from DOUGLAS MACAULAY, 

Chiswick House, Chiswick. m.d., d.p.m. 

LAVERSTOCK HOUSE 

SALISBURY, WILTSHIRE. 

A N Old-established Private Home for the care and treat¬ 
ment of mentally afflicted Ladies and Gentlemen. Situated 
one mile from Salisbury. Stands in beautifully timbered 
pleasure grounds. Surroundings bright, cheerful and pleasant. 
Every form of recreation and outdoor amusement provided. 
Patients requiring only slight supervision can be accommodated 
in separate villas in the grounds. 

Voluntary Boarders are received without certificates. 

Railway Stations - G.W.R. and Southern 

Telegrams - - - “ Benson, Laverstock,” Salisbury 

Telephone .- Salisbury 12 


FOR FURTHER PARTICULARS * APPLY TO THE 
MEDICAL SUPERINTENDENT. 
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ST. ANDREW’S HOSPITAL 

For Mental Disorders 

NORTHAMPTON 

FOR ’THE UPPER AMD President: the Most Hon. the • 

MIDDLE CLASSES ONLY. MARQUESS OF EXETER, GM.O, A.D.C. 

d^tediml Superintendent : DANIEL F. RAMBAUT\ M.A., M,D, 


T HIS Registered Hospital is situated in 120 acres of park and pleasure grounds. 
Voluntary Patients who are suffering from incipient Mental Disorders, or who 
wish to prevent recurrent attacks of Mental trouble; Temporary Patients, and 
Certified Patients of both sexes, are received for Treatment Careful clinical, bio¬ 
chemical, bacteriological, and pathological examinations. Private rooms with special 
nurses, male or female, in the Hospital or in one ,of the numerous villas in the 
grounds of the various branches can be provided. 

WANTAGE HOUSE. 

This is a Reception Hospital, in detached grounds with a separate entrance, to 
which patients can be admitted. It is equipped with all the apparatus for the most 
modem treatment of Mental and Nervous Disorders. It contains special departments 
for hydrotherapy by various methods, including Turkish and Russian baths, the prolonged 
immersion bath, Vichy Douche, Scotch Douche, Electrical baths, Plombieres treatment, 
etc. There is an Operating Theatre, a Dental Surgery, an X-ray Room, an Ultra-violet 
Apparatus, and a Department for Diathermy and High Frequency treatment. It also 
contains Laboratories for biochemical, bacteriological, and pathological research. 

MOULTON PARK. 

Two miles from the Main Hospital there are several branch establishments and 
villas situated in a park and farm of 650' acres. Milk, meat, fruit, and vegetables are 
supplied to the Hospital from the farm, gardens and orchards of Moulton Park. 
Occupation therapy is a feature of this branch, and patients are given every facility for 
occupying themselves in farming, gardening, and fruit growing. 

BRYN-Y-NEUADD HALL. 

The Seaside House of St Andrew’s Hospital is beautifully situated in a Park 
of 330 acres, at Llanfairfechan, amidst the finest scenery in North Wales. On the North- 
West side of the Estate a mile of sea coast forms the boundary. Patients may visit 
this branch for a short seaside change or for longer periods. The Hospital has its 
own private bathing house on the seashore* There is trout-fishing in the park. 


At all the branches of the Hospital there are cricket grounds, football and hockey 
grounds, lawn tennis courts (grass and hard court), croquet grounds, golf courses, and 
bowling greens. Ladles and gentlemen have their own gardens, and facilities are provided 
for handicrafts such as carpentry, etc. 


For terms and further particulars apply to the MEDICAL SUPERINTENDENT 
(Telephone /Vos. 2356 & 2351 Northampton ), who can be seen in London by appointment. 
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MoSTETMBERLA? ffi HOUSE 

GREEN LANES, FINSBURY PARK, N. 4 . 

Telephone : SIAM FOR 0 HILL26S8. Telegraphic Address : “ SUBSIDIARY, LONDON." 

A Home for the Treatment of Patients of 
both sexes suffering from Mental Illnesses 

Conveniently situated four miles from Charing Cross. 
Nearest stations : Manor House (Piccadilly Underground), and 
Finsbury Park (G.N. Railway). Cars and Buses pass the Gate. 

Six acres of Ground, highly situated, facing Finsbury Park. 

Private Villas. Suites of Rooms. 

Convalescent Home : Kearsney Court, Dover. 
Voluntary Patients received without certificates. 

Terms from 5 Guineas per week. 

For further particulars apply to the Medical Superintendent 


St. Patrick s Hospital, 

DUBLIN. 

For the treatment of Nervous and Mental Diseases. 

FOUNDED BY JONATHAN SWIFT, D.D., 1745. 


TpHIS historic Institution, the first of its kind in Ireland, has been completely 
modernized and considerably enlarged. It affords every facility for the 
treatment of ladies and gentlemen suffering from nervous and mental diseases. 

There are branch establishments situated at St. Edmondsbury, Lucan, 
within a beautifully wooded demesne of about 400 acres. A portion of the 
demesne is worked as a home farm, from which daily supplies of milk, 
mutton, poultry and vegetables, etc., are delivered to the three hospitals by 
means of a motor van. Extensive gardens and recreation grounds. 
Frequent drives by motor. 


MEDICAL STAFF S 


RICHARD R. DEEPER, F.R.C.S.l. 

ROBERT THOMPSON, M.R., D.P.M. 
ROBERT TAYLOR, L.R.C.P, and S.L, D.P.M. 
ALAN E. WARREN, L.R.C.P. & S.L, LAI. 
ROBERT H. MICKS, M.D., F.R.CJPX 
ALBERT F. CARBURY, L.D.S.L 

Rates of maintenance vary according to the nature of each case and 
the accommodation required. 

For forms and further particulars apply to Mr. A. E. Coe, Registrar, 
St. Patrick’s Hospital, James Street, Dublin; or, in case of urgency, to the 
Medical Superintendent. Telephones: Dublin 21095. Lucan 21. 


Medical Superintendent - 

Assistant 
Medical Officers 

Clinical Pathologist - 
Dentist 
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BETHEL HOSPITAL 

For Mental and Nervous Disorders, 
NORWICH. 

ESTABLISHED A.D. 1713- 

T^HIS Institution is a Registered Hospital, managed by a Board of 
* Governors, who have no pecuniary interest in its success, _ but whose 
sole object is to promote the comfort and well-being of the Patients. The 
Hospital is arranged for both sexes. 

Voluntary Patients are admitted without certificates. 

Consulting Physician s 

SAMUEL J. BARTON, M.D. 

Resident Medical Superintendent .* 

SAVILLE J. FIELDING, M.B. 

Clerk to the Governors : 

BASSETT F. HORNOR, D.S.O., Queen Street, Norwich. 

Matron: 

Miss E. C. S. WHYTE 


APPLICATION FOR ADMISSION TO BE MADE TO THE 

Resident Medical Superintendent - BETHEL HOSPITAL, NORWICH. 


THE COPPICE, 

NOTTINGHAM. 


Hospital for Mental Diseases. 


HP HIS Institution for the reception of PRIVATE PATIENTS 
of both sexes of the Upper and Middle Classes only, 
at moderate rates of payment, is beautifully situated in its own 
grounds about two miles from Nottingham, and from its singularly 
healthy and pleasant position, and the comfort of its internal 
arrangements, affords every facility for the Relief and Cur© 
of those Mentally Afflicted. Divine Service is held in the 
Institution every Sunday by the Chaplain, who also visits the 
Patients, Carriage and motor exercise is provided. 


Tel. No. 
©4117. 


Voluntary and Temporary Patients admitted . 

-: FOR TERMS, Etc., Apply to —-- 

DR. HUNTER. Physician “Superintendent- 
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HAYDOCK LODGE 

NEWTON-LE-WlLLOWS, LANCASHIRE 

Telegraphic A ddress: “ Street, A shton-in-Makerfielb " (two words only) 
Telephone: Ashton-in-Makkrfield 7311 

A PRIVATE MENTAL HOSPITAL FOR THE 
TREATMENT OF NERVOUS & MENTAL DISORDERS EITHER 
TEMPORARILY, VOLUNTARILY OR UNDER CERTIFICATE 

H AYDOCK LODGE is a large Country Mansion especially adapted for the Car© 
and Treatment of Persons with Nervous and Mental Disorders, having been 
enlarged and rebuilt on plans sanctioned and approved by the Commissioners In 
Lunacy. It is charmingly situated in a healthy and retired neighbourhood, standing 
in its own well-timbered Park, Gardens, and Farm of 300 acres, with provision and 
facilities for Tennis, Cricket, Football, Bowls, Croquet and Golf. 

Newton-le-Willows is a first-class station on the L, M. & S. Rly. (mid-way between 
Liverpool and Manchester), where conveyances are always to be had. 

Motors are kept for the use of Patients, and those whose condition will allow, 
and whose friends desire it, spend some time annually at the sea-side. Voluntary 
Patients are received without Certificate, written application for admittance being 
all that is required. Patients are also admitted on a Temporary basis. 

Haydock Lodge has also associated with it an establishment at GRETA BANK 
(for ladies only), in the Craven district of Yorkshire, near Ingle ton. 

TEEMS, PROSPECTUS and INFORMATION may be obtained on application 
to the Medical Superintendent. 

Consultations can be arranged by appointment. 

mdicalS^^dZT::::. }. JC ‘ Wo °™ N , L.R.C.PXond.,M.R.C&E ne . 


The Old Manor , Salisbury 

Telephone 51 

A PRIVATE HOSPITAL FOR THE CARE AND 
TREATMENT OF THOSE OF BOTH SEXES 
SUFFERING FROM MENTAL DISORDERS. 


Extensive grounds. Detached Villas. Chapel. Garden 
and dairy produce from own farm. Terms very moderate. 

Convalescent Home at Bournemouth 

standing in 12 acres of Ornamental Grounds, with Tennis 
Courts, etc. Patients or Boarders may visit the above, by 
arrangement, for long or short periods. 

Illustrated Brochure on application to the Med. Supt ., The Old Manor , Ltd., Salisbury .■ 


CLARENCE LODGE 

55 , CLARENCE ROAD, CLAPHAM PARK, S.W. 4 . 

A LIMITED number of LADIES suffering from MENTAL and NERVOUS 
DISORDERS are received Cor treatment under a Specialist. The House stands 
in large grounds. Moderate Terms. Telephone t Tube Hill 481 X 

For further particulars see Illustrated Prospectus from Resident Licensee : Miss THWAlTES- 
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l IOLLO Wj . lT 0R1UM 

VIRGINIA WATER 


A REGISTERED HOSPITAL for the 
Treatment of MENTAL DISORDERS 
of the EDUCATED CLASSES. 


'I'HIS Institution is situated in a beautiful and healthy locality within 
easy reach of London. It is fitted with every comfort. Patients 
can have Private Rooms and Special Nurses, as well as the use of 
General Sitting Rooms, at moderate rates of payment. Voluntary 
Patients can be admitted. 

There is a Branch Establishment at CANFORD CLIFFS, 
BOURNEMOUTH, where Patients can be sent for a change and 
provided with all the comforts of a well-appointed home. 


For Terms , apply to Dr„ H. Devine* Res. Medical Superintendent, 
St, Ann's Heath, Virginia Water, SURREY, 


HEIGH AM HALL 

Tekpliaftfts M D \M 1 LJ Teleforams s 

Nonwicb 80 . S^sl Sm w ¥ 1 AsssS mm ® '‘Small, SO Norwich/* 


Private Home for the Care and Treatment of a limited number of 
Ladies and Gentlemen suffering from Nervous and Mental Illness, 


A BOUT two and a half hours from London by express train, and good con- 
^ nections with the Midlands. 


The mansion* surrounded by x i acres of well-wooded grounds, is furnished 
as a private residence, and nothing suggests confinement* the safety of patients 
being ensured by a large staff of experienced nurses. Any modem therapeutic 
measures can be undertaken in suitable cases. Private Suites of Rooms with 
special nursing available. 

Seaside quarters are available when desired, and all amusements con¬ 
ducive to recovery are provided. 

The Chaplain conducts Service every Sunday* and patients attend the 
Parish Church. 


Voluntary patients, temporary patients, and patients under certificates 
are admitted for treatment. 


FEES: from 4 guineas a week upwards according to requirements. 
Vacancies occasionally exist at reduced rates for ladies and gentlemen on the 
recommendation of the patient’s own physician. 


Apply Dr. J. A. SMALL, 
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ALBANY HOUSE, a Detached Block for 
FEMALE PRIVATE PATIENTS, 


Terms : 2 GUINEAS per Week and upwards. This Villa is 
distinct from the main building, and has separate recreation grounds. 

For further particulars, apply to the Medical Superintendent, 

Tel. No.: Derby 93. DR. JOHN BAM, ROWDUCH, DERBY. 


THE GRANGE, Near Rotherham 

A SANATORIUM OF THE HIGHEST CLASS FOR THE 

CARE & CURE OF MENTAL INVALIDS (Ladies). 

Resident Physician l G. E. MOULD, M.R.C.S. Eng., L.R.C.P. Lond., 
Consulting Physician for Mental Diseases to ike Sheffield Royal Hospital . 


"THE House is a spacious Family Mansion, with extensive pleasure grounds, including good 
* Croquet and Tennis Grounds, and an immense Park, containing Private Drives and Walks 
of several miles in extent. It is situated in the heart of the famous Robin Hood Country (5 miles 
from Sheffield, 4 from Rotherham) and is surrounded by beautiful scenery, and an atmosphere 
free from smoke and impurity. Situation dry and healthy. The arrangements are of a domestic 
character. The Proprietors welcome visits from the usual Medical Attendant of the Patient 
during her residence/ Certified Voluntary and Temporary Patients received. The Rev. R. T. C. 
Slade, Mus. Bae., late Vicar of Thorpe-Hesley, acts as Chaplain, and, conducts regular .Services. 

The Resident Physician may ha seen at the Grange; or at 312 Glossop Road, • 
Sheffield, by appointment. Telephone : Sheffield No. 48030. ,'' , 

GRA NGE LAN E STATION (L. $* JV.E, Railway) is within a quarter of a mile of the Grange, 
md may hs reached via Sheffield or Barnsley direct ; or via Rotherham, changing ed Tinsley. 
For Terms, Forms, &c., apply to THE RESIDENT PHYSICIAN. 


Shaftesbury House, 

FO R MB Y ~ B Y ~ THE ~ SEA® 

Telephone: Ho. 8 FORMBY. Near LIVERPOOL,* 


npHIS HOUSE, specially built and licensed for the Care and Treatment 
erf a limited number of LADIES and GENTLEMEN suffering from 

MENTAL or NERVOUS BREAKDOWN,. 

is delightfully situated between Liverpool and Southport in well-wooded 
grounds. Outdoor and indoor amusements and occupation provided. Volun¬ 
tary and Certified Patients received. Ladies also admitted as Temporary 
Patients without certification 


TERMS MODERATE. 


Apply RESIDENT PHYSICIAN . 
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CAMBERWELL HOUSE 

33, PECKHAM HOAD, LONDON, S.E.S 

Telegrams: F«** ^ Treatment Of Telephone: 

“ Psycholia , London MENTAL DISORDERS Rodney 4731-2 

A LSO completely Detached Villas for mild cases with private suites if desired. 

V olnotary patients received- Twenty acres of grounds, Hard and Grass Tennis 
Courts, Putting: Greens, Bowls, Croquet, Squash Racquets, and all indoor amusements 
including Wireless and other Concerts. Occupational Therapy, Callisthenics and 
Dancing Classes. X-ray and Actino Therapy, Prolonged Immersion Baths, Operating 
Theatre, Pathological Laboratory, Dental Surgery and Ophthalmic Dept. Chapel. 
Senior Physician: Dr. HUBERT JAMES NORMAN, 
assisted by three Medical Officers, also Resident, and visiting Consultants. 
Illustrated Prospectus, giving fee®, which are strictly moderate, on application to the Secretary 

The Convalescent Branch is HOVE VILLA, BRIGHTON, 200 ft. above sea level. 

PECKHAM HOUSE 

112, Peckham Road, LONDON, S.E. 15 

Telegrams: “ALLEVIATED, LONDON” Telephone : Rodney 4741, 4742 


T h© above MENTAL HOSPITAL supplies suitable CARE AND TREATMENT FOR PERSONS 
SUFFERING FROM NERVOUS DISEASES AND MENTAL DISORDERS. Temporary, 
voluntary and certified patients are received. Separate houses for the treatment of suitable 
cases adjoin the Hospital. There is a seaside branch, Kearsney Court, near j over. Motor and 
carriage drives are provided as desired, Up-to-date methods of treatment are employed and 
every effort is made by handicraft work, physical drill, games, entertainments, etc., to promote 
the speedy recovery of patients. 

The terms are moderate, being from 3 gas. per week upwards. 

Illustrated Prospectus and further particulars can he obtained from the MEDICAL SUPT . 
Telephone : HOUNSLOW 0158. 

WYKE HOUSE Mental Hospital 

for Ladies ana 

iSLEWORTH, MIDDLESEX. - Gentlemen, 

Conveniently situated in quiet surroundings in Syon Lane* 
about a quarter of a mile to the north of the Great West Road. 

Stations ; OSTERLEY (District Rahway); SYON LANE (Southern Railway), 

For Terms and Farther Particulars apply to the Resident Physician :— 

G. W. SMITH, O.B.E.j M.B. S Ch.B. (Edin.) 

Consulting Rooms: 57 GRQSVENOR STREET, W.l* (By Appointmeat). 


CITY OF LONDON MENTAL HOSPITAL, 

Near DARTFORD, KENT. 

Under the management oj a Committee oj the Corporation of the City of London. 

LADIES and GENTLEMEN received for treatment under Certificates and 
without Certification, as either Voluntary or Temporary Patients, at a 
Weekly Fee of TWO GUINEAS and upwards. An Illustrated Booklet 
giving full particulars can be obtained from the Medical Superintendent. 

The Institution is within two miles of Hartford Station, on the Southern 
Railway, with frequent electric train service, and is about 16 miles from 
London. Motor Omnibuses pass the door. 

Telephone : DARTFORD 900, SOL Telegraphic Address : STONE HOUSE, DARTFORD, KEMT. 
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ASHWOOD "USE, 

KINGS WINFOm STAFFORD SHIRE. 

An ©Id-established and modernized Institution f&t the Medical Treatment 
of Ladies and Gentlemen Mentally Afflicted, 

*~pHE House, pleasantly situated, stands in picturesque grounds of forty 
1 acres in extent, with a surrounding country noted for the beauty of its 
walks and drives. The climate is genial and bracing. Occupation, indoor 
and outdoor amusements, and carriage and other exercise amply provided. 
Terms vary according to requirements as 
to accommodation, special attendance, etc. 

TELEPHONE 19, KSNGSWSNFORO. 

Railway Stations: Stourbridge Junction fG.W.R.}, 3$ miles; Dudley (%*M. & S.R.), 4 miles; 
Wolverhampton (G.W.R. or D-M. & S.R.), 7 miles. 

For further Particulars apply to the MEDICAL, SUPERINTENDENT. 


FARNHAM HOUSE & MARYVILLE 

FINGLAS, Co. DUBLIN. 

PRIVATE HOSPITALS for MENTAL AND NERVOUS ILLNESS, including 
the ALLIED DISORDERS OF ALCOHOLISM and THE DRUG HABIT. 


IDEALLY situated within two miles of the City and in a health-inducing 
1 district. Voluntary boarders received without medical certificates. 

A beautiful seaside residence in a park of 600 acres 3 with a private 
bathing beach 5 is available for suitable cases. 

Experienced staff; modem treatment. Interviews can be arranged at 
42, FlTZWILLIAM PLACE a DUBLIN. 

Apply ; H. R. C. RUTHERFORD, F.R.C.S.L, D.P.H., 

’PHONE: Finglas ii. Medical Superintendent „ 

COTON HILL 
Mental Hospital 

Near STAFFORD. 

Chairman of the Committee of Management s 
The Right Honourable 

THE EARL OF DARTMOUTH. 

Beautifully situated in a high and healthy 
position, with extensive grounds. The hospital 
is devoted to the care and treatment of the 
mentally afflicted of the upper and middle 
classes. Voluntary patients are received. Terms 
on application. Private rooms with special 
attendants, can be arranged. 



For further particulars , apply to — 
Dr. JL MACDONALD, O.B.E., M.D., 
Telephone: Stafford 14* 
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SPRINGFIELD HOUSE 

Near BEDFORD 

Telephone No. 3417 

For Mental Cases, with or witho ut Certificates 

Ordinary Terms , Five Guineas per meek 
(including Separate Bedrooms for all suit¬ 
able Cases, without extra charge), :: :: 

For forms of admission, etc,, apply to the Resident Physician, 
CEDRIC W. BOWER, as above, or at 5, Duchess Street, 
Portland Place, W.i, on Tuesdays, from 4 p.m. to 5 p.m„ 

by appointment. 


HILL END HOSPITAL Nervous Disorders 

CTWENTY MILES FROM LONDOH) 

| ABIES suffering from all forms of MENTAL ILLNESS are received 
^ for treatment., on modem lines, as Voluntary, Temporary, or Certified 
Private Patients at the Hill End Hospital. Convalescent or Mild Cases can 
be treated in a delightful Country Mansion, with extensive grounds, known as 

HIGHFIELD HALL, situate about a mile away from the Hospital. 

FEES - 2 to 3 guinea® 1 >er week. 

For further particulars apply to the Medical Superintendent: 

W. J. T. KIMBER, L.R.C.P., D.P.M. - ST- ALBANS, Herts* 


THE GROVE HOUSE 

■ CHURCH STRETTON, SHROPSHIRE 

"■ A PRIVATE HOME for the Cure and Treatment 

■ of a limited number of Ladies Mentally Afflicted. 

■ Voluntary and Temporary Patients received under the 

^ new Mental Treatment Act of 1930. 

■ CLIMATE HEALTHY AND BRACING 

“ Apply to the Resident Medical Superintendent , Dr. McCLINTOCK 


STRETTON HOUSE 

CHURCH STRETTON, SHROPSHIRE. 


A PRIVATE HOME for the treatment of gentlemen suffering from Mental and 
Nervous illness, including the allied Disorders of Alcoholism and the Drug Habit. 
' All types of early Mental and Nervous Cases are received without certificates at 
Voluntary Patients, Bracing hill country. 

Apply to MEDICAL Sttferint'EN'diint. *Phone 10 P.O. Church Stretton. 


Ad. 3 
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SARNWOOD HOUSE 

GLOUCESTER 


A REGISTERED HOSPITAL for the CARE ami TREATMENT of LADIES 
mi GENTLEMEN suffering from NERVOUS and MENTAL DISORDERS. 


T 1 7 3 THIN two miles of the G.W.R. and L.M. & S. Railway Stations at 
VV Gloucester, the Hospital is easily accessible by Rail from London and 
all parts of the United Kingdom. It is beautifully situated at the foot of the 
Cots wold Hills, and stands in its own grounds of over 280 acres. Voluntary 
Patients of both sexes are also received for Treatment. 

Special accommodation for Lady Voluntary Patients is also provided 
at the MANOR HOUSE, which has its own private grounds and is entirely 
separate irom the main Hospital. 

For particulars as to Terms, eic., apply to ARTHUR TOWNSEND* WILD., 
Telephone I No. 6217 BARNWOOD. Resident Superintendent. 


THF FI OWFR HOIISF beckenham lane, 

illiJ 1 Jbv If JLllY IIV/UuJLl Telephone: HITHER GREEN : 


S.E& 


F xniley from London. 

A PRIVATE HOME of (he highest 
eiass for Uentleriien suffering from 
Mental and Nervous Disorders, both 
under eertifie^tes or us Voluntary 
JPatiwi*. 

A beautifully furnished old Family 
Mansion, thnruaghl.v modernized 
and up to date. 

Twenty five acres of well-timbered 
grounds, containing unrivalled 
tiower gardens, cricket and football 
fields, croquet, tennis and bowls. 

Billiards room, Wireless, Concerts 
a ad Sports. 

Special suites for suitable patients,, 
in new annex, consisting o! private 
sitting room, bed room, attendant's 
room innecessary' and private bath 
toom and lavatory. 

Station, BECKENHAM HILL, 
8 minutes, and Beckenham Jnacfe. 

Tram 5-i from Victoria to Southend 
Village, ■which is 3 minutes' walk 
from i- lower House. 

Motor Buses > 54 , 47 , 5 S 3 .‘ 



For terms and farther partioui ars. apply,'" 

W. F. UMNEY, M-D., Medical Sttpermtendent* or 
Mrs. a BECKETT, Resident Licensee. 


TOE 

MENTAL HOSPITAL 

DIGBYS, near EXETER 


The above Hospital, situated in 
healthy country, three miles from 
Exeter, RECEIVES PRIVATE 
PATIENTS OF BOTH SEXES. 

FEES: TWO GUINEAS 

per wedk 


Particulars on application to the 

MEDICAL SUPERINTENDENT 


Crown 8vo. Pp. 168. 5s., postage 4d. 

MENTALITY 

AND THE 

CRIMINAL LAW 

by 

O. C. M. DAVIS, M.D., D.Sc. 

Head of Department of Forensic Medicine 
in the University of Bristol: and of the 
Middle Temple, Barrister-at-law. 

and 

F. A. WILSHIRE 

Of the Middle Temple, Barrister-at-Law. 

BRISTOL: JOHN WRIGHT & SONS LTD. 
LONDON: SIMPKIN MARSHALL LTD- 
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BAILBRO0K HDUSE, Bath 

FOR THE TREATMENT OF NERVOUS AND MENTAL DISORDERS 

Ladies and Gentlemen with or without certificate are admitted. 

The house is a perfect example of Georgian architecture, situated 
on a wooded hill, in 20 acres of park, with wonderful views of 
the Avon valley and Bath. St is admirably adapted for out-door 
treatment and for nursing patients amid beautiful surroundings. 
Country excursions, visits to Bath, games, fine arts occupational 
class, etc., are part of the regime. 

10 minutes drive from G.W.R. For all information apply to 

and Midland stations, Bath. Telephone; ARTHUR GU1RDHAM, 

Under 2 hrs.from Paddington. Batheaston 8189. M.A., D.M.(Oxon), D.P.M.(Lon.), 

Terms moderate. Resident Physician. 

BOOTHAM PARK, York 

A REGISTERED MENTAL HOSPITAL for the 
Treatment of NERVOUS and MENTAL INVALIDS 
as Voluntary, Temporary, or Certified Patients — 

For Particulars apply to the Medical tSuperiniendent :— 

GEORGE RUTHERFORD JEFFREY, M.D. Glasg., F.R.C.P.E., FJELS.E. 


NEWLANDS HOUSE 

Tooting Bee Common, London, S.W.17 

Private Mental Hospital 


NOEL SERGEANT, M.B., B.S. 


Telephone : Streatham ojz4 


fust Published. Eleventh Edition. Fully Revised, many New Articles, and 93 Illustrations. 
Super Royal 8vo. 1040 pp. Limp Rexine. Burnished Top. 42/- net, postage MM. 

INDEX OF TREATMENT 

A Guide to Treatment in a form convenient for Reference. 

Edited by ROBERT HUTCHISON, M.D., F.R.C.P., Physician, London Hospital and 
Hospital for Sick Children. In conjunction with Ninety Representative Contributors. 

" A volume that should be in the hands of every practitioner of medicine.”— Brit. Med. 3our. 
te A book cm treatment without parallel in the English language .”—Clinical Jour. 

Bristol: John Wright & Sons Ltd. London ; Simpfcin Marshall Ltd# 
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M'AT Si i IS SAM ESi< 


UPLANDS 


A Large Detached Vilia, 


in connection with the Cheshire County 
Mental Hospital, Macclesfield, for the 


RECEPTION OF PRIVATE PATIENTS of both sexes. 
FEES from £\ ISs. 6d. upwards, according to accommodation. 


Apply for Prospectus to 

H. DO¥E CORMAC, MJB., M.3., DJP.M., Medical Superintendent 

Telephone : Macclesfield 0617. 


FENSTANTON 

63, CHRISTCHURCH RD., STREATHAM HILL, S.W.2. 

Telephone: TULse Hll.L 7181. 


A Private Home providing Modern Treatment for Ladies suffering from 
Nervous and Mental Disorders. 

VOLUNTARY, TEMPORARY and CERTIFIED PATIENTS received. The total 
number does not exceed 30, and individual attention is especially practised. PSYCHO¬ 
THERAPY. PHYSIO-THERAPY. Skilled nursing under the direction of an experienced 
Matron qualified in General and Mental Nursing. The House stands in 12i acres of well- 
wooded grounds adapted for open-air treatment. Every facility for recreation and amuse¬ 
ment in protracted cases. Terms from £5 5 0 per week according to requirements of case. 
Private suites available. 

Applications io : Dr. MADELINE LOCKWOOD, Resident Physician Superintendent. 


LEIGH HOUSE, HATTON, WARWICK 


FOR THE 
TREATMENT 
OF MENTAL 
DISEASES 
IN 

LADIES 


Terms from 2| guineas pea* week, _ APPLY MEDICAL SUPERINTENDENT. 

WYE HOUSE, BUXTON 

A PRIVATE HOME 5 HPHE HOUSE, with grounds of 10 acres, 
for Ladies & Gentlemen 1 JL is situated 1200 ft. above sea level, and 
suffering from Nervous I commands extensive views of the surrounding 
and Mental Disorders* | country. 

Both Certified, Temporary , and Voluntary Patients received. 

Terms from 3 guineas per week. : ; \vV 

Tel 130 Buxton. Resident Physician; W. W. HORTON, M.D. 



For Scale of Charges for Advertisements 5 apply to The Advertisement Manager 
JOHN WRIGHT & SONS LTD., 

“The MEDICAL ANNUAL 35 Offices , Stonebridge House, BRISTOL. 
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DOWN BROS > SPECIALITIES. 


Modern Operation Tables 



;0CtVh 


GIVING 

EVERY 

POSITION 

REQUIRED 

IN 

MODERN 

SURGERY. 


British Manufactures Only. 


DOWN BROS. LTD., 

21-23 ST. THOMAS’S STREET, S.E.1 
LONDON - - ENGLAND 

CALCUTTA - - Old Court House Street 



ADVERTISEMENTS 


down sicj, 1 se 



Nails for Femoral Neck Fractures 



Particulars on Application . 


Bronchoscopy instruments 


Full Descriptors Circular on Application . 


British Manufactures Only. 


GRAND PRIX: 

Paris 1900. Brussels 1910. Buenos Aires 1910 



Copyright Entered at Stationers Hall. 


DOWN BROS. LTD., 

Surgical Instrument Makers » 

21 and 23 St. Thomas’s Street* 

London, S.EJ (Opposite Guy’s Hospital) 

Telegraphic Address: “DOWN LONDON.” 
Registered throughout the World. 
Telephone : Hop 4400 (4 Lines) 
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. . xP.rs J SPECIALITIES. 



Orthopaedic 

Appliances 


ALL TYPES 


GRAND PRIX; 

Paris 1900. Brussels 1910. Buenos Aires 1910 



Copyright Entered at Stationers Hall. 


DOWN BROS. LTD., 

Surgical Instrument Makers ; 

21 and 23 St. Thomases Street, 
London, S.EJ (Opposite Guy’s Hospital) 

Telegraphic Addres:: “ DOWN LONDON.” 
Registered throughout the World. 
Telephone : Hop 4400 (4 Lines). 
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FOR ANALGESIA SN LABOUR 


FULL PARTICULARS ON APPLICATION 


A. CHARLES KING, Ltd. 

Specialists in Anaesthetic Apparatus, 

34 DEVONSHIRE STREET, LONDON, W.l 

Telephone; Welbeck 2264. 


Telegrams: te Analgesia, Wesdo, London, 







SKELETON SET OF PERORAL ENDOSCOPIC INSTRUMENTS 

For Diagnosis and Treatment 







































































THE “CHIRON” PORTABLE PEDAL 


ASPIRATING PUMP 

clears the operation field of blood and secretions—a slight press of 
the foot being usually sufficient. It is noiseless in action. Under 
normal conditions a vacuum of 20 to 25 inches of mercury Is easily 
obtainable. Especially useful in: Oral, Abdominal,' Pelvic and 
Bladder Surgery, obviating the necessity of constant swabbing. 

Full Particulars an Request. 


Established over 70 Years. 


CHIRON HOUSE, 59-61, New Cavendish St, 
LONDON, W.1, 


Telephone: 
We&eck 3764. 


Telegrams: 

4 Trephine, Wesdo, London.” 
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ASE 


containing 

s RECORD 5 

SYRINGES 
and Needles 

sterilized and 
ready for 
immediate use 


The 
chromium- 
plated metal case, 
size 6 in. high by 3 | in. 
diameter, has a screw-on cover 
with cone-fitting, to ensure that the spirit 
with which the case should be filled does not leak. 
The case is fitted with a rack carrying five * Record 1 
syringes, of 1, 2 , 5, 10 and 20 c.c. capacity respectively, and eight 
stainless steel needles of various sizes. Each syringe is securely held 
in a separate compartment with spring to protect the glass barrel and 
prevent rattling. When the syringes are required, the rack carrying 
them should be lifted out of the case and stood in the cover to prevent 
contamination. Entirely British manufacture. 


Metal Case complete with 1, 2, 5, 10, and 20 c.c. 
‘Record’ Syringes (one of each size) and 
eight Stainless Steel Needles 
^ £4-10-0 


We suggest that the Case should be filled with 
INSTROL, a special antiseptic spirit 
that prevents rust. 

Allen & Hanburys Ltd., London, E. 2 

Manufacturers of Surgical Instruments and Appliances, 

Sterilized Surgical Sutures, 

Hospital Furniture and Electro-Medical Apparatus, 

Showrooms : 48 WIgmore Streets W«1 





Sfer/I/zed 

andredcfyfijr 

Immecfmfe 

use 


Uhe case is fitted with 
the following instruments: 

Two 5 inch Spencer Wells* Forceps 
''One'5 inch Dressing Forceps 
■pae'5 inch Scissors, blunt pointed 
One 5 inch Sinus Forceps 
Six Suture Needles, in metal container 
One "A, & H.” Knife Handle 

Six “A, & H.” Knife Blades, in metal 
container 

One Director and Scoop 


diameter and has a screw-on cover with 
cone fitting to ensure that the spirit, with 
which the case should be fitted, does not 
leak. When the instruments are required, 
the rack holding them can be lifted out 
of the case and stood in the cover, 
to prevent contamination. The suture 
needles and scalpel blades are carried in 


One Trocar and Canola 


small metal containers to prevent their/ 1 


One 5 inch Silver Probe 


points and edges from being damaged. 


Metal case, complete with nickdplated instruments, £3 15s. 
Metal case, complete with stainless steel instruments, £4 12s. 
Metal case, with lift-out rack to carry own instruments, £1 12$. 
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CUTTING NEEDLE 
and 

LOOP ELECTRODES. 
(Boilable.) 



NEW DIATHERMY APPARATUS. (Type ED.) 
For Surgical Diathermy (Coagulation) 
and Endothermy (Cutting) Operation. 


I 


THE GENITO URINARY MFG. GO. LTD., 

Surgical and Optical Instrument Makers . 

Devonshire Street, LONDON, W.l. 

Telephone: Telegrams: 

Welbeck 3520. cc Cystoscope, Wesdo* London.** 


vfiwkry 
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PULMONARY LOBECTOMY 



NELSON’S LUNG DISSECTING FORCEPS 



LOBECTOMY INSTRUMENTS 

Designed by J. E. H. ROBERTS, F.R.C.S. 
and H. P. NELSON, F.R.C.S. 

-- Made to the Authors' instructions by --—.- -■ 

THE GENITO-URINARY MFG. CO. LTD. 

28a DEVONSHIRE ST., LONDON, W.l 

Telephones; Welbeck 3520 and 3529 Tel. Add. : Cyscoscope, Wesdo, London 
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The front view of the new 
Keeler Fixed Wide-Angle 
Ophthalmoscope, show¬ 
ing the extreme simplic¬ 
ity of the instrument, 
with absence of tiresome 
adjustments. 


Additional apparatus for use 
with the Igaier Wide-Angle 
Ophthalmoscope 

The Keeler Wide-Angle Ophthalmoscope, 
apart from its chief function of giving the 
Surgeon a wider angle of vision than has 
been hitherto possible with any hand In¬ 
strument, may in conjunction with other 
apparatus be used for general diagnostic 
requirements. 

The additional apparatus 
here illustrated may be 
fitted to the Ophthal¬ 
moscope handle by the 
simple process of inter¬ 
changing heads, and the 
well-known Keeler illum¬ 
inating system will prove 
equally efficient with both 
the Auriscope and the 
laryngoscope. 

We claim that the Auri¬ 
scope is the most access¬ 
ible type on the market. 

The equipment is, of 
course, fitted with the 
patented Keeler handle 
with the push-in base 
designed specially to pre¬ 
vent accidental battery 
discharge. 




There is a Keeler Oph¬ 
thalmoscope or Diagnos¬ 
tic set to suit any require¬ 
ment or pocket. 

Write for Booklet MA.2 


mounting 

laryngeal 

mirror. 


GDavis Keeler. 


OCULISTS’- 

WIGMORE 


DISPENSERS 
ST. LONDON Wt. 



THE HOLBORN AUTOMATIC 
STONEWARE STILL 

Rimmer's Patent No. 118482 ; 

THE BEST STILL ON THE MARKET ! 

It produces absolutely pure distilled water, works automatically'.' 
and requires no attention. ,; :'V 

The 1 steam is condensed on a stoneware dome and collected in' a ' 
stoneware saucer. 

' Over 300 Hospital and Research Laboratories use the Holbom 
Stoneware Still. 

PRICE, complete: for heating by gas, £10 5 o; for heating by 
Primus lamp, £10 5 6 ; for heating by electricity, £17 o o. 

Approximate output 3250 c.c. of distilled mater per hour . Full details 
mil be supplied post free on application. 

THAVIES INN, HOLBORN CIRCUS, LONDON, E.CI 
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Oxygen Therapy 



Available immediately; the latest and most com¬ 
plete equipment for the treatment of Pneumonia, 
Cardiac Disease, Asphyxias, following brain and 
chest injuries, from restricted breathing, and 
Asphyxia Neonatorum. Qualified technicians. 

Upon request, free resume. 


WHEN IS OXYGEN THERAPY INDI¬ 
CATED AND HOW IS IT BEST GIVEN ? 

By William Thalhimer, M.D., 
Director of Laboratories, Michael Reese Hosp. y 
Chicago 


OXYGEN TENT RENTAL SERVICE 

Chapel Road, SOUTHAMPTON 

Telephone - 5993 


A<s. 0 
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PETER EDWARDS AND CUTBILL 

Artificial Pneumo-thorax Apparatus 


WITH A SIX-WAY TAP 

A portable apparatus with ail components mounted on 
a wood panel, and metal rods for the adjustment of 
the bottle height. Fitted in a polished wood case. 

PRICE (NOT INCLUDING NEEDLES) .. £'7 10 0 net 
Full descriptive pamphlet sent on application. 

144 EDMUND STREET, BIRMINGHAM, ENG. 

Telegrams: * Science, Birmingham * Telephone: Central 4211 
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HOSPITAL pURNSTURE 
OF STAINLESS STEEL 

A saving in upkeep 
Always bright 

Easily cleansed 

PRICE LIST ON APPLICATION 

BRITISH MANUFACTURE 


J. GARDNER & SON 

Surgical 3nstvument flDahcrs T ° INFIRMAR^ Etg YAL 

Wa Offices— nd 32 FORREST ROAD, EDINBURGH. 

Works: 90 CANDLEMAKER ROW, EDINBURGH. 
Ttlejframs: " Forceps, Edinburgh.’* Telephone: Edinburgh 20747. 


Orthopaedic Appliances 



F. G. HILLIARD 

-34- 

St. Mary’s Place 

N EWCASTLE 

’Phone NEWCASTLE 20177 






AD VE RTISEMEN TS 


W. H 


45 Oxford Street & 2 Rathbone Place, LONDON, W.l 

Telephone Nos, : Gerrard 3185 & 2313 


ASEPTIC HOSPITAL FURNITURE OF EVERY DESCRIPTION— 
Surgical Instruments & Appliances, Hospital & Invalid Furniture 


ESTIMATES GIVEN FREE. 


BAILEY’S “ PERFECTION ” 
OPERATION TABLE 








yyiTH Oil Pump Base for 
adjusting in height, con¬ 
cealed screw action for 
Trendelenberg position, 
detachable arm plate for 
either side of table,shoulder 
and leg crutches, and slid¬ 
ing douching trough and 
detachable leg plate. White 
Enamel Steel - £52 10 0 


The cheapest Table combined with the best finish on the market. 


Victory over empty sleeves 99 fHfiiiiiiiiiiiinfitiiiiiriiiiiiitiiifiwiiiifiH 

I STEEPER ARMS ( 

S Originators Of the rotary movement at wrist. The fully H 

a automatic elbow lock. The lateral movement at elbow §§ 

S CONTRACTORS TO THE BRITISH GOVERNMENT j§ 

1 Exporters to all parts of the World S 

I HUGH STEEPER LIMITED | 

| QUEEN MARY’S HOSPITAL, ROEHAMPTON, | 

| LONDON, S.W.15 § 

a Write for Illustrated Booklet * Phone: Putney 1597 2 

Order a. w STEEPER IDEAL, 55 don’t WISH you bad |iiiil||f|||oililliini|||M 

T. HAWKSLEY LIMITED - --~ 

' 'ESTABLISHED 1869 ’PHONE .* MAYFAIR 1182 

TRUSSES, BELTS, ELASTIC HOSIERY, ETC. 

Personal fitting. Lady attendant. Customers waited upon at Home. 

AIDS FOR THE DEAF 

WOODSTOCK HOUSE, 10-12 JAMES STREET, OXFORD STREET, LONDON, W.i 
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HEWLETT’S “ B01FLETE G.P." BAG 


Size 13* in. X 6f In. X9in. 


THIS bag is so arranged 
that every item is im¬ 
mediately visible and acces¬ 
sible the moment the lid is 
lifted. The front of the bag 
need only be let down to 
get at the compartment 
holding the emergency 
dressing, etc. The large 
central space is to hold a 
folding stethoscope, and 
room is left for further 
instruments such as sphyg¬ 
momanometer, etc. 

PRICE, with Instruments 
and Fittings, in 
Black or Brown 
Cowhide, lined a** n A 
with Rexine w v 

PRICE in Black Rexine, 
instead of Leather £6 10 0 



THE “G.P.” MIDWIFERY BAG 


Introduced and manufactured only by 

c. J. HEWLETT & SON, Ltd. 35/42, Charlotte St., LONDON, E.G.2 


THE success attending our 
1 “Complete G.P.” Bag has 
suggested to us that a companion 
bag for midwifery designed on 
similar lines would satisfy the 
demand for a superior obstetric 
bag for general practice. 

This bag contains all the essen¬ 
tial equipment arranged system¬ 
atically; no disarrangement is 
possible as a definite place is 
provided for each article, and 
no spilling can occur as all the 
liquids are in stoppered bottles 
which are enclosed in nickel 
plated cases. 


PRICE, with Instruments and 
Fittings complete as illustrated: 
In Black or Brown n a 

Cowhide 0 ® 

Without Sterilizer £10 5 0 
Without Sterilizer a a 

and Forceps w V 


I Fully Illustrated Pamphlets , with | 
j suggested list of drugs for inclusion | 
1 in each bag , will be sent on application. I 
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X-RAY FILM 


TLFORD X-RAY FILM is 

A supplied in the following grades: — 

NITRATE WHITE CLEAR 
NITRATE WHITE MATT 

NITRATE BLUE BASE CLEAR 
NITRATE BLUE BASE PEARL 

ACETATE (Safety) WHITE CLEAR 
ACETATE (Safety) WHITE MATT 

ACETATE (Safety) BLUE BASE CLEAR 
ACETATE (Safety) BLUE BASE PEARL 

ILFORD X-RAY DENTAL FILM 

is available in two grades — Standard 
and Contrast. 


ILFORD 

ILFORD 



LIMITED 

LONDON 


All those interested in any application of photography to 
Medical Work are cordially invited to visit the new 
Ilford Radiographic Department at Tavistock House (North) 
Tavistock Square, W.CJ 


IKIIIlIIIlIlIIlIlllIIIlllIIIfllillllllilllllllllflllllllllfllflllHIIlIKIfllll 
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F. DAVIDSON & CO. 


• ESTABLISHED 1890 . 


Manufacturing Opticians 


and the 


Pioneers of Seif-illuminated 


Diagnostic Instruments 


Registered Trade Mark "Devon” 


The “ Davon” Dry Battery has a well-earned 
reputation as the only really dependable one 
on the market. Many medical men have used 
it for two or three years and some even longer. 


HIGHEST GRADE only of Diagnostic Instruments of every 
description. Catalogue on application. 


143/149 GT. PORTLAND ST., London, W.i 


Electric 

Ophthalmoscopes, 
Aurlscopes, and 
Combination 
Electric Sets. 

Midwifery 

Instruments, 

Bags and Cases 
of all Descriptions. 

Minor and Major 

Operation 

Instruments. 

Instrument, Bowl 
and High Pressure 
Sterilizers, 
(Electric, Gas, or 
Stove heated). 


ENQUIRIES 
INVITED FOR 
ALL GENERAL 
EQUIPMENT 




Aseptic Furniture. 

Operation and ; 
Examination 
Tables. 

Consulting Room 1 
Couches and 
General Furniture. 

Card Index 
Cabinets. 

Infra Red and 
Radiant Heat 
Lamps. 

Electro-Medical 

Equipment. 


PRICE LISTS 
ON 

APPLICATION 




Electrically Illuminated Outfit comprising Universal Ophthalmoscope, 
Auriscope with 3 Specula, Seymour Jones’ Tongue Depressor, Sims’ 
Vaginal and Mummery’s Rectal Specula with Electric attachment. 
Laryngeal Mirror, Duplay’s Nasal Specula, Curved Throat Lamp, Large 
Battery Handle and Spare Lamp in Plush lined Case ,. £8. 8. O 


A. FLEMING & CO. 


SI Mortimer Street 
(Succrs.) London, W.I Tel.: Mus. 6292 
















m 


AD VERTISEMEN IS 


A famous 
range of 




AL 

D R E S 3 I N G t 


■ 3 AM GEE TISSUE 

Comfortable, easily manageable, economical. Remains uniform ; 
is elastic and powerfully absorbent. Most soothing and healing. 

• CAPSICUM TISSUE 

Made from Gamgee Tissue and charged with the active essence of 
Capsicum and Methyl Salicylate. 

© MEDILINTEX 

A unique antiseptic poultice dressing that is sedative and emollient. 
Retains its properties for 24 hours. Has extraordinary drawing 
powers and is easy to handle. 

© CESTRA MASKS 

The perfect surgical mask for the prevention of droplet infection. 
Highly efficient, comfortable, and easily sterilised. 

SAMPLES AND PRICES ON REQUEST 

ROBINSON 


& SONS LTD • CHESTERFIELD 

and 168 Old Street London, £.CI 
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PACHE 81 SON 

ESTABLISHED OVER A CENTURY 

6 Smallbrook Streets BIRMINGHAM 

Makers to the Principal Hospitals 


Snellen and Shell E-yes, fitted and matched to perfection. 
SELECTIONS SENT TO SURGEONS 



Fitted with Solid Non- *- - - - y --——- 

&baorben.fc .Rubber Ping, Fitted with Super-Nickelled Bayonet 

Screw Cap- 


POCKET SPITTING 
FLASKS. 

Made in Dark Blue Glass. 

FOR USE IN FREWEMTIfM 
THE SPREAD OF 

TUBERCULOSIS 


BEATSON.CLARK&Co.Ld. 

Medical Glass Manufacturers 
ROTHERHAM. YORKS. 


Prices of these and other 
designs on application . 



* ALKALINE 

< 

H 


POWDER 


in a Glucose and Dextrose 
Base with CARMINATIVES 


STOMACH H^CAGONSS and_.ASOMAIICS 


SOLD BY QUALIFIED 
CHEMISTS 

Samples gladly sent 
on request from: 

A JLSimpkin & Go* Ltd. 
Barley Sugar Works, 
Sheffield, 6 


% A scientific combination* giving: (i) Accuracy and 
modification of dosage. (2) Palatability in addition to 
carminative effect. (3) Gradual ingestion* yielding en¬ 
hanced, prolonged action and allaying thirst. (4) Extra 
benefit from the glucose and dextrose by sparing protein 
destruction, and assisting in the metabolism of fats 


HUMATACRAPH ^crTmeter 

Indicates the humidity of the air with scientific accuracy. 

Air may be either too dry or too damp for health and com¬ 
fort* It is important to know. This instrument will tell you. 

Mode! D, 5" dial, 25/-. Chromium-plated 28/-. Pocket mode! in case 14/6 

C. L. BURDICK MFG. CO., 40-44 Hoiborn Viaduct 

or from your dealer London, E.C.f 

Por Scale of Charges for Advertisements, apply to The Advertisement Manager, 
JOHN WRIGHT & SONS LTD., 

“ The MEDICAL ANNUAL ” Offices, Stonebridge House, BRISTOL. 
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AD VERTISEMEN TS 


r rRC.: iman 

fj Purified and Concentrated Thyroid- 
} gland-inhibitory Substance, 

| free from iodine 

? without the addition of medicinal 

| agents ; in tablet form 

| ® 

j Biologically tested and standardised according to units , each 
i tablet containing 10 anti-thyroid units . 6 tablets equal one 

daily dose . 

Up to the present has been 
tested with good results in 

Morbus Basedow, Thyrotoxicoses, and for iodine-free oper¬ 
ative pre- and post-treatment In Basedow. 

Tyronormars has the great advantage over 
iodine preparations in that it never leads 
to erratic disturbances and injuries 

Packings of I® and I®0 tablets 

TRISAN 

Anti-Asthmaticum 

Trisan does what the medical practi¬ 
tioner requires of a remedy for asthma. 

It relieves the spasmatic condition of the bronchial muscles, lique¬ 
fies the mucus, facilitates its expectoration, improves the general 
condition and makes the patient fit for work. Trisan may be 
beneficial even in obstinate cases where other preparations fail. 

St can be given for a long time, in equal doses, without losing Its 
effect owing to habituation. 

Bottles of 4 oz. net 

SAMPLES AND LITERATURE ON APPLICATION 

HOMMEL’S H/EMATOGEN & DRUG CO. 




121, NORWOOD ROAD, HERNE HILL, 
LONDON, S.E.24 
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JAMES WOOLLEY, SONS & Co.Ltd. 

ARTIFICIAL LIMBS, 
ORTHOPEDIC INSTRU¬ 
MENTS, COLOSTOMY, 
SUPRAPUBIC, and other 
Post - Operative Appliances. 

oS£>oC=go 

Sole Manufacturers of the 
“BOVAL ADJUSTABLE 
TRUSSES .” 


CATALOGUE SECONDHAND 

Surgical Instruments, Osteologp, Charts, 
Anatomical Models, microscopes, etc. 

POST FREE 

SECONDHAND SURGICAL INSTRUMENTS, 
OSTEOLOGY, and MICROSCOPES BOUGHT 


MILLIKIN & LAWLEY, 67 & 68 Chandos St, Strand, W.C.2 


PRESCRIBE COMFORT 

and Insist upon your Patients wearing the Genuine 

BALL AND SOCKET TRUSSES 

OBTAINED FROM Established over a Century. 

ZUeze salmon ody. Ltd., 

ELSE, 7 New Oxford Street* London* W.CX 


Also SOLE MAKERS of the WONDERFUL 

SPIRAL SPRING ARCH SUPPORT. 



Telephone : 
Temple Bar 
2206 


Surgical Instrument Makers 
and Hospital Furnishers :: 

NEW SURGICAL SHOWROOMS s 
VICTORIA BRIDGE. 

NEW FITTING ROOMS ; j 
j 42 DEANSGATE 

(corner of Blackfriars St. } 3rd floor) 

MANCHESTER 









ADVERT! SEMEN TS 


The 



TTiMml 

REGD. 

THE 0H1Y ELfiSTIC TRUSS WTH... 

The tall section attached to the 
upper margin of the pad. By this 
design, the pull of the tail Is taken 
over the whole area of the pad In¬ 
stead of merely at the lower margin, 
as in other makes of elastic trusses. 
This special feature gives greater 
control on the external ring. 

The “Hecson” is extra light and 
supremely comfortable—made in the 
finest quality silk 
elastic with soft kid- 
covered pneumatic 
heads. A super truss 
in every way. 


Telephone 
WELbeck 2921 


Sole Manufacturers 

H. E. CURTIS & SON LTD. 

7 M and evil! e Place, Wigmore St., LONDON, W.l 


Telegrams 
Curtis We!beck 2921 


/TJCX 


Telephones: Blackfriars 2641 
(2 Lines.) 



Telegrams : ce Otter?* 


MODERN ELECTRO-MEDICAL: AND 

X-RAY Apparatus 

Installations and Repairs by experienced Engineers ; advice and estimates on application. 1 

MOTTERSHEAD & CO., \ Exchange St„ MANCHESTER 


(A. K. H. BLACKBIJRX, FH.C.) 


ESTABLISHED 1190 


FREQUENT MICTURITION 

---*-------- Rv Po?fc. 

ffllf I&RflX NFW Day Pattern, Male .35/- 

a_.rs&Tf Day Pattern, latest Female pattern .. 4-2/- .Simple • 

Day and Night Pattern .. .. 70/- l Clean 8 

AlSaUltlaLn i &AI 20 Aviators’and Motorists” safeguard .. 70/- .Aseptic® 

■■ Sanitube for Bedridden Cases .. .. 70/- 1— 

Oversow caught, clothing protected — mental comfort — confidence regained — 

; suspense relieved—odourless. Male or female. 

123, DOUGLAS STREET, GLASGOW. 


Simple | 
Clean S 
Aseptic* I 


For Scale of Charges for Advertisements, apply to The Advertisement Manager $ 
JOHN WRIGHT & SONS LTD., 

<c The MEDICAL ANNUAL 55 Offices, Stonehridge House, BRISTOL , 1 
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HOFFMANN-LA ROCHE, LONDON, N.I3 
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Notable contributions 
to modern medicine 



INSULIN 

CRYSTALS 


“‘WELLCOME’- 

1 .4 S U L I N 

is made with CRYSTALLINE 
INSULIN, the Insulin of 100 per 
cent, purity. 

The first commercial product 
prepared with 
pure Crystalline Insulin 

The shape and beauty of crystals of 
pure Insulin are revealed by photo¬ 
micrography. 



CRYSTALS 


DIGO XIN 

(B. W. & Co.) 

The Digitalis lanata glucoside of 
definite chemical composition. 

Discovered and prepared at 
the Wellcome Chemical Works 

Photo-micrograph of Digoxin Crystals 
shows evidence of purity and uniform 
chemical composition. 


mask ‘TABLOID ’brans DIGOXIN, 0-25 mgm. 
SOLUTION OF DIGOXfN, 05 mgm. in 1 c.c. 

(B. W. & co.) 

1 MAS* ‘HYPOLOID’bms DIGOXIN 


For prices and further information\, see WELLCOME’S MEDICAL DIARY 

Burroughs Wellcome & Co., London 


F 955 


Copyright 




A Gentle and Palatable 
Preparation of Senna 


t. LIXEN is a safe aperient, without toxic effects, 

2. It is a thorough aperient, efficiently emptying the colon. 

3. LIXEN is made from senna pods, which are considered 

to be more effective than senna leaves. 

4. In LIXEN the griping action of senna is allayed, but the 

activity of the senna is not destroyed, 

5. The LIXEN preparations are agreeably flavoured, and 

are readily taken by children and adults. 

LIXEN Elixir of Senna Pods 

In bottles of 4 oz. 1 / 9 , 8 oz. 3-/-, and 16 oz, 5/6, 

40 oz. and 80 oz, for dispensing. 

LIXEN Laxative Lozenges 

In tins of 12, 7id., and 24, 1/-; and bottles of 100, 3/6. 

In bottles of 500 for dispensing 

Descriptive' literature and a clinical sample 
'i' 1 '/ will be sent on request. 


ALLEN & HANBURYS LTD., LONDON, E. 2 


Telephone: Bishopsgate 3201 (12 lines) Telegrams: **Greenburys Beth London 1 
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In Pruritus An!, i&naf Fissure, 
Pruritus Vulvse, etc. 

“Prcctocaine" is a lasting, non-toxic, local anaesthetic, for use in irritating or 
painful conditions of the skin and subcutaneous tissues. It is an improved 
form of A.B.A. “Protocaine” is a combination o£ oil-soluble anaesthetics of 
low toxicity. These are combined so as to produce immediate local anaes¬ 
thesia which is maintained by the slow, uniform absorption of its oily vehicle, 
and action of its oil-soluble ingredients. 


The advantages of u Proctocaine ” over other solutions have been found 1 
to be as follows: 


1— Its effect is almost certain. 

2 -It produces anaesthesia or hypo-anaes¬ 
thesia for periods varying from 7 to 28 
days or longer. 


5— Even large quantities of it at one sitting 

have not been found to produce any 
local reaction if injected properly. 

6— Its injection is painless if made slowly. 


3 •• The relaxation which it produces in the 
anal musculature is much greater and 
more prolonged. 

4—It is comparatively non-toxic, injection of 
20 to 30 c.cm. producing no 


7—In no case did it produce severe after¬ 
pain, 

x Briiish Medical Journal, 1935, 

November 16th, p. 938. 



general effect 


In ampoules : 
2 c.cm. 

boxes of 6„ 4/6 
and 12, 8/6 

5 c.cm. 

boxes of 6, 8/6 

10 C.CB1. 

boxes of 3 , 8/6 


Descriptive 

Literature 

on 

request. 


Injection Solution 


LOCAL AN£3TH ETIC-AN ALCESIO 
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INFLUENZA 


— SAUCIN' .-| 

Statement by an Eminent Medical Authority. ; 

The Clinical and Therapeutic Aspects ! 
of Influenza from 1889 to 1927. ! 

Hie value of 8AJLIQN in Treatments l 

“ Salicin not only cuts short duration of the l 
disease but also abolishes the numerous j 
sequelae which were so marked a feature in I 
all the epidemics/’ \ 

The above occurs in an Address to the Metropolitan jj 
Counties Branch of the British Medical Association j 
reported at length in The British Medical Journal , s 
July 16th, 1927. : 

L.......j 

SAOCIM BoP. is supplied to all Wholesale Druggists 
by the Sole British Manufacturers :— 

J. F. MACFARLAN & CO. 

EDINBURGH: LONDON: 

109 Abbey Hill. 32 Betbnal Green Road, E.1, 

T. & H. SMITH LTD. 

EDINBURGH: LONDON: GLASGOW: 

Blandfield Chemical Works, 25 Christopher Street, 32/4 Virginia Street. 
Whe&theld Road. E.C.2. 

WBIFFEM & SOMS LTD. 

LONDON: Camwath Road, Fulham, S.W.6. 

Descriptive Literature and Samples of Powder or SUgraara Tablets 
will be supplied by the Manufacturers on receipt of application. 











A Triumph ©f Vitamin Research 

s 

“HALi'/ITE” 

(Halibut Liver Oil) 

In PILL and LIQUID FORM. 


44 HALlViTE® 9 is pure halibut liver oil biolog¬ 
ically standardised to contain 45,000 Internat¬ 
ional Units Vitamin A and 3,000 International 
Units Vitamin D. It is therefore 64 times 
more potent in Vitamin A and times in 
Vitamin D than a standard medicinal cod 
liver oil. 

** HAUV1TE** is a pure halibut liver oil with 
approximately the same natural proportion 
of the vitamins as are present in a stand¬ 
ard medicinal cod liver oil. Each drop of 
HALIV1TE” equals one teaspoonfui (4 ex*) 
of a standard medicinal cod liver oil. 

^HALiVITE* 9 Pills (each containing two 
drops of actual oil) represent the ideal method 
of administration. 


Ask or write for Clinical Samples » 

SCOTT & BOWNE LTD., 

Manufacturing Chemists, 

10 and it, Stonecutter Street, 
LONDON, E.C.4 










in the treatment of 


INTESTINAL STASIS 

Diet has its hearing. Medication its place; 


BUT 



the chief problem is to ensure a soft, solid, easily 
passed faecal mass so as to assist in re-educating the 
bowel to function regularly. 

The fundamental value of * Petrolagar * is that, with¬ 
out instigating the cathartic habit, it gives to the 
stool the desired bulk, lubrication and easy passage. 

* Petrolagar" promotes regular comfortable bowel 
movement without the use of irritant purgatives. 


. trol 


agar 


(Rsgd. Trod® MarU 

BRAND PARAFFIN EMULSION 

Petrolagar Laboratories Ltd., Brayion Road, 

LONDON, N.I6 



Italia' Meat’-' 


VJTAUA Lt«. . 

• -1* I tpwoow,, ,-J 

* * mat finm *d 




Why Doctors prescribe 

Vitalia Meat Juice 

1. Vitalia is the genuine natural meat 
juice, containing all the natural salts 
of the blood and 8% of Haemoglobin 
in undevitalised form. 

2. Vitalia is iso-tonic with the body fluid. 
It sustains and builds and is not merely 
a stimulant. 

3. Vitalia is free from Extractives and 
deleterious drugs and can be admirals^ 
tered in all cases with perfect ’safety. 

4. Vitalia has proved its value as the 
result of long clinical experience. , 

Of all Chemists, price 1/- to 10/6. 

Special terms to Hospitals. 

Sample free to am Medical Practitioner an application to — 

VITALIA Ltd., 11 Springfield, Upper Clapton, 

LONDON, E.5 
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KEENE ® ASH WELL 

LIMITED 

Homoeopathic Chemists 

MAKERS OF 

FRESH PLANT TINCTURES, DILUTIONS, 
PILULES, TRITURATIONS, GLOBULES. 

Homoeopathic Remedies supplied in “ PERLOIDS" 
(Soluble Tablets). 


ONLY ADDRESS: 

57b NEW CAVENDISH ST., 
LONDON, W.l. 


Established 

1862 


Telephone: WELBECK 6711. 

Trade Marks 


“ Keenwell *’ 
“ Perloid ** 



Commended by “ THE LANCET ” 

FROMY’8 MEDICAL RESERVE 

A DRY Brandy. Free from sugar. 
FIOMY , 1 ROGEE & CO., Cognac (qualFty brandies) 

Agents for U.K. : H.Le Forestler & Co., 6, Buckingham St., W.G.2 
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MIO-MALT 

(FERRIS) 

Is a standardised preparation of tasteless Vitamins with Extract of Malt., 
It contains 2,000 units of Vitamin A and 1,000 units of Vitamin D per 
ounce, in combination with the finest Extract of Malt especially rich in 
Vitamin B, Albuminoids, Maltose, Natural Phosphates and Diastase. 

MIO-MALT is pleasant to take. It does not produce diarrhoea or 
other digestive troubles, and it may be given to the most delicate children 
and invalids; it is a perfect substitute in all cases where Cod Liver Oil 
and its preparations cannot be tolerated, and it may be taken even in 
large doses for long periods without any ill effects. 

MIO-MALT is a valuable tonic food, both for infants and adults, 
in all cases of debility produced by lack of Vitamins, and it is specially 
indicated for use during the Winter months to compensate for the lack 
of sunshine, by building up the system and strengthening the bodily 
resistance to disease. 

Dose. —One teaspoonful to one tablespoonful according to age, two 
or three times daily after food. 


11 lb. 

glass jars 

1/9 each 

18/- per doz. 

2 1b. 

1 4 lb. 


3/- „ 

30/- „ 

33 

5/6 „ 

54/- „ 

17 lb. 

33 

8/- „ 

78/- „ 


Single Jars supplied to the Medical Profession at the dozen rate. 


ELIXIR VI-GLANDIN 

(FERRIS) 

A preparation of the thyroid gland, pituitary body, orchi- 
tie substance and ovarian tissue, in combination with 
animal and vegetable enzymes and the glycerophosphates 
of calcium, iron, sodium, potassium and magnesium. 

ELIXIR VI-GLANDIN is specially indicated in General Debility, and 
in cases of Nervous, Mental and Muscular Exhaustion. 

Dose. —Half to two teaspoonfuls in water. 

PRICES— 

2 oz. bottles ... 1/3 each ! 8 oz. bottles ... 3/6 each 

4 oz. „ ... 2/- „ | 16 oz. „ ... 6/6 ,, 

«1 have used your Vi-Glandin for some time now for such cases as you suggest, and 
I have found it most efficient and trustworthy. It has given in selected cases 

better results than anything I have ever used.”-M.B., C.M. 

“lam having good results from your Vi-Glandin Elixir; it is excellent/’ 

t ----—M.R.C.S., E.K.G.P. 


FERRIS & COMPANY Ltd. 

Union Street, BRISTOL 

Wholesale and Export Druggists and Manufacturing Chemists 
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AN OINTMENT OF BISMUTH OXYCHLORIDE IN COLLOIDAL DISPERSION 


ANTISEPTIC • SEDATIVE • PENETRATIVE 

BISMURUNG is invaluable to the Dermatologist on account of its sooth- 
, . . _. in .2 and healing properties, either alone or in any suitable 

combination. Gives immediate relief in inflamed and irritable conditions of 
the slon and muco-cutaneous junctions. 

BISMURUNG ts stocked by all leading Wholesale Houses in 1 02 . and 
. ,, 2 ? « ?/- 3/6 respectively. Also obtainable in 

bulk ror the Medical Profession and Institutions. Bismurung Pessaries and 
Suppositories are also available. 

U B.C.C» DUSTING POWDER. A selection from the finest dermal 
•a* t-, . . , , „ powders, including Oxychloride of 

Bismuth. This is a dusting powder of the most delicate texture; antiseptic 
aqd ^sotphVe j sedative and protective. Used in conjunction with Bismur¬ 
ung gives excellent results. 

obmhiable^n^ulk 3 ^^ Wholesale Houses in glass dredgers at 2/~. Also 
Samples of any of our preparations sent on application. 

THE BLYTHSWOOD CHEMICAL CO. LTD, 

Manufacturing Chemists 
213 WEST CAMPBELL STREET, GLASGOW 

dowlas5546 tblbghams: “womu" Glasgow 
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BY ANY OTHER LYMPH IN THE WORLD. 

Prepared in accordance with the Therapeutic Substances Regulations, 1927. 

LARGE TUBES* for export only* 5 doses* Is. 3d. each ; 12s. dozen. 
SINGLE VACCINATION TUBES ... ... Sd. „ 7s. », 

Postage ijd. extra. 

JENNER INSTITUTE CALF VACCINE LYMPH has proved by long 
experience eminently successful in all climates abroad. 


Sole Agents for the United Kingdom, Colonies, and India , for 

SCLAVO’S ANTI-ANTHRAX SERUM. 


Price List on application, 

' JENNER INSTITUTE FOR CALF LYMPH LTD. 

77, Church Road* Battersea* LONDON, S.W.1L 

Telegrams —“ Jenvacter, Phone, London ** (2 words). Battersea 134?. 



Sk Secondhand ^ 

Sc» “^-equipment.. 

wm MICROSCOPES—TELESCOPES 
BINOCULARS 
By Leading Makers 

8x25 Broa-Clar 57/6 

OLD 'INSTRUMENTS. Taken in Exchange or purchased for Cash 
REPAIRS BY CRAFTSMEN 

Broadhurst Clarkson & Co., 63 Farringdon Rd., London, E.C.I 


VACCINE 


LYMPH 


PURE ASEPTIC for reliability and normal 

CALF LYMPH reaction. 

Prepared under Swiss Government control in accordance with the requirements of the Therapeutic 
Substances Regulations. 1927. As supplied to the Bacteriological Department, Guy’s Hospital, London. 

Price 9d. per small tube (8 fur 3/9). 

SOLE AGENTS: 

WILLIAM HEINEMANN (Medical Books), Ltd., 

99, Great Russell Street, LONDON, W.C1. 

Tde&ham: MosKCM 0873. Tikgrami : SuJttOCKS, LONDON. 
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C. J. HEWLETT & SON,™ 



Wholesale and Export ‘Druggists*, 
Manufacturing Chemists „ and 
Druggists Sundriesmen # £/c. 

Contractors to H.M. GovermnessL Established 1832. 

Instrument and Truss Manufacturers to the City of London 
Truss Society. 

Inventors of the Original Preparations . 

Mist. Pepsin as Co. com Bismutho, 
over 50 years’ reputation. 

Liquor Santa! Flav. cum Buchu et Cubeba, 
Mist. Damians Co., 

“ Hepatagen” (Mist, Hepatica Cone. Hewlett), 
Anti thermogen, Haemorrhaline, Hormonigen, 
lodermiol, Menthymoline, Veronigen, etc. 



Price List and Samples to the Medical Profession free on application . 


35-42, CHARLOTTE STREET, and 
83-85, CURTAIN ROAD, LONDON, E.C.2., 

ENGLAND. 



for the physiological treatment of 
constipation 

containing Biliary and Intestinal Secretions 
with Agar-Agar and Lactic Ferments 


pillows, Francis, Butler & Thompson, 

73, 75, 89a, SHACKLEWELL LANE, LONDON, E.8 


Telegrams 


Telephone: ClissoM8361 <4lines) 









■ ■' V 






PAINLESS. HARMLESS. 

MECHANICAL IN ACTION. 

NOT HABIT FORMING. 

For all condilions oflnfeshnal Slasis. 

\ A PURE VEGETABLE PRODUCT. 

jk Containing NO Agar-Agar, A 

■L Mineral Oil, Fibrous Roughage or Harmful Drugs. 

HlaBkL. Samples Sr Ljferafure on reguesh ^BH 
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Bv Appointment 
10 H.M. The King 


*Y!l ; 1A 


TONIC WINE 

The Sure 

First Aid to Health 




Full guarantee and Analyst's report on every bottle 

ei VIMAL” contains no drugs 3 and the whole of the Wine constituent 
is guaranteed genuine Old Hour© Port of the highest strength* the only 
added ingredients being Beef and Malt extracts of the highest quality. 

In convalescence where a tonic is needed it is invaluable. 

For free samples and Name of Nearest Agent apply the Sole Proprietors — 

john e. McPherson & sons 

Wholesale Wine Importers and Exporters 

Sallyport Buildings, Newcastle-upon-Tyne, I 

And at Edinburgh and London 



LUCOZADE 

Regd. Trade Hark 

NUTRIENT FOOD BEVERAGE 

A pleasant, refreshing, thirst quenching beverage 
containing twenty-five per cent, of medicinal glucose, 
compounded with a medium which ensures assimil¬ 
ation, gives most satisfactory results, and is readily 
acceptable to the patient, child or adult. 

For that prostrate, sick or feverish patient who so 
•soon tires of a miik diet, and requires a readily 
assimilated nutrient in an acceptable form. 

For that acidotic child, who has a peevish appetite 
and is a constant source of anxiety to the parent. 

A standard bottle of Lucozade will be gladly sent as 
a sample to any member of the medical profession on 
request , 

Originated and Manufactured by 
W* OWEN & SON, Manufacturing Chemists 
BARRAS BRIDGE, NEWCASTLE, ON TYNE 

ESTABLISHED 1847 

Supplies of LUCOZADE areavailablefrom all Chemists 
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Successfully Prescribed 











BRITISH *$$£§}{ 
MADE ^ 

THROUGHOUT 


- ' 


A D VERTiSEMENTS 


• BLUE CARTON 


The ideal support 

70 % Wool Quality. Fully Guaranteed 

RETAIL PRICES 
CREPE BANDAGES 
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large 8vo. 436 pages, with 282 Illustrations , of which 17 are in colour, 

25/- net , postage 6d. 

SYMPTOMS AMD SIGNS IN 
CLINICAL MEDICINE 

An Introduction to Medical Diagnosis 

By 

E. NOBLE CHAMBERLAIN, 

M.D., M.Sc., M.R.C.P. 

Lecturer in Medicine, University of Liverpool .* Assistant Physician, 

Royal Infirmary, Liverpool; Visiting Physician, Smiihdown Road 
Hospital, Liverpool 

■ With a Chapter on the Examination of 
Sick Children 

By 

NORMAN B. CAPON, M.D., F.R.C.P. 

Lecturer in Diseases of Children, University of Liverpool 


U THE AIM OF THIS BOOK IS TO 
help the student and young practitioner 
to master the technique of medical exam¬ 
ination and to apply it to the problems of 
diagnosis and practice. 

-n- 

BRISTOL: JOHN WRIGHT & SONS LTD. 

LONDON: SIMPKIN MARSHALL LTD. 
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Issued March, 1935. Second Impression July, 1935. 

Third impression January, 1936. 

Large 8vo. 578 pp. 1059 Illustrations. 42s, net, postage 8d. 

THE 

TREATMENT OF FRACTURES 


By DR* LORENZ BOHLER^ Director of the Hospital for 
Accidents , Vienna : Lecturer on Surgery in the University of Vienna, 


Fourth English Edition. 


TRANSLATED FROM THE FOURTH ENLARGED AND REVISED 
GERMAN EDITION BY 

ERNEST W. HEY GROVES, MS., M,D„, F.R.C.S. 
Emeritus Professor of Surgery, University of Bristol 


LANCET. —“ An excellent text-book on fractures. Nowhere can be found 
a clearer description of the mechanics involved in the displacement and 
reduction of individual fractures. Teaching by diagrammatic drawings 
has been carried to a fine art ; a very great deal can be learned by study 
of these alone. No detail seems too small to have escaped the author’s 

attention.” 

BRIT. JOUR . SURG .—“ British and American surgeons will be grateful to 
Professor Hey Groves for his dear and readable translation. . . . There 
can be no doubt that this monograph is an essential addition to the library 
of the fracture service of every large hospital in Great Britain and America.” 

BRIT. MED. JOUR. —“We owe to Professor. Hey Groves a translation of 
the fourth German edition, and he has thereby placed all English surgeons 
in his debt. . . . We venture to express the opinion that no one is 
justified in engaging in the treatment of fractures who has not studied 
Dr. Bohler’s work, and has not realized the immense advances which 
he and his colleagues have achieved by organized surgery.” 

MED. PRESS AND CIRC. —“ It is not too much to say that this book is the 
book of the year, and no medical man or senior student can afford to 
be without it.” 

PRACTITIONER. —“ The new edition of Bohler’s work includes additional 
chapters on fractures of the spine and Sven Johansson’s method of dealing 
with medial fractures of the neck of the femur. To those who are not 
familiar with the recent developments in dealing with spinal fractures, 
the chapter describing these wifi be a revelation. 

** Professor Hey Groves is to be congratulated on the dearness of the 
translation and the publishers on the excellent way they have produced 
the book. The practitioner can accept this book as the most compre¬ 
hensive work upon this subject, as Bohler has dealt with fractures from 
every aspect.” 


BRISTOL: JOHN WRIGHT & SONS LTD. 

LONDON: SIMPKIN MARSHALL LTD. 
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ADVERT!: 


FOURTH EDITION, Fully Revised, Demy 8vo. 473 pp. With 243 
Text Illustrations and 21 Plates (of which 8 are in Colour). 

2©s. net, postage 6d. 

DISEASES OF THE 

NOSE, THROAT AND EAR 

FOR PRACTITIONERS AND STUDENTS 

Edited by A. LOGAN TURNER*. M.D., LL.D., F.R.CS.E,, 
Consulting Surgeon, Ear and Throat Department , Royal Infirmary , 

Edinburgh. 

With the Collaboration of JL S. FRASER, M.B., F.R.C.S.E., J. D. L1THGOW, M.B., 
F.R.C.S.E., G. EWART MARTIN, M.B., F.R.C.S.E., DOUGLAS GUTHRIE, M.B., 
F.R.C.S.E., CHARLES E. SCOTT, M.B., F.R.CS.E., and JOHN P. STEWART, M.B., 

F.R.C.S.E. 

BRIT. MED. JOUR. —“ There is no other book which includes laryngology and otology 
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There is a growing tendency to rely upon laboratory and other auxiliary 
reports for a diagnosis. The history, and physical methods of examina¬ 
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